PHYSICIANS ghould state
UPATION is very lmportant.

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS

CERTIFICATE OF DEATH -
1. PLACE OF DEATH 3259
Refistration Distric? No., i vy
Primary Redistration i O3

2. FULL NAME ... [Z/0 ks )

{a} Resid Mo,
(Usual place of abode}

Length of residencs in city or town where death occmved

W Nn-

t give city or town and State)
How long in U.8. if of loreidn birth? ye8. mos. ds.

P.ERSONAI. AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. SEX 4. COLOR CR RACE

0pe’d |

5. SincaE. MarRIED, WIDOWED OR
Divortep (write d:e

5a. IF MaRRIED, WiDOWED, Or Divorcen
HUSBAND oF
(orR) WIFE oF

16. DATE OF DEATH (MONTH, DAY AND YEAR) 3;,,.,‘, / 7 z: “192-0

6. DATE OF BIRTH (MONTH, DAY mvs.\n)}m /(,L, / g (pg/

AGE should be stated EXACTLY.

7. AGE YEARS MonTHs Davs If LESS thao 1
\S- T S
- min.
8. CCCUPATION OF DECEAS!
() Trade, prolession, or ')'HMM
particotar kind of werk....... 50 00
(b) General natwre of industry,
huosiness, or establishment in -
which employed (0 eBIPIOFEr).. .. .oocoeceeeiececere et res e aenere e b

’ (c} Neme of employer

9. BIRTHPLACE {cITY OR TOWN) ...ooeeennnns

IRTHPLAC ) W

WRITE PLAINLY, WITH UNFADING INK---THIS IS A PER

17.
] EREEY CERTIFY, Mllﬂ:ﬂ!ddmdhnm ....................
e B 1Y Gt G
fhot I last snw bt aliveon.,.,. 7., Jromes 4 / 3? Y-
denth d, oo the date stated above, ..7.. JR S

Tue CAUSE OF DEATH®* was as FoLLOWS:
P o Ry ¢

(SECONDARY)

18. WHERE WAS DISEASE CONTRACTED

IF NOT AT FPLACE OF DEATH L cuiieivrimieivniireiavinsnaans

.//'? DATE OF.....ccomevcenennes

DID AN OPERATION PRECEDE DEATHI....

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCC

N. B.—Every item of information ghould be carefully supplied.

10. NAME OF FATHERMVV @
J %—Q/ WAS THERE AN AUTOPSYL.......

f—’ 11. BIRTHPLACE OF POTHER (cITy or mn) ............................................ WHAT TEST CONFIRMED DIAGNOSIST. }k"’m%‘ Y {‘ 2o g
z (STATE OR COUNTRY) (Signed) X <, Mﬁf/&"“—k LMD
[+
X | 12 MAIDEN NAME OF MOTHER Mﬁﬂﬁ—w ,19 {Address) /22y ,/I",

13. BIRTHPLACE OF MOTHER {crry o town)....... O ________________________________ *State the Dmnasw Cavmine Daarn, or in deaths fram Viorxwr Caunes, stats

(1) Mzurxs axp Natves or Ixsomr, and (2) whether Accmrwesr, Buroman or
(SraTE oR CoUNTRY) 3 ' Boacmar.  (See reverss sidn for sdditional epace.)
1. 19 PLACE OF BURIAL. CREMATION. OR REMOVAL DATE OF BURIAL
.22 1320

15

e

?oé
W{ZM




o
p
;;g
o
<
r

&
o
R

Certificate of Death

[Approved by U. B. Oensus and American Public Henlth
Ansoclation.}

Statement of Occupation.—Precise statement of
oscupation is very important, so that the relative
healthfulness of various pursuits can be known, The
question applies to each and every person, irrespec-
tive of age. For many oecupations a single word or

" term on the first line will be sufficient, e. g., Farmer or

Planter, Physician, Compositor, Architect, Locomo-
tive engineer, Civil engineer, Slalionary fireman, eoto.
‘But in many cases, especially in industrial employ-
ments, {t Js necessary to know (a} the kind of work
and also (b) the nature of the business or industry,
and therefore an additional line {& provided for the

1atter atatement; it should be-used-only when needed:- =~

As examples: (a) Spinner, (b) Colton mill; {a) Sales-
man, (b) Grocery; (a) Foreman, (b) Automobils fac-
tory. 'The material worked on may form part of the
second statement. Never return *‘Laborer,” “Fore-
man,” ‘“Manager,” ‘‘Dealer,” eto., without more
precise specification, as Day leborer, Farm laborer,
Laborer— Coal mine, eto. Women st home, who are
engaged in the duties of the household only (not paid
Housekeepers who receive a definite salary), may be
entered as Hougewife, Housework or At homs, and

- children, not gainfully employed, as Atl school or Al -

home. Caze ‘ghould be taken to report epecifically
the ooodphitions of persons engaged in domestie
service for wdges, as Servant, Cook, Housemaid, ote.
If the occupation has been changed or given up on
gecount of the pPIBEARE CAUBING DEATH, state oceu-
pation at beginning of fllness. If retired from busi-
ness, that fact may be indieated thus:
tired, 8 yrs.) For persons who have no occupation
whatever, write None.

Statement of cauge of Death.—Name, first,
the DISDASR CAUBING DRATE (the primary affection
with respeet to time and oausatmn). using always the
eame accepted tero for thé game dlsease. -Examples:
Cerebrospinal fever (the only definlte synounym s
“Epidemio cerebrospinal meningitls™); Diphtheria
(avold use of Croup”); Typhoid fever (never report
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“PUBRPRRAL perilonilia,’’ eto.

“Tyr hoid pneumonia”); Lebar pneumonia; Brancho-
preumonia (" Pneumonis,’ unqualified, {8 indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinomao, Sarcoma, sto.,, of . ....... ... (name ori-
gin; “*Cancer” is less definite; avoid use of “Tumor”
for malignant noeplasms); Measles; Whooping cough;
Chronic valoular heart disease; Chronic inlerstitial
nephritia, eto, The contributory (secondary or in-
terourrent) sffection need not be stated unless im-
portant. Exzample: Measles (disease oausing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mers symptoms or terminal conditions,
such as *‘Asthenin,’” “Anemia’” (merely symptom-
atic), '*Atrophy,” “‘Collapse,” “Coma,” *Convul-
gions,” “*Debility” (*“Congenital,” “Senile,” eto.),
“Dropsy,” “Exhaustion,” “Heart failure,” "“Hem-
orrhage,” “Inanition,” ‘‘Marasmus,” “Old age,”

“Shoek,” ‘“Uremia,” ‘“Weakness,” eto.,, when a
definite disease can be ascertained as the osuse.
Always qualify &l] diseases resulting from child-
~birth “or miscarriage, ae “"PURRPERAL seplicemia,’
State oause for
which surgical operation was undertaken. For
VIOLENT DEATEHS state MEANS OF INJURY and qualify
a8 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, Or a8
probably suoh, if {mpossible to determine definitely.

Examples: Accidental drowning; struck by ‘rail-
way irain—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
cohsequences (e. g., aepsis, lelenus) may be stated
under tha head of “Contributory.” (Recommends-
tions on statement of cause of death approved by
Committee on Nomenclature of the Amerlean
Medical Association.)

NoTn.—Individual officas may add to above list of undesir-
able terma and refuse to accept certifientes containing them.
Thus the form in use In New York Clty statea: '‘Certificates
will be returned for additional information which give any of
the following diseases, without explanation, a# the sole cause
of death: Abortion, collulitis, childbirth, convulaions, hamor-
rhage, gangrene, gastritls, erysipelas, moningitls, mlscarringe.
necrosig, perftonitis, phlebitis;, pyemia, septicemia, tetanus.’
But general adoption of the minimum lst suggested will ,work
vast lmnrovement and itu ucope oan ba exttmded at & later
data. A R YL . 3
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