. MISSOURI STATE BOARD OF HEALTH
‘ BUREAU OF VITAL STATISTICS -

CERTIFICATE - .O‘F DEATH - | 2 2 3 97

< .
§ 1. PLACE OF DEATH
m .
- County....! . Begstrata b e, . R A, Fils No
El . 0 . )
% Township,...... N N Nl S5 . Primary Begisiration Dutn_d . . . Eemhrad No
. au-ﬁj"iwt_m% 1 TSP S P P SN e - St ard)
= . : .
g 2. FULL NAME.......0 O RN O e eeeee et ee st e ree e st see s et re oA et 11000n
o (a} Besidemes. Nod\l.... ¢ TSV S Sty e Warde D VO
b (Usual place - ho:t o ulPdn e (i nnnrutd:nt give city or town and State)
E Lengih of residence in city or town where denth octurred s, mes. ds. How Ion( ia O. S-, if of foreifn hirth? . mos. _ dn
PERSONAL AND STATISTICAL PARTICULARS . / MEDICAL CERTIFICATE OF DEATH
3 SEX 4. COLOROR RACE | 5. sﬁ:‘%&g Q“‘m“'-‘"’,,;hw‘,‘,'g,‘ﬁ” or 16. DATE OF DEATH (MONTH, DAY AND YEAR) 7 3 a3

5a. I MARRIED, WIDOWED, OR DIVORCED
HUSBAND or
{or) WIFE oF L

L4 . 17.

| HEREA&Y cznru:v, That 1 sttended d d trom 4'30'?3
3 19.2.3
o 19203 and that

!

5. DATE OF BIRTH (MONTH. GAY AND YEAR) I’J-—/.t 3 //J:“?

AGE should ba stated EXACTLY.

CAUSE OF DEATH in plain terma, so that It may be properly clagsified. Exact statement of OCCUPATION is very important.

7. AGE “YEARS MonTHs - bavs 1t LESS theo 1
[} TU— hrs.
z J, & /0 or . ........ mi.
8. OCCUPATION OF DECEASED
(a) Teade, proleasion, or M%_
particular kind of work............. H OMRR OB e
(b} General natize of indesiry, CONTRIBUTORY.
bujiness, or establishment in (SECONDARY)

 which employed (or exnployer).
* (c) Name of employer

18, WHERE WAS DISEASE CONTRACTED

9, BIRTHPLACE (cITY o TOWN) N o Yy [P MOT AT PLACE 68 DEATHI. oo LR

{STATE OR COUNTRY)

10. NAME OF FATHER m%m |

g Dip AN OPERATION PRECEDE DEATHL. YL.O... Date or...... 7

WAS THERE AN AUTOPSYT............ ?‘m

o 11, ‘BIRTHPLACE OF FATHER (crry on tomn).... LINAMAn My 11 Wiskr rest conriensd pugnosist,... SRnaiatese, SX M.
5l e on coonrmy Y é/
E 1. MAIDEN NAME OF MOTHER AW\ Bnad IS § S, %,ﬁ /.f( //&..z

(1). Mearn axp Naroas or Iravey, and (2} whether Aocmmvman, Surctoar, or
(STatE oR ) HourcraL.  {See reverss side for additional space.)
BURIAL

e ey L\S—ﬁ:&-‘-&h ....... LS S ST S 1. Pmﬂon OR REMOVAL yo
i \5\:9?_3 ff’@ ' wa{rm Wp ERTAK &’W’ﬂ]Wflﬁjm F-L} )‘

<y
13, BIRTHPLACE OF MOTHER (ciy on W)WMWM&,, *3tate the Dmkun Cavming Drzara, of in deaths l'rom Yicuzwe Caoncs, stats

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




s

Revised United States Standard
Certificate of Death

(Approved by U. 8. Censia nnd American Public Health
Associntion.)

Statement of Occupation.—Preoisc atatement of
ocoupation is very important, so that the relative
healthfulness of varioua pursuits oan be known, The
question applies to each and every person, irreapeo-
tive of age. For many oococupations a single word or
term on the first line will be suffiei#nt, e. g., Parmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Enginecr, Stallonary Fireman, eto.
But Ip many ocases, especlally in industrial employ-
ments, it is necessary to know (a) the kind of work
and also (b) the nature of the business or industry,
and therefore ap additional line is provided for the
latter statement; it should be used only when noeaeded,
As examples: (g} Spinner, (b) Cotion mill; (a) Sales-
man, (b) Grocery; (@) Foreman, (b) Automobils fac-
tory. 'The material worked on may form part of the
second statement. Never return “Laborer,” “Fore-
man,” “Manager,” “Dealer,” ete., without more
precige specification, as Day laborer, Farm laborer,
Laborer— Coal mine, eto. Womeo at home, who are
engaged in the duties of the houneehold only (not paid
Holagkeepen who recelve a deflnite salary), may be
entered as Housewifs, Housewoerk or At home, and
ohildren, not gainfully employed, ns At school or At
home. Care should be taken to report apeoifically
the occupations of persons engaged in domestio
service for wages, as Servant, Cook, Housemaid, eto.
It the oacupation has been changed or given up on
acoount of the pisEASE CAUBING DEATH, state ooou-
pation at beginning of illpess. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 6 yrs.) For persons who have no ocoupation
whataver, write None.

Statement of Cause of Death.—Name, first,
the DISEASE CAUSING DBATH {the primary affection
with respeot to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebroapinal fever (the only definite synonym is
*“Epidemio cerebrospinel meningitls”); Diphtheria
(avoid use of *'Croup’); Typheid fever (never report

*Typhoid pneumonla’); Lobar pneumonia; Broncho-
pneumonia (“Pneumonia,” unqualified, 1s indefinite);
Tuberculosis of lungs, meninges, peritonaum, sto.,
Carcinoma, Sarcoma, eto.,of . . . .. .. (name ori-
gin; "Canoer” is less definite; avoid use of *'Tumor”
for malignant neoplasma); Maasles; Whooping cough;
Chronic valvular heart disease; Chronic interstiticl
nephrilis, ete. The contributory (secondary or in-
tercurrent) affection need not be atated unless im-
portant. Example: Measles (disease eausing death),

29 ds.: Bronchopneumonia (secondary), 10 ds.

Never report mere symptoms or terminal eonditions,
such as “Astheanis,” “Anemia” (merely aymptom-
atie), “Atrophy,” “Collapse,” ‘“Coma,” *“Convul-
siona,” "Debility” (“‘Cobngenital,” *Senils,” eto.),
“Dropsy,” *Exhaustion,” “Hoart failure,” **Hem-
orrhage,” “Inanition,” ‘“Marasmus,’” “Qld age,”
“Shock,” *Uremlia,” “Weakness,” eoto., when a
definite disease can be ascerfsined as the cause.
Always qualify all diseases resultipg from child-
birth or miscarriage, na “PUBRPERAL sapticamia,’
“PUERPERAL periionilis,” ete, State oasuse for
whieh surgioal operation was undertaken. For
VIOLENT DBATHS 8tate MEANS OF INJOURY and qualify
88 ACCIDENTAL, BUICIDAL, O HOMICIDAL, OF &8
probably such, if impossible to determine definitely.
Examples: Accidenial drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide; Possoned by carbolic acid—probably suicide.
The nature of the injury, as frasture of skull, and
consequences (0. g., #epsis, telanus), may be stated
under the head of “Contributory.” (Recommenda-
tione on statement of oause of death approved by
Committes on Nomenolature of the American
Moedical Association.)

Notre.—Individual ofices may add to above list of undesir-
able terms and refuse to acceps certificates contalnlng them.
Thun the form Ip use in New York Olty states: *Certificates
will be returned for additional Information which give any of
tho following diseases, without explanntion, as the sole cause
of death: Abaortion, cellulltls, childbirth, convuldons, hemor.
rhage. gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitia, phlebitls, pyemin, sapticemia, tetanus.”’
But general adoption of the minimum Iist suggested will work
vast Improvement, and its scope can be extended ot a later
date.
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