PHYSICIANS should state

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF DEATH
Comnty...
Township,

- /JJ'% JAAAS..
2. FULL NAME ., Kj

(a) Residence. No,...
(Usual place of abode}
Length of residence fn cily or town where death oecurred

Do ool use this space,

| o
19970 =
File Nou..ooooviresneneee. 351

Registered No. .....
... Ward)

nonreiident give city of town and State)
da. How long in U.S., if of forein birfh? 8. mos ds.

Blare

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH .

A

4. COLOR OR RACE

> NOLopar

5. SincLE, MARRIED, WiDO oR

3. SEX
: DIVORCED (wrrite the word

16. DATE OF DEATH (MONTH. DAY AND YEAR) y / 9 19 2 }‘

Sa. [F MarnIED, Wmowzn. or Divorcen
HUSBAND
(oR) WIFE nr

—

17 -
| HEREBY CERTIFY, Tlnllmendeddmudlnm

?/;?

Yy

19) ¥, and um

S0 .
uhve on.. f/ r.
, o ﬂm date siated dnve, ot

6. DATE OF BIRTH (MONTH, DAY AND rmn)m -:ZL% - qq 24

7. AGE YEARS MoNTiHs ] Dars

L

ALk should be stated EXACTLY.
be properly classified. Exact statement of OCCUPATION ig very important.

8. OCCUPATION OF DECEASED
(8) Trade, profession, or

(b) Genersl nntove of industry,
business, or esisblishment in

{c) Name of employer

9. BIRTHPLACE (CITY OR Town) %_\_' )
(STATE OR COUNTRY) ~SYln

10. NAME OF FATHER

1

1. BIRTHPLACE OF FATHER {ciTY or ToWN).....
(5TATE OR COUNTRY)

PARENTS

12. MAIDEN NAME OF MOTHER \ | p Aquuﬂ«

Tue CAUSE OF DEATH® was As FoLLOWS;

CONTRIBUTORY............ 08 7t S0 otctntnn
(SECONDARY)

DS, [ CR

18. WHERE WAS DISEASE CONTRACTED

IF NOT AT PLACE OF DEATHL................ L L, oFT

P
l:{f/ DiD AN OPERATION PRECEDE DEATH!

WAS THERE AN AUTOPSYT,..,

WHAT TEST CONFIRMED, DIAGNOSIST, ,
: (Sigoed)... ﬁa«&.ﬂ .
R ““'“”gé 4{/:%4/7

13, BIRTHPLACE OF MOTHER (city or Town)...
(STATE OR COUNTRY)

" tnmaumf\{v\ P.)
R Y N

AN AR YELY IWWIL UL v dlatioll puould DO Laroiuly suppuaed,

CAUSE OF DEATH in plain terms, so thet it may

%( o

*Ctate the Drsmusa Cavstnag Dmats, of in desths from ‘ﬂm.z;: Cavazs, state
(1) Mraws aro Naruss or Inivay, snd (2) whether Accmmwwar, Borcmat, or
Howacmwal.  (See reverss side for sdditional space.}

18. PLACE OF BURJALL CREMATION, OR REMOVAL DATE OF BURIAL

&s:ség\__i____w;sgf~ w24




Revised United States Standard
Certificate of Death

(Approved by U. 8. Census and American Public Health
Assoctation,}

.

Statement of Occupation.—Precise atatemont of
occupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to ¥ach and every person, irrespec-
tive of age. For many cecupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter,” Physician, Compositor, Archilect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, oto.
But in many cases, especially 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 an additional line is provided for the
latter statemont; it should be used only when needed.
As examples: (a} Spinner, (b) Cotlon mill; (a) Sales-
man, (b) Grocery; {(a) Foreman, (b) Aulomobile fac-
tory. The material worked on may form part of the
second statement. Never return ‘‘Laborer,” “Fore-
man,” “Manager,” ‘“‘Dealer,” ete., without more
precisa specification, as Day laborer, Farm laborer,
Laborer—Coal mine, oto. Women at home, who are
engaged in the duties of the housshold only (not paid
Housekeepers who receive a definite salary), may be
entoered as Housewife, Housework or At home, and
children, not gainfully employed, as A¢ acheol or At
home, Care should be taken to report apocifically
the occupations of persons engaged in domestio
sorviee for wages, as Servant, Cook, Houzemaid, oto.
If the occupation has been ochanged or given up on
account of the DISEABE CAUSING DEATH, state coou-
pation at boginning of illness, If retired from busi-
ness, that fact may be indieated thus: Farmer (re-
tired, & yrs.) For persons who have no occupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the DISEASE CAUSING DEATH (the primary affection
with respect to time and eausation), using always the
same accopted term for the same disease. Exzamples:
Cerebrospinal fever (the only definite synonym is
‘‘Epidemic cerebrospinal meningitis”); Diphtheria
{avoid use of **Croup'); Typheid fever (never report

“"Pyphoid pneumonia'); Lobar pneumonia; Broncho-
pneumonia (* Pneumonia,’” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, eto.,, of.......... (name orl-
gin; ““Cancer’ is less definite; avoid use of ““Tumor’;
for malignant neoplasma); Measles, Whooping cough;
Chronic valvular heart diseass; Chronic inleratitial
nephritis, ote. The contributory (gecondary or in-
terourrent) affection need not be stated unless im-
portant. Example: Measles (disoase causing death),
20 ds.; Bronchopneumonia (secondary), 10 ds.
Never report morg symptoms or terminal conditions,
such as “‘Aathenin,” ‘“Anemia” (meroly symptom-
atio}, “Atrophy,” *“Collapse,” *“Coma,” *'Convul-
sions,"” “Debility” (''Congenital,” *‘Senile,” ecto.),
“Dropsy,” "Exhaustion,” “Heart failure,” *“Hem-
orrhage,” ‘‘Inanition," “Mamsmua." “Qld age,”.
“Shook,” *“Uremisa,” ‘‘Weakness,” eto., when a
definite disease ecan be ascertained as the eause.
Always quality al] diseases-"resulting from child-
birth or miscarriage, as “PUERPERAL seplicemia,’’
“PUERPERAL peritonilis,”” eoto. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MBANS OoF INJURY and gualify
B8 ACCIDENTAL, SUICIDAL, Of HOMICIDAL, OF &8
prabablu such, if impossible to determine definitely.
Examples: Accidental drowning; siruck by rail-
way lrain—accident; Revolver wound: of head—
homicide, Potsoned by carbolic actd—probably suicide.
The nature of the injury, as frasture of skull, and
consequences (. g., sepeis, lelanus), may be stated
under the head of ‘“‘Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature of the Amerioan
Medical Association.) .

Norg.—Individual offices may ndd to sbove list of undesir.
able terms and refuse to accept*vertificates containing them.
Thua the form In use in New York Olty states: ' Certificate,
will ba returned for additional informatlon which give any of
the following disessos, without explanation, as tho sole cause
of death: Abortion, cellulitls, childbirth, convulsions, hemor-
rhago, gangrone, gastritie, erysipdlas, meningitis, miscarriage,
necrosls, peritonitis, phlebitls, pyemia, septicemin, tetanus.'*
But general adoption of the minimum lst suggestod will work
vast improvement, and itz scope can be extended at a later
date.
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