PHYSICIARS ghould atate

ey
LA

/\3'3/\/% -rhraf(‘n‘ﬁ‘ y

1. PLACE OF H -

Township.. {. ALAL) 4

{f:z,‘?u.d‘? SRS

!'L'.

2. FULL NAME . J .S

(1) Resid L P
{Usual place of abode)

Leogth of residence in city or town where death ocoimred b o,

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Begistration District No..............

Do ool nse ihis space.

1123

Bl e, Ward)

cer Ward, L bbb bbb e a b ekne s et an e e aa e aes nsasant hos e r b e re T L
(If nonresident give city or town and State)
ds, How long in U.S., if of foreidn hirth? s mos. ds.

PERSONAL AND STATISTICAL PARTICULARS

"/ MEDICAL CERTIFICATE OF DEATH

3. SEX 3. SincLE, Maggiep, WIDOWED OR

4. COLOR OR RACE
- DivorceED (writr the word)

5a. IF MARRIED, Meowenyas.Divensen
HUSBAND of

6. DATE OF BIRTH (MONTH, DAY AND YEAR)

7. AGE YEARS MonTHS

16. anE OF DEATH (MONTH, DAY AND YEAR) @{of ? 192 5(

AGE should be stated EXACTLY.

L9 | o

8. OCCUPATION OF DECEASED
(n) Trade, prolession, or
particular kind of work ............._...7.,
(b} General matore of indoxiry,
bosiness, or establishment in
which employed (or employer).................
{c) Neme of employer

9. BIRTHPLACE (CITY OR TOWN) ............
{STATE OR COUNTHY)

10. NAME OF FATHER /

{STATE OR COUNTRY)

11. BIRTHPLACE OF FATHER (CITY ORJOWN).....ccvrriirmiormmrerarrarmirsrurarirernns

PARENTS

12. MAIDEN NAME OF MOTHER ,{QM 7&%‘0_

Cel /0 . ‘ ml‘{— lldn:n)

17.

18, WHERE WAS DISEASE CONTRACTED
Vel
IF NOT AT PLACE OF DEATHT-..ocereeeveiniieiessmssintrerossmisnssasnassstostmbenassmns s srnsnrenss

. T D
/j Dip AN OPERATION PRECEDE DE&\THT...M DaTE OF. i sit it v e raneeenne

WAS THERE AN AUTOPSYT..... / ..... W ...................................................... -

13. BIRTHPLACE OF MOTHER (citr ok
{STATE OR COUNTRY)

CAUSE OF DEATH in plaln terms, so that It may be properly classifled. Exact statement of QCCUPATION is very impartant.

‘N. B.—Every itom of information should be carefully supplied,

o
*Siate th Cavmve Dmata, o¥ in deaths rrgn’\’wum Cavses, atate
(1) MpEuws aNp Natoes or Imsuey, snd (2} whether Accromwrsr, Boictoar, or
Houmtctoal. (Boe reverse side for additional space.)

19. PLACE OF BURJAL, CREMATION, OR REMOVAL DATE OF BURIAL

:92%

Anonis
== 1!

A

I




Revised United States Standard
Certificate of Death

(Approved by U. 8, Census and American Public Health
Association.)

Statement of Occupation.—Precise statement of
occupation 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. Tor many occupsations 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, Stationary Fireman, eto.
But in many cases, especially in industrial employ-
ments, it i3 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 statement; it should be used only when needed.
Ap oxamples: (¢} Spinner, (b) Cotlon mill; (a) Sales-
man, (b) Grocery; (a) Foreman, (b) Automobile 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 laborer, Farm Iaborer,
Laborer—Coal mine, ete. Women at home, who are
engaged in the duties of the household only (not paid
Housekeepers who receive a definite salary), may be
entered as Housewife, Housswork or Al home, and
children, not gainfully employed, as At school or At
home, ~Care-should be taken to report specifically
the occupations of persons engaged in domestio
gervice for wages, as Servant, Cook, Housemaid, eto.
1t the occupation has been ohanged or given up on
account of the DIsEASBE cavUsIiNG DEATH, state oaou-
pation at beginning of illnesa. It retired from busi-
ness, that fact may be indicatod thus: Farmer (re-
tired, 6 yrs.) For persons who have no oceupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the pIBEASE caUsivg pEATH (the primary affection
with respect to time and eausation), using always the
same eocepted torm for the eame disease. Examples:
Cerebrospinal fever (the only definite synonym is
"Epidemie cerebrospinal meningitis™); Diphtheria
(avoid use of “Croup”); Typhoid fever (never report

“Typhoid pneumonia’'}; Lobar pneumonia; Broncho-
pneumonia ("Pneumonia,” unqualified, is indefinite);
Tuberculosia of lungs, meninges, peritonsum, eoto.,
Careinoma, Sarcoma, ete., of....... .. (name ori-
gin; “Cancer”’ is less definite; avoid use of “Tumor"
for malignant neoplasma); Measles, Whooping cough;
Chronic valvular heart disease; Chronic inlerstilial
nephritis, etoe. The contributory (secondary or.in-
tereurrent) affestion need not be stated unless im-
portant. Example: Meaeles (disease causing donth),
29 ds.; Bronchopneumonia (gecondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as ‘“‘Asthenia,” ‘“Anemia™ (merely symptom-
atio), ‘'Atrophy,” ‘“*Collapse,” ‘'Coma,” “Convul-
sions,” ‘‘Debility” (‘‘Congenital,’’ *Senile,” ete.)},
“Dropsy,” ‘Exhaustion,” “Heart failure,” ‘“Hem-
orrhage,”” *‘Inanition,” “Marasmus,” “0ld ags,”
“Bhoek,” *“‘Uremia,” **Weakness," eto.,, when a
definite diseaso can be nscertained as the cause.
Always qualify all diseases rosulting from child-
birth or misearriage, a8 “PUBRPERAL seplicemia)’
“PUERPERAL perilonilis,” eto. State ocause for
which surgical operation was undertaken. For
VIOLENT DEATHS 8tate MEANS OF INJURY and quality
a3 ACCIDENTAL, SUICIDAL, Or HOMICIDAL, Or A%
probably such, it impossible to detormine definitely.
Examples: Accidental drowning; struck by rail-
way lrain—accident; Revolver wound of head—
kemicide, Potsoned by carbolic acid——probably suicide,
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, lelanus), may be stated
under the head of *'Contributory.” {(Recommenda-
tions on statement of eause of death approved by

Committes on Nomeneclature of the American

Madical Association.)

Norm.—Individual offices may add to above Hat of undesir-

abla terms and refuse to accept certificatos contolning them.
Thus the form in use in New York City states: ‘' Certificate,
wlil be returned for additional Information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, cellulitls, childbirth, convulstons, hemor-
rhagoe, gangrene, gastritis, erysipelas, meningitls, miscarriage,
necrosis, peritonitls, phlebitis, pyemia, septicemin, totanus.’
But general adoption of the minimum st suggosted will work
vast Improvement, and ite scope can be extendod at o later
date.
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