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Statement of Occupation.—Precise statement of
ocoupation is very important, s¢ that the relative
heslthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a siogle word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Archilect, locomo-
tive Engineer, Civil Engineer, Slotionary Fireman,
ete. But in many cases, especially in induatrial eme-
ployments, it is necessary to know (a) the kind of
work and also {}) the natura of the business or in-
dustry, and therefore an additional line is provided
for the latter statement; it should be used only whea
needed. As examples: (a} Spinner, (b) Colion mill,
{a) Salesman, (b) Grocery, (a) Foreman, (b) Auto-
mobile factory. The material worked on may form
part of the second statement. Never return
“Laborer,"” ““Foroman,' “Manager,” *'Dealer,” ete.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, eto. Women at
home, who are engaged in the duties of the house-
hold only (not paid Houaekeepers who receive a
definite salary), may bhe entered as Housewifs,
Housework or At home, and children, not gainfully
employed, as Al school or At home. Care should

be taken to report specifically the ooccupations of -

persons engaged in domestic service for wages, as
Servant, Cook, Housemaid, ete. If the ococupation
has been changed or given up on account of the
DISEABE CAUBING DEATH, atate oocoupation st be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (retired, 6
yre.). For persons who have no osoupation what-
ever, write None. )
Statement of Cause of Death.—Name, first, the
DIADABE CAUBING DEATH (the primary affection with
respect to time and causation), uging always the
same aooopted term for the same disease. Examples:

Cerebroapinal fever (the only definite synonym {s-

*“Epidemio oerebrospinal meningitis'’); Diphtheria
(avoid uss of **Croup’’); Typhoid fever (naver report

*Typhoid preumonia’); Lobar pneumonia; Broncho-
pneumonia (‘‘Pneumonia,’” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eoto.,
Carcinoma, Sarcoma, eto., of ———————— (name ori-
gin; *“Cancer” it less deflnite; avoid use of *Tumor"
tor malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart diseass; Chronic inlerstitial
nephritis, eto. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease oausing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such
s “Asthenia,”’ ‘“Anemia’ (merely symptomatie),
“Atrophy,” “Collapss,” *Coms,” *“Convulsions,”

_ “Debility” (“Congenital,” “Senils,” eto.}, ‘‘Dropsy,”

“Exhaustion,” ‘“Heart failure,” **Hemorrhage,'” **In-
anition,” “Marasmus,” “Qld age,” *‘Shock,” ""Ure-
mia,"” “Weakness,” eto., when a definite disease can
be ascertained as- the causo. Always qualify ali
disenses resulting from childbir h or miscarriage, as
“PUERPERAL sepfi emia,” "PUERPBRAL perifonilis,”
et3. State cause for which surgieal operation wag
undertaken. TFor VIOLENT DEATHS state MBANS OF
iNnJUrY and qualify as ACCIDENTAL, BUICIDAL, oOr
HOMICIDAL, or &8 probably such, if impossible to de-
termine definitely. Examples: Accidental drown-
tnp; siruck by railway train—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid-—prob-
ably suicide. The nature of the injury, as fraeture
of skull, and oonsequences (e. g., fepsis, felanus),
may be stated under the head of *'Contributory.”
(Recommendations on statement of ocause of death
approved by Committee on Nomenclature of the
American Medical Assooiation.)

Note.—~Individual offices may add to above list of unde-
sirable terms and refuse to accopt certlicates contalning them.
Thus the form o use In New York Olty states: *'Certlficatos
will bo returned for additional Information which give any of
the following diseases, without explanation, as the sole cause
of deathi: Abortion, collulitls; chlldbirth, convulsions, hemor-
rhage, gangrene, gastritis, eryeipelas, meningitls, miscarriage,
necrosis, peritonitis, phlebltls, pyemin, sepiicemia, tetanus.”
Bat general adoption of the minimum list puggested will work
vast lmprovement, and its scope can be extended at o Iater
date.

ADDITIONAL SPACE FOB FURTHER NTATEMBNTS
BY PEYBICIAN. '




SHALL ROT RECEIVT A FEE FOR CIRTIFICATCES URTIL THEY ART COMPLETE AS PRISCRIBED BY LAV,

1. PLACE OF DEATH.

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Filt Moo vecsinssriasctrssenencesesns s rem s snnee
Begistered No. | 7‘3
St e Ward}
. FULL NAME.... ...
{a) Residencs, No.. ririserneneenen WEB. i e st tees et e re seererr et ressnrs rears
(Usual placr aof abode) (H’ nonreud:nt gwe city or town and State)
Length of residence in city or town where death occurred . mes. ds. How long in U.S., il of lorcign birth? i, mos. dp.

PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH

3

SEX

/i

{ COLOR OR RACE | 5. %:"“‘-mm"‘w; JGHED 0 || 16, DATE OF DEATH (MONTH. bAY AND YEAR) &A' Mgl &1 20
Lo~ I ’\’V\ 17. -

BA. fr Marrtep, Winowep, or DIVORCED

HUSBAND or

(or) WIFE or
6. DATE OF BIRTH (MONTH, DAY AND YEAR}
7. AGE Years MONTHS l Dars I LESS than 1
8. OCCUPATION OF DECEASED

(&)

perticalar kind of work ... e

Trade, prolession, or

(daration)............ 318 .., c1rveus Wod............ ds.

(b) Geseral nature of indusiry,
butiness, &t establishment in
which employed (or employer).........oiieiiminnrm e cnnes e i B ) 13 STV UTUTUSUPTURTRUPRRRY (| 1 JOODINORINI . 7 WO mes.............ds.
{c) Name of employer r
f} 18. WHERE WAS DISEASE CONTRACTED
; /)
9. BIRTHPLACE (ciTr oR Tow) oo F e g W [F KOT AT PLACE OF DEATHL..ueon.......
(STATE OR COUNTRY) k
Dip AN OPERATION PRECEDE DEATHL...ovvveees  DATE OF.ooceeeieccvrvenicces i
0. NAME OF FATHEE
WAS THERE AN AUTOPEY T...oreueresrasvemesrastrnsorsnssessssss sosrtssssassts sansssnnsrmreses sanssmeesrmsns
!92 il. BIRTHPLACE OF FATRER (crty or 10!
E: (STATE OR COUNTRY) A
€ F MOTHER/
g 12. MAIDEN NAME O AN
13. BIRTHPLACE OF MOTHER (crry T SO *State the Distass Camming Dwars, or i desthn from Viowwwr Cacees, siate
o1 ) (1) Mzara axp Naroms or IRsumy, and (2) whether Accromawasn, Bricmoat, or
(STATE Or €0 Hosicroa  (See reverse pide for additional space.)
14,

18. PLACE OF BURIAL, CREMATION, CR REMOVAL DATE OF BURIAL

19

20, UNDERTAKER ACDRESS

ALL INFORUIATION CALLED FOR {JUST BE UYRITTEN ON THIS SUPPLENERTARY.




Revised United States Standard
Certificate of Death -
(Approv:'ed by IJ 8, Census and American Pubilc 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, For many ocoupations & single word or
term on the first line will be sufficient, e. g., Furmer or
Planter, Physician, Compositor, .Architect, Locomo-
tive Engineer, Civil Engineer,. Stationary Fireman,
ete. But in many cases, especially in industrial em-
ployments, it is necessary to know (a) the kiud of
work and also (b) the nature of the business or in-
dustry, and therefore an additional line is provided
for the latter statement; it should be used only when
needed. Ap examples: (a) Spinner, (b) Cotton mill,
{a) Salesman, (b) Grocery, (2) Foreman, (b) Auto-
molnle factory. The material worked on may form
part of .the second statement. Never return
“Laborer,” “Foreman,” “Manager,” ‘' Dealer,” etc.,
without more precise specifiention, as Day laborer,
Farm laborer, Laborer—Coal mine, etc. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who reseive a
definite ‘salary), may -be entered as Housswife,
Housework or At kome, and 'ohildren, not gainfully
employed, a8s Al school or At home. Care should
be taken to report specifically the ocoupations of
persons engaged in domestio service for wages, as
Servant, Cook, Housemaid, ete. II the ocoupation
has baen changed or given up on account of the
DISEABE CAUBING DEATH, state oecupation at be-
ginning of illness. It retired from business, that
faot may be indicated thus:. Farmer (refired, 6
yra.). For persons who.have.no cecupation what-
ever, write None.

Statement of Cause of Death.

Name, first, the

DISEASE CAUSING DEATH (the primary affection with
respeot to time and causation), using always the
same nceepted term for the same disease. Examples:
Cerabrospinal fever (the only definite synonym is
“Epidemic cerebrospinal meningitis"); - Diphtheria
(avoid use of *Croup’); Typhoid fever (never report

UL

*“Pyphoid pneumonia’™); Lobar pneumonia; Broncho-
preumania (““Pneumonia,” unqualified, is indefinite):
Tuberculosis of lungs, meninges, periloncum, eto.,
Carcinoma, Sarcoma, eto., of {name ori-
gin; “Cancer™ is less definite; avoid use of *'Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart diseass; Chronic inleratitial
nephritis, etoa. The contributory (secondary or in-
tercurrent) affeotion need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopnsumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, suoh
as “Asthenia,” **Anemia’ (merely symptomatio},
“Atrophy,” “Collapse,” ‘“Coma,” 'Convulsions,"
“Debility” (‘*Congenital,” ‘‘Senile,” ete.), " Dropsy,”’

‘“Exhaustion,”’ ‘‘Heart failura,” ‘‘Hemorrhags,” "“In-

anition,” “Marasmus,” *'0Old aga,” *‘Shook,"” *‘Ure-
mia,” “Weakuoss,” ete., when a definite disease ¢an
be asgcertained as the cause. Always quality all

dizeases resulting from childbirth or miscarriage, 88
“PUBRPERAL seplicemia,’” “PUERPERAL perilonitis,”’.

aote. State cause for which surgical operation was
undertaken.
INJurY and qualify &3 ACCIDENTAL, BUICIDAL, O
HOMICIDAL, OF a3 probably sueh, if impossible to de-
termine definitely. Examples: Accidenlal drown-
ing; struck by railway train—accidenl; Revoloer wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide, The nature of the injury, as fracture
of skull, and conscquences {e. g., sepsis, lelanus),
may be stated under the head of ‘‘Contributory.”
(Recommendations on statement of cause of death
approved by Committee on Nomenclature of the
Amerioan Medioal Assooiation.)

Norp.—Individual ofices may add to abovo list of unde.
sirabls terms and refuse to accept certificatos containing thom.
Thus the form in use in New York Cliy states:  **Oertificates
will be returned for additlonal information which give any of
the following diseases, without explanation, as tho sole catuse
of death: Abortion, cellulitis, childbirth, convulslona, hemor-
rhage, gangrene, gastritls, erysipelna, meningitis, miscarriage,
necrosis, peritounitls, phlebitis, pyemis, sopticernin, totanua.”
But general adoption of the minimum list suggested will work
vast improvoment, and Its scope can be extended at a later
date.
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