MAR
24 @7 MISSOURI STATE BOARD OF HEALTH -
BUREAU OF VITAL STATISTICS P 45[; ?
) CERTIFICATE OF DEATH o *

1. PLACE Ol-'i)

Registration Disirict No.......... 3 3 ?7 File Nn-.Bé ..... O ......

Primary Registration District Nnﬁ_?‘

2. FULL NAME..

QACTLY. PHYSICIARS should state

&
B
g
b
2
=
[=] {a} Resa!em. Nowiiiieinsanisonns
p (Usual place of abode)
g Lengih of residence in cily or town where death occarred 8. mos. ds. How lond in 0. 8., il of foreign birth? s mos. da
B - N i - T
8 PERSONAL AND STATISTICAL PARTICULARS } / MEDICAL CERTIFICATE OF DEATH
© - :
“ 3 5-‘}"% A Zy‘ OR RACE | 5. %ygggésg'%?ihfeg:{,? 9% Il 16. DATE OF DEATH' (MONTH, DAY AND YEAR) 74 g 7 - w2y
-~ B T
K g S ¥ 77, 7.
'§ © Sa. Ir|r_[ lhl‘lganilﬁ.l’i Wipowen, or Divorcen
s or .
g2 (or) WIFE o# /}72447 & .%,
3% Z _ -
38 6. DATE OF BIRTH (MoNTH, DAY AxD YEAR) 5 2 & - /fb b
2. 7. AGE YEARS MonTHS D.u's If LESS (han 1
a “ it
3 77 /8
o -]
'3 8. OCCUPATION OF DECEASED
'g -E' {a) Trade, profeasion, or .7
o & yperticalar kind of work
a8 (b) General pature of indesiry, J CONTRIBUTORY .. f. oo eeeresueenreems
: © busintess, or establishment i in (SECONDARY) .
22 which employed (or employer) ——| RN AN A il — o
b E {c} Name of employer .
E 18. WHERE WAS DISEASE
P
oo 9. BIRTHPLACE (CITY OR TYWN)cocoies eyt icniinrsgenss o sssser s s sbsssssbnions IF NOT AT PLACE OF DEATHT. bt e e et e et et
: g {STATE OR COUNTRY)} & %
-1 ‘; Ly = DID AN OFERATION PRECEDE DEATH! Date oF.
- 10. NAME, oF ramhEr M/M w
- - - . ? AS THERE AN! Au‘ropsnv ..........
o 8 :
28 4 11. BIRTHPLACE OF FATHER (CITY OR TOWN).........cocoerpmrmceracsecissenenses * WHAT TEST cnurlm
é% z (STATE OR COUNTRY) ‘ ] (Sidod).
o -4
3':' g | 12. MAIDEN NAME OF MOTHER pm%‘, .2 /,9— B3 )(Adllrm)
gu 13, BIRTH-PLACE OF MOTHER (crry or TO‘I'H{.......-...--.-.- __________________ *Siate the Dimcsam Civmng Deare, or in d!:lﬁu from
Er st ) (1) Mmurs avp Narcns or Liyrny, and  (2) whether Acomewrar, Buicmar, or
,:_.‘3 g (STATE OR COUNTRY Hosretoal.  (See reverze side for additional mpace.)
=A . ,
g g [NPORMANT .. 7}%7 Z 19. PL.ACE OF BURIAL, CREMATION, OR REMOVAL DATE OF BURIAL
3 X
5 (Address) FlEE % -/X/ w>7
dp 15. 20. uuDERTAKE’n’ Annnsss
=3 LTI
—




Revised United States Standard
Certificate of Death

(Approved by U. 8. Census and American Public Health’
Association.} :

Statement of QOccupation.—Precise statement of _
ocoupation is very important, so that the relative
healthfulness of various pursuits ean be known. The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composiltor, Architect, Locomo-
tive Engineer, Civil Engineer, Sialionarp Fireman, ete,
But in many cases, especially in induatrial employ-

* ments, it i3 nocessary to know {a) the kind of work -
and also (b} the nature of the business or industry,:"

and therefore an edditional line is provided for the
latter statement; it should be used only when needed.
As examples: (a) Spinner, (b) Colton mill; (a) Sales-
man, (b) Groecery; (a) Foreman, (b) Aulomobile fac-
tory. The material worked on may form part of the
_second statement. Never return “Laborer,” “Fore-
man,” “Manager,” “Dealer,” eotc., without more

precise epecification, as Day laborer, Farm laborer, "
.__Laborof— Coal mine, ote. Women at home, who are -
.engaged in the dities of the househcld only (not paid -

Housekeepers who receive a definite salary), may be
entered as Housewifs, Housework or Al kome, and
children, not gainfully employed, as At school or At
home. Care should be taken to report specifieally.
the cecupations of persons engaged in domestié
serviee for wapes, as Servant, Cook, Houssmaid, ete.
It the oecupation has been changed or given up on
aoccount ¢of the DIBEASE CAUBING DEATH, state occu-
pation at beginning of illness. If retired from busi-

ness, that fact may be indicated thus: Farmer (re-

fired, 6 yra.) For persons who ‘have no occcupation
whatever, write None. .

Statement of Cause of Death.—Nn.me, first,
the DIBEABE caAvUSING DEATH (the primary afleotion
with respeot to time and oausation), using always the
. .- same acsepted term for the same diseass. Examples:
‘ Cerebroapinal fever (the only definite synonym is
" “Epidemie cerebrospinal meningitia”); Diphtherio
. :_A‘-Sa.void use of “Croup'); Typhoid fever (Dover report

“Typhoid pneumohia’); Lobar pneumonia; Broncho-
pneumonia ('Pnoumonia,” unqualified, is indefinito);
Tuberculosis of lungs, meninges, périloneum, eoto.,
Careinoma, Sarcoma, ota.,of . . . .. .. (name ori-
gin; “Caneer” ig less definite; avoid use of “'T'umor

_ for malignant neoplasma); Measles; Whoeoping cough;
- Chronie valvular heari disease; Chronic inlerstilial

nephritis, eto., The eontributory (secondary or in-
terourrent) affection need not be stated unless im-

- portant. Example: Measles (disease causing death),

29 ds.; Bronchopneumonia (secondary), 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,”” “0Old age,”
“Shock,” “Uremia,” ‘“Weakness,”! eto., 'when a
definite disease can be ascertained ns the cause.
Always qualify all diseases resulting from ohild-
birth or misearriage, as "PUBRPERAL seplicemia,”

ZPUERPERAL perilonilis,” eto. State oause for

which surgioal operation was undertaken. For
VIOLENT DEATHS state MEANS OF INJGRY and qualify
a8 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, OF 89
probably such, if impossible to determine definitely.
Examples: - Accidental drownirg; struck by rail-
way {rain—accident; Revolver wound of head—
homicide; Potsoned by carbolic acid—yprobabdly suicide.,
The nature of the injury, as fracture of skull, and
oconsequences (e, g., sepsis; lelanus), may be stated
under the head of “Contributory.” (Recommenda~
tions on statement of cause of death approved by
Committee on Nomenela.tura of the American
Medioal Assogiation.) !

Nore.—Individual offices may add to above list of undesir-
able terms and refuse to accept certificates containing them.
Thus the form 1o use In New York Clty states: *“‘Certificates
will be returned for additional ‘Information which give any of
the following diseases, without explanatlon, as tha sole cause
of denth: Ahortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, mlscarringe,
necrosis, peritonitls, phlebitls, pyemia, septicomlin, totanus.'
But general adoption of the minimum st suggested will work
wast lmprovement, and ita scope can be extonded at & lator
date. .
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