MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS .
CERTIFICATE OF DEATH : oo

2. FULL NAME.. el ol

{n} Residence. No. Sl . o
{Usual place of abod (If nonresident give city or town and State)

Length of residence in cily or town whie ds. How long in U.S., if of foreidn hirth? TS5, Do -ds. |

= TR TR R

. ¥,
4 ,{ MEDICAL CERTIFICATE OF DEATH .
I I
3 fy
f 3. SEX 4. COLOR OR 16, DATE OF DEATH (MONTH, DAY AND YEAR) — g
| / & t HEREBY CERTIFY, Tha
- 5A. IF MarrteD, Wivowen, or DivorceD ﬂ
. HUSBAND oF et eyttt ahsa bt amae
, (oR) WIFE oF ihat ¥ Inst saw hoefhmer=ulire on
! - 4 ———||death d, on_jhe dale siated
. 6. DATE OF BIRTH (MONTH, DAY AND vun&gé z é 2 !
: 7. AGE 4, Yeams MoNTHS Davs It LESS tfon 1
/ »” day, . ..hrs. .

57 E

~— =

-

AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classifled. Exact atatement of OCCUPATION is very important.

8. OCCUPATION OF DECEASED
(&) Trade, profession, or
particalar kind of work........ o= A o B
(b} General natore of indostry,
business, or establishment in
which employed (or employer}... 5
(c} Name of employer

9. BIRTHPLACE {CITY OR TOWN} ...... Neverrossyroseineasreesoeeremessenes

(STATE OR counTRY) - /) 22
7,
10. NAME OF FATHER \/- o
i

|
N. B.—Every item of information ghould be carefully supplied.

11, BIRTHPU«Cﬁ\THER [
(STATE OR i)

12. MAIDEN NAME OF MOTHER

PARENTS

L Ditn, o in desths from Vioufr Cavaes, state
(1) Mzxaxs axp Narons or Insurr, and (2} whether Accoomxrir, Suremai, or
Houzcreal.  (See reverse side for additional space.)

13. BIRTHPLACE OF MOTHER (CITY OR TOWN).
(S'rA;H COBNTRY) '. #

H

REMOVAL DATE CF BURIAL
|7~ 2. 028
ADDRESS i
" (g |
n L3 L.

AN VN

19. PLACE OF BURIAL, CREMATION, OR

4




Revised United States Standard
Certificate of Death

[Approved by U. 8. Cenfus and American Public Health
Asspciation.)

Statement of Occupation.—Pracise statement of
occupation 18 very important, so that the relative
healthfulness of various pursuits can be known. The
guestion applies to each and every person, irrespeo-
tive of age. For many ocoupations a single word or
term on the first line will be suficient, e. g., Parmer or
Planter, Physician, Composilor, Archileci, Locomo-
tive engineer, Civil engineer, Stalionary fireman, ete.
But in many oases, especially in industrial employ-
ments, {t {8 necessary to know (a) the kind of work
and also (b) the nature of the business or Industry,
and thereforqag additional line is provided for the
latter statement; it should be used only when needed.
Aps examples: (a} Spinner, (b) Coilon mill; (a) Sales-
man, (b) Grocery; (a) Foreman, (b) Aulomobile fat-
tory. The material worked on may form part of the
seocond statement. Never return "*Laborer,” “Fore-
man,” ‘“Manager,”” ‘“Dealer,” ete., without more
precise specification, as Day laborer, Farm laborer,
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, Housework or At home, and
children, not gainfully employed, as At school or At
homes, Care should be taken to report specifically
the ocoupations of persons engaged in domestio
service for wages, as Servant, Cook, Housemaid, eto.
If the cocupation has been changed or glven up on
account of the pIsEAs® cavusING DEATH, state ocou-
pation at beginning of illness. 1f retired from busi-
ness, that fact may be indicated thus: Parmer (re-
tired, € yrs.) For pergons who have no ocoupation
. whatever, write None.

Statement of cause of Death.—Name, first,
the piemasm cavusiNg pEATH (the primary affection
with respeoct to time and cansation,) using always the
same aocepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym ia
“Epidemioc cerebrospinal meningitls™);. Diphtheria
(avoid use of ““Croup”); Typhoid fever (nover report

“Typhoid pneumonia'’); Lobar pneumonia; Broncho-
pneumonia (' Pneumonis,’ unqualified, is indefinite);
Tuberculosis of lungs, meninges, pertloneum, eoto.,
Carcinoma, Sarcoma, ete., of .. ......... {name ori-
gin; “Cancer” is less definite; avoid use of *'Tumor”
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular hear! diseass; Chronic inierstitial
nephritfs, ete. The contributory (secondary or in-
tercurrent) affection need not be stated uopless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), i0 ds.
Never report mere symptoma or terminal conditions,
such as ‘“‘Asthenia,’” ““Apnemis' (merely symptom-
atio), “Atrophy,” “Collapse,” “Coms,” "“Convul-
gions,” “Debility’’ ('Congenital,” 'Benile,”” etc.,)
“Dropsy,’” “Exhaustion,” *“Heart failure,”” “Hem-
orrhage,” “Inanition,” *Marasmus,” “0Old age,”
*8hock,” “Uremls,” *Weskness,” eto., when a
definite dlgease can be ascortalned as the cause.
Always qualify.-ull discases resulting froin ohild-
birth or migcarriage, as “PuprPERAL septicemia,”
“PUERPERAL pertlonilis,’”’ eto. State ocause for
which surgiecal operatlon was undertaken. For
VIOLENT DEATHS state MEANS oF INJURY and qualify
%8 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, O &8
probably sueh, if Impossible to determine definitely.
Examples: Accidental drotoning; struck by rail-
way ftrain—acciden!; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide,
The naturs of the Injury, a8 fracture of skull, and
consequences (e. g., sepssis, lelanua) may be stated
under the head of *Contributory.” (Recommenda-
tions on statement of csuse of death approved by

Committes on Nomenclature of the Amerlcan

Medical Asgsoolation.)

Neore.—Individual offices may add to above Iist of undesir-
able torms and refuse to mocopt certificates contalning them.
Thus the form In use In New York Olty states: *Certificates
will be returned for additional Iaformation which glve any of
the following disoases, without explanation, as the sole cause
of death: Abortion, csllulitia, childbirth, convulaions, hemor-
rhage, gangreno, gastritis, erysipelas, meningitls, miscarriago,

necrosls, peritonitis, phlebitis, pyemlia, septicemin, totanus.” |
But general adoption of the minimum list suggested will workk °

vast Improvement, and Ita scope can be extendod at a later
date. .

ADDITIONAL APACE FOB FURTHRR BTATEMENTS
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