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Statement of Occupation.—Precise statoment of
occupstion is very important, so that the relntive
healthfulness of various pursuits ean be known. The
question applies to each and every person, irrespec-
tive of age. For many occupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architecl, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
eto. Butin many cases, especially in industrial em-
ployments, it is necessary to know (a) the kind of
work and also (b) the nature of the business or ip-
dustry, aid therefore an additional line is provided
for the latter statement; it should be used only when
needed. As examples: (a) Spinner, (b) Cotlon mill,
(a) Salesman, (b) Grocery, (2 Forentmm, (b) Aulo-
mobile factory. The material worked on may form
part of the second statoment. Never return
“Laborer,” “Foreman,” **Manager,” “Pealer,” ote.,
without more precise specifieation, as Day laborer,
‘Farm laborer, Laborer—Coal mine, eto. Women at
home, who arc engaged in the duties of the house-
hold omnly (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 Al home. Care should
be taken to report specifically the ocoupations of
persons engaged in domestie gservice for wages, as
Servant, Cook, Housemaid, ete. If the occupation

" has been ehanged or given up on account of the

DISEASE CAUSING DEATHS, state occupation at be-
ginning of illness. It rotired from business, that
tact may be indicated thus: Farmer (retired, 6
yrs.). For persons who have no oocupation what-
ever, .write None.

Statement of Cause of Death.—Name, first, tho
DISEABE CAUSING DEATH {the primary affection with
respeet to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis’); Diphtheria
(avoid use of *Croup”}; Typhoid fever (never roport

“Typhoid pneumonia’); Lobar pneumania; Broncho-
preumonia (' Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, perifoneum, eto.,
Carcinoma, Sarcoma, ete., of (name orl-
gin; *Cancer” ia less definite; avoid use of “Tumor”
for malignant neoplasm); Meaasles, Whooping cough,
Chronic caloular heert disease; Chronic inlerstitial
nephritis, eto. 'The contributery (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disense causing death),
29 da.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such
as “Asthenia,’” “Anemin” {(merely symptomatio),
*Atrophy,” “Collapse,” ‘Coma,"” “*Convulsions,"”
“Dability” (**Congenital,” “Senile,” ete.), *Dropsy,”
“Exhaustion,” *“Heart tailure,” *Heinorrhage,'” "In-
anition,” *Marasmus,” *0ld sge,” *“Shoek,” *“Ure-
mia,” *“Weakness," ete., when a deflnite disease can
be agcertained as the cause. Always qualify all
diseases resulting from ohildbirth or miscarriage, as
“PUERPERAL seplicemia,’” "PUERPERAL peritonitis,’”
ete. State cause for which surgieal operation was
undertaken. For YIOLENT DRATHS state MBANS OF
ivaury and qualify as ACCIDENTAL, BUICIDAL, Or
HBOMICIDAL, or as probably such, it impossible to de-
termine definitely. Examples: Accidental drown-
ing; struck by ratlway train—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably svicide. The nature of the injury, as fracture
of skuvll, and consequences (e, g., sepsis, lelanus),
may be stated under the head of ‘‘Contributory.”
(Recommendations on statement of causa of death
approved by Committee on Nomenclature of the
Ameriean Madical rAsm:naia.t.ion.)

Nors.—Individual offices may add to above list of unde-
sirable terms and refuse to accept certificates comtalning them.
Thus the form in use In New York City states: “'Oertificates
will be returned for additional information which give any of
the following disaases, without explanation, ns the sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritls, erysipelas, meningit!s, miscarriage,
necrosls, peritonitle, phlebitls, pyemia, septicomla, tetanus.”
But gencral adoption of the mintmum list suggested will work
wast improvement, and its scope can bo extended at a 1ater
date. '

ADDITIONAL BPACHE FOR FURTHER STATEMENTS
PY PHOYBICIAN.

o




FILL It ANSWERS To ALL sPaces  MISSOUR| STATE BOARD OF HEALTH
CHECKED IN RED PENCIL,

T BUREAU QOF VITAL STATISTICS /7

CERTIFICATE OF DEATH '2 75‘5/

1. PLACE OF DEATH

(a) County.., A oy B el e

(b) Townshift e < i e T A S, Primary Registration District Noéléz Registered No.

(c) City..ccoooenne. (d) Street Now......ococecoennicniaranns St.
(I death occurred § 1n Hoapital or Institution, write its npame instead of ntmct aod number)

{c) Length of residenceln clty or town where death occurred T8, mos, ds, () Howlengin U. 8.,1f of fareign birth? yri. mos, ds.

Do not use this ppace.

Registratlen Dilstrict No. é_é )

2. PRINT FULL NAME

TIL THEY ARE COMPLETED A3 PRESCRIBED BY LAW.,

o
:
2
B
o
]
>
2
=
S
e
g (8) Resldence, Nou .o s raecet e ecnson eceinanss e penemsmsnemes saneasncs St. I I .............
&) (Usual place of abode, it no atreet address, writa county or city) (It nonrwldent, gwa city or town and State)
Q
8 FPERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
2 3. SEX 4, COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR
g Dlvoncyrits the word) 21. DATE OF DEATH (MONTH, DAY, AND YEAR) £ Ce) D 193 37
'E w 22, I HEREBY CERTIFY, That I %cndud deceased Irom
5 5A. IF MARRIED, WIDOWED, OR DIVORCED .
] HUSBAND oF
) 2 {OR) WIFE OF i o
2 § |
A Zis 7 <
= §. DATE OF BIRTH (MONTH. DAY. AN YEAR) /é it / 3 7 to have occurred on the
. 7. AGE YEARS Montns |/ Davs If LESS than 1 |[ The principal cause
g E | 3 /&
5 2 z 8. Trade, profession, or particular kind of
.3 Bl e worl done, a3 sawyer, Bookkeeper, 6. ...l N ¥
= '& ';: 9. Industry or business in which work
B OQ L was done, as 8aw mill, bank, 60 ....ccooreeeeeerieeerirc oo e
B b a 10. Date degeased last worked at 11, Total time (Fears) (L 2 A Y e eeeverseeeeeaseseeesesteesesemmess e enseses e foesee s mssoneees
5k I¥] this occupauon (mnnth and spent in this
. EI 0 VATY et e rerssrsi s s s oCCuPAION. .ol
< o
[ 12. BIRTHPLACE (CITY OR TOWN) o
<o K
g & (STATE OR COUNTRY) /"‘
= 1™
g E E, 13. NAME \V
k p
<
@ : E H- ngﬂzléﬁacc%fﬂgﬁn Tou @ v Name of operation wowe Dato of..
‘é" > ‘What test confirmed dizgnosis?. .................ccceeeo.. Was there an autopsy?................
25 gl b AN
8 3 |j|:r 15. MAIDEN NAME 23. It death was due to external causes (rlolence), fill in alsc the following:
- x F 3 SN inj
g - B | 16. BIRTHPLACE (crrv or Towm) ‘\\< X Acclident, suicide, or homicide Date of injury
2 ol = {STATE OR COUNTRY) & ‘ ¥ Where did injury occur?.
g 2 - {Specify city or town, county, and State)
:';'a o N Specily whether injury occurred in indzstry, in home, or in public place.
2 o]l 17.1NFORMANT =
E > g (ADDRESS) y
=] o Manner of inj
A |if13. BURIAL, CREMATION, OR REMOVA o
> 0 ' g‘ 3 i Nature of injury...
o & pace L2 . AFH v oate ot .
30 8 —
I8 5 || 15. FUNERAL DIRECTOR .. It 8o, specily....
5D & {ADDRESS)
.ot 8 (Signed})..... S
LSRN

{zu FILED M/dw?] .78 W""‘ﬂr (Addres),
Local Registrar. /|







