PHYSICIANS should state

Exaot mtatement of OCCUPATION is very important,

N. B.—Every item of information should be carefully sapplied. AGE shonld be stated EXAGCTLY.
CAUSE OF DEATH in plain terms, so that it may be properly classified.

. PLACE OF DiKTH P
Cnuntr'_& Iﬁa‘-/— S, 5

Township

Vlllaze

- = . - Reglstration Oistrict No.___zg_s,__ Flle No

Primary Reglstration District No#’)_ir;

MISSOURI STATE BOARD OF HEALTH
- BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH
25780

19

[If death occrrred in &

Reglstared No

8t.; Ward}

Gltv -‘W % /(o .

hospital or institwtlen,

FULL NAME% ﬁ//tﬂ{, W

give fts RAHE nstead
of street and number}

PERSONAL AND STATISTICAL PARTICULARS

]

MEDICAL CERTIFICATE OF DEATH

" 8EX

Hale

COLOR RACE

(W rite the word)

B e t/

DATE OF DEATH .

ﬁ//% £z , 1915

) {Day)  (Year)

OOOUPATION

(b) General nature s
business, or establishment in
which employed (or employer}

f‘lmi stry,

(a) Tradoe, profenlon. or ﬁz
particular kind of work e —

/&S % —_
DATE OF BIRTH N I HEREBY CERTIFY, thatI attended deceased from
G f/# ' ,Zf 1]% s s L7 1015 to_c2rl (T 19155
(Month) (Bay) {Year) that T 1460 . . ; 191
AGE IfLESS than 8t saw hogae7 plive o0t o2, SR fm—a —g
é ‘j— 2 7/ | day,.hrz) and that death occurred, on the date stated above, a
........... mos ds. or.___min.?

TZUSE OF DEATE* was as follows: " -
{
hy - -

[ 07+ \
' AN

(AQDREBBLW*

?g}':ierL:nOE _- E {Duration) ¥r mos._______ds.
State orforeign country) % i .
Contributory. i '
NAME OF (8rconpany)
FATHER . e {Duration) yrs mos ds.
o BIRTHPLACE . d/ galzned)—MMM M. D,
Z | _{City or town, State ox forcign eountry) “a- 44(‘/— < ¢ 191 (Addren)w.éf—(d
= MAIDEN NAME .Stnta the Disease Camsing Death, or, In deaths from Vieleat Causes, stato
E OF MOTHER ‘/ ‘é/,/ 1) Heansof Infury; and (2) wger.h Accidenta!, or Homicidal,
" LENGTH OF RESIDENCE (For HOsSAT. INSTTTOTIONS, TRANSIENTS, Oft
g?;%’frl-:gg RECENT RESIDENTS) . AL .
(City or town, State or fnman munlrﬂ ﬂ{b At place R tn the .7
: of death Yre. mos ds. Btate VS emOS. e dn,
Whers was disease contracted
THE ABOVE |8 TRUE TO éﬁ BEST OF M WLEDGE If not atplace of death?
’ ‘ - -
{Informant} %M < 5:;:?‘:.?::«....

DATE OF BURIAL

‘REG

BRAR

R REMOVAL
W/ : M /77

&'_D.Lu_,’%

UNDERTAKER
AL, /{M

LA Y,
Filed @;_K_/_ lel,(_é’
v

e #




-
#
&

Revised United States Standard Certificate
of Death

proved by U. B Census and American Public Health
Association .
/ '\

3  — ©
Atltemant ot occupatlon.—Prec:se statgment of #t%
cupation is ve Jmpo t, so that the reldtive health-
fulsfess of vano 5 pu can be Enown. 'I‘he question
apphes to each person, 1rrespe6twe of age.
For many OCCJ ingle word or term on the first
linet will be sul ;r;ﬁ Farmer or Planter, Physzcum,
Compositor, Architect, omotwc engineer, Civil cngmccr,
Stationary firemaon, et}/‘ But iny mapy cases especially in
industrial employments,, it is necessyry to know (g) wite
kind of work and ) the nat/f'ure of t usmess:ﬁr
industry, and therefpre‘3n add1tlonal line 1
the latter statement; it should be uﬁed only“vhen needed.
As examples: (a) Spmufr (b)-Cottgn mill; (a) Salesman,
() Grocery; (a) Faremtm. ] AWmahkMry The
material worked on may form p: { the se.cond state-
ment. Never return “I,'iborer.x Foreman, % 'Manager,”
“Dealer,” etc., without more precise specnﬁcatmn, as Day
laborer, Farm laborer, .gabarzr-—Caal mine, etc. Women
at home, who are engagéd in the duties of the household
only (not paid Housekespers who receive a definite salary),
may be&ntered as Hougewife, Housework, or Al home, and

children,, nojsgainfully employed, e At school or At home.

Care sﬁoul taken toreport specxﬁmlly the occupations

of pe ged in domestic service for wages, as Ser-.
vant, Cook ousemaid, etc. Ii the occupation has been

changed or given up on account of the DISEASE CAUSING
DEATH, state occupation at beginning of illness. If re-
tired from business, that fact may be indicated thus:
Farmer (relired, 6 yrs.) For persons who have no occu-
pation whatever, write Nona.

Statement of cause of death.—Name, first, the
DISEASE CAUSING DEATH (the primary affection with re-
apect to time and causation), using always the same
accepted term for the same disease. Examples: Cere-
brospinal fcuar (the only definite synonym is “Epidemic

cerebrospinal #meningitis’™); Diphtheric (avoid use of
| “Croup") 'yphoid fever (never report “Typhoid pneu-
monia”); ar pﬂcumonm, Bronchopneumonia (“Pneu-

monia,” unqualified, is indefinite); Tuberculosis of lungs, -
meninges, peritonacum, etc., Carcinoma, Sarcoms, etc. of .

.................... (name origin; “Cancer" is less definite; avoxd

T

vided for ]

)

a

"

use of “Tumor” for mal:gnant neoplasma); Measles;
Whoopjrig cough; Chrinic>valvular heartfe-iue&ﬁ, Chropic
interstiiial fup?mm, ete: - The contrib tory (accondary
or mt.ercurren’t) affection “feed not be#stated unless im-
portant? Example: Measles (disease ,gausu{g .death),
29 ds.; Bmm:hopncammn (secondary), 10 ds Never
report mere éympt‘oms or termiﬁal co%tlons, such as

“Asthenis,” Knagrila"- (merelyleymptomatic),“Atrophy,”

“Collapse,” 'Comd;” “Eonvu151ons,"~{‘ eblhtf" (“CGon-

genital,” ‘Senile,” etc.), * “Dropsy.,d) “Exhinustion,” "'Heart

failure,” “Haemorrhage;" “Inanitibn,” “Ma us,” “'Old

age,”” "Shock,” “Uraerp.iﬁ " “Weakness,” etc., when a

definite disease can be ascqrtamed as the cause, Alwaya

qualify all diseases resulting from childbirth or mis-

carrlage, as “PUERPERAL seplichaemia,” ‘‘PUERPERAL

peritonitis,” etc. State cause for which surgical operation

was undertaken. For VIOLENT DEATHS state MEANS OF

INJurY and qualify as ACCIDENTAL, SUICIDAL, or HOMI-

CIDAL, or as prebably such, if impossible to determine .
definitely. Examples: Accidenial drownming; Struck by.

raslway lrain—accident; Revolver wound of kead—homutde ”
Poisoned by carbolic acid—probably suicide. THe nature

of the injury, as fracture of skull, and consequences {e. g.,”

sepsis, fefonus) may be stated under the head of, !Con-.
tributory.” (Recommendations on statement of éauac of

death approved by Committee on Nomenclatur; of the

American Medical Association.)
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