/MISSOURI STATE BOARD OF HEALTH
1 PLACE OF DEATH BUREAU OF VITAL STATISTICS

i . . _ CERTIFICATE OF DEATH

. ) O i
oWNBRID. i e s s Raegistration Diotrict No......?@l Fila No.... “4 .......
Villago ..... 43

S— ~  Primary Regiatpaion District No. 1@@8 Registared No. 656}?
C:;_M/ A o A (NO./G!}_g? .......... W% q Wu-d) [If death occurred fn 8
2FULL NAME , e ‘/“

Ll hospital or imstiteton,
W o st 3 mry.
of street and 3l
yA 4 N
PERSONAL A\ISTATISTchL PARTICULARS _ /7. MEDICAL CERTIFICATE OF DEATH
3sE 4coLon on Race | TBINGLE ’ i || 16 pATE oF DEATH; . b
. . WIDOWED - 4,‘&’ : {
o evemeED . AT S r e AR L1ep €
(Write the word) i Z, (Month) (Day) {Yeas)
6 DATE OF BIRTH M W X g 17 . x BY CER (Fr thats] attended deceased
.......... 2’ N 1 ; 7 : ,191. 4 z

............................................................ 181
{ /T (Mangf (Dey) (Year)
7 AGE (/ . If LEBS than
) ‘3 / / é 1 day,.... hra.
..................... yr-.................zné-...........dl. or....anin.?
8 6CCUPATION : ,/ﬂ.m
(o) Trade.piofpostomor L7 O [y
(b) General'nature of industry 1'2 ........................... y
buminess, or sstablishment in /g > 4
which amployed {or employer) K,

9(BC:ETHPLAC= %

State or foreign country) %

10N .
i M«L Qfe;zz:a«

11 amTHPLA
OF FATHER
City or town, State or fordgn country)

2 MAIOEN NARE 6 ‘7 e B AV O O S e oo &
*State the Dise ‘Caustng Daeath, o, ia deaths Viol
OF MOTHER 62/! é:‘zz )2 a /‘r'(fn Totate the D [nfn.. a;?( t;g .a A:e i from Violent £ anses, sate

{dental, Buicidal or Homicidal.

13 BIRTHPLACE 1‘13 LENGTH OF _RESIDENCE (Por Hospltals, Instituuam. Transiants,
OF MOTHER : Z ﬁ 'r, or Rocent Realdents)
(City of town, State o § &ém Qﬂt ghct : In the
14 THE ABOVE IS TRUE TO THE T OF My KNOWLEDGE Where was dissass contracted ) - .
% i " if not at place of death?. ; Ceermetmesrrssertesseen et sarasen
(Informant) %A e -

Former or
usual resldene.. it

PAF[NTE

jl-ﬁ OF RIAL OR HEMOVAL DATE OF BURIAL
15 f LN BT . 181

Fiad o itB L, ,my@ dzfm:tzo# 2}'«"#,33,3 ;?,cz(@ z‘?b ﬂ/éwwu

77




Revised United States Standard
Certificate of Death

[Approved by U. 8. Census and Amerlcan Public Health
Assoclation.]

Statement of occupation.—Precise statement of

oecupation is very important, so that the relative
bealthfulness of various pursuits can 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, Architect, Locomotive
enginecr, Civil enginesr, Stationary fireman, eto. But
in many eases, especially in industrial employments,
it is nocessary to know (a) the kind of work and also
(b) the nature of the business or industry, and there-
fore an additional line is provided for the latter
statement; it should he used only when needed.
Ag'examples: {(a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; (a) Foreman, (b) Aulomebile factory.
The material worked on may form part of the second
statement. Never return “Laborer,” “Foreman,”
“Manager,” “Dealer,” ete., without more precise
apecification, as Day laborer, Farm laborer, Laborer—
Coal mine, eto. Women at home, who are engaged
in the duties of the household only (not paid House-
keepers who receive a definite salary), may be entered
as Housewife, Housework, or At home, and children,
not gainfully employed, as At school or At home.
Care should be taken to report specifically the ocou-
pations of persons engaged in domestie serviee for
wages, as Servant, Cook, Housemaid, oto. If the
oceupation has been changed or given up on aceount
of the DISEASE cAUSING DEATH, state occupation at
beginning of illness. If retired from business, that
fact may be indicated thus: Fermer (retired, & yrs.)
For persons who have no occupation whatever
write None.

Statement of cause of death,—Name, first,
the DIBEASE CAUSING DEATH (the primary affection
with respect to time and causation), using always the
same accepted term for the sare disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemic cerebrospinal meningitis”); Diphtheria
(avoid use of **Croup™); Typhoeid fever (never report

“Typhoid pneumonia’); Lobar pneumonia; Broncheo-
prneumonia (“Pnoumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periionaeum, eto.,
Carcinoma, Sarcoma, eto., ofe.oeoooevieen, {name
origin;* Cancer” is less definite; avoid nse of “Tumor”
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular heart disease; Chromic interstitial
nephritis, ete. The contributory (secondary or in-
terourrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
28 ds.; Bronchopneumonia (secondary), 10 da.
Never raport mers symptoms or terminal conditions,
such as “Adsthenia,’” *“‘Anaemia’ (merely symptom-
atio), ‘‘Atrophy,” “Collapse,” “Coma,” “Convul-
gions,” *'Debility” (‘“Congenital,” “Senile,” ete.),
“Dropsy,” “Exhaustion,” ““Heart failure,” “‘Haem-
orrhage,” *Inanition,” *“Marasmus,” *“Old age,’’
*Shoek,” “Uraemia,” *“Weakness," otc., when a
definite disease can be ascertained as the eause.
Always qualify all diseases resulting from ehild-
birth or miscarringe, as *“PoERPERAL zeptichgemia,”
“PUERPERAL perilonilis,” ete. State oause for
which surgical operation was undertaken, For
VIOLENT DEATHS s8tate MEANS oF INJURY and qualify
83 ACCIDENTAL, BUICIDAL, OR HOMICIDAL, OF a8
probably such, if impossible to determine definitoly.
Examples: Accidental drowning; struck by rail-
way lrain—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide,
The nature of the injury, as fracture of skull, and
consequences {(e. g., 8epsis, lelanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by

_ Committee on Nomenclature of the American

Medical Association.)
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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 a single word or
term on the first line will be suffieient, e. g., Farmer or
Planter, Physician, Cempositor, Architect, Locomotive
engineer, Civil engineer, Stationary Jfireman, ete, But
in many cases, espeoially in industrial employments,
it is necessary to know {a) the kind of work and also
(b) the nature of the business or industry, and there-
fore an additional line is provided for the latter
statement; it should be used only when needed.
As examples: (a) Spinner, (b) Cotlon mill; (a) Sales-
man, (b) Grocery; (a) Foreman, (b) Automobile factory.
The material worked on may form part of the second
statement. Never return “Laborer,” “Foreman,”
“Manager,” “Dealer,” eote., without more precise
specification, ag Day laborer, Farm laborer, Laborer—
Coal mine, oto. Women at home, who are engaged
in the duties of the household only (not paid House-
keepers who receive & definite salary), may be entered
a8 Housewife, Housework, or At home, and children,
not gainfuliy employed, as Al school or At home,
Care should be taken to report specifically the ocou-
pations of persons engapged in domestio service for
wages, a8 Servant, Cook, Houzemaid, ete. If the
ocacupation has been changed or given up on seeount
of the pismasE cavsing DEATH, state occupation at
beginning of illness. If retired from business, that
fact may be indicated thus: Farmer (retired, 8 yra.)
For persons who have no oecupation whatever,
write None,

Statement of cause of death.—Name, first,
the DisEASE cavusiNg pEATH (the primary affection
with respect to time and causation), using always the
tamé accepted term for the same disease. Examples:

Cerebrospinal fever (the only deflnite aynonym {s
“Epidemio cerebrospinal meningitis'); Diphtheria
(avoid use of “Croup™); Typhotd fever (never report

AU

“Typhoid preumonia’); Lobar pneumonia; Broncho-
preumenia (“Prneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meningea, peritoneum, ete.,
Carcinoma, Sarcoma, eto., of............................(na.me
origin;* Cancerig less definite; avoid use of “Tumor"
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular heart disease; Chronic inlerstitial
nephrilis, eto. The eontributory (secondary or jn-
tercurrent) affection need not be stated unless im-
bortant. Exampla: Measles {disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal eonditions,
such as “Asthenia,’” “Anemig" (merely symptom-
atio}, “Atrophy," “Collapss,” “Coma,"” “Convul-
sions,” “Debility’ (“Congenital,” "'Senile,” ete.),
“Dropsy,” “Exhaustion,” “Heart failure,” “Hem-
orrhage,” “Inanition,” “Marasmus,” '*0Old age,”’
"*Shock,"" *“Uremia,” ““Weaknaess,” eb¢., when a
definite disease can be ascertained as the cause,
Always qualify all diseases resulting from child-
birth or misearriage, as “PurrpERAL saplicemia,”
“PUERPERAL peritonitis,” ote. State cause for
which surgical oporation was undertaken. For
VIOLENT DEATES state MEANS op INJURY and qualify
88 ACCIDENTAL, BUICIDAL, o©R HOMICIDAL, OF as
probably sueh, if impossible to determine definitely.
Examples: Aecidenial drowning; siruck by rail-
way trein—accident; Revolver wound of head—
homicide; Poisoned by carbolie acid—probably suicide.
The nature of the injury, as fracture of skuli, and
sonsequences (e. g., sepsis, fetanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cayse of death approved by
Committee on Nomenelature of the American
Medical Association.)

Nore.—Individual offices may add to above lst of undesly-
able terms and refuse to accopt certificates containing them.
Thus the form in use In New York City states: *'Cortificates
will be returned for additional information which give any of
the following disanses, without explanation, as the sole cause
of death: Abortion, cellulitis, childblrth, convulsions, hemor-
rhage, gangrens, gastritis, erysipelas, meningitis, mlscarage,
necrosly, perftonitis, phlebitls, Pyemia, septicomlia, tetanus.'”
But general adoption of the minimum st suggested will work
vast improvement, and its scope can be oxtended ot a later
date,
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