WRITE PLAINLY,WITH UNFADING INK—THIS IS A PERMANENT RECORD

Exact statomont of OCCUPATION is very important.

N. B.—Everr iiom of Informailon should be carefully supplied. AGE should be sinted EXACTLY. PHYSIGIANS should state
CAUSE OF DEATH in plain terms. so that it mnay bo properly classified.

1 PLACE OF DEATH
-+/

Cou.n!y

Townghip.......
or

Village _’../ 30 S N

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH )

)
/ ............ 437 v DT 0
Primary Registration District No. é 7? Rogistered No. ... [p g .....................

[If death occutred i a
Bospital or institation,
. give its NAME instead
of street and number.]

2FULL NAME WM/? N T AW ) B

=7
PERSONAL AND STATJSTICAL PARTICULARS / MEDICAL CERTIFICATE OF DEATH
bainGLE
4 COLOR OR RACE ' 16 DATE OF DEATH
o e, Pl petgse ot e 2 o
D sreaiy | 1oty | Thowences w2 gy VO

G DATZ OF BIRTH

It LESS than|
1 day.....hrs.

7 AGE

8 OCCUPATION \
{a) Trade, profession, or ﬁ/ f-tﬁE’ ,4_//
RN e 4 e e .27 9 A2

(b} General nature of indoatry
business, or establishment in
which nmployad {or smployer)

9 BIRTHPLACE
ity or town,
State of foreign country)

ST e LK 2

10 NAME OF
FATHER

ﬁ,g/m /1752/7—10/

11 BIRTHPLACE
OF FATHER
City or town, State or foreign country)

/&-2)47?‘!/

1 HEREBY CERTIFY, that I gttandod doceased from
tf){.?.h() ................. 191, @é’ ......... VA A . 191&.,
that I last saw h,Zg-alive cn@(?fﬂ ..................... ., 1915,
and that death oocurred, on the date stated above, at./d.. 2. .m.

The CAUSE OF DEATH* was as follows:

(Slw;k?’f

ﬁ /437 1915/ (Addm.-)MfM

12 MAIDEN NAME
OF MOTHER

PARENTS

*State the Diseans Causing Death, or, in deaths from V{Gl-nt Causon, stito
(1) Means of Injury; and {2) whether Accidental, Buieidal or Homicidal.

13 BIRTHPLACE
OF MOTHER
(City of town, State or Foreign country.

Mf ﬁmj 4;/
Dyt B2

14 THE ABOVE I3 TRUE TO THE BEST OF MY KNOWLEDGE

o 68 Oy

(Infor

18 LENGTH OF RESIDENCE {For Hospitals, Institutions, Transionts,
or Racent Reaidonta)

Whu'o woas diseass oontracted
if not at place of death?

Formoer or
usnal rasidencs. i v b gt ta S n s e s s e anageaaes

15

.............................

1?Lmh gn REMOVAL

Fuea 0 18 101d, QA/ d{,er—u—\,:f

2%““"““7 M M/ AD




Certificate of Death

[Approved by T. 8. Consus and Ameriean Puble¢ Health
Association.] .

. ' Statement of occupation.—Precise statement of

cecupation is very important, so that the relative .

kealthfulness of various pursuits can be known., The
question applies to each and. every person, irrespee-
tive of age. For Inany occupations a single word or
term on the first line will ba sufficient, o.g., Farmer or

Planter, Physician, Compositor, Archilect, Logomotive .
engineer, Civil engineer, Stotionary fireman, ete. But -

in many cases, especially in industrial employments,
it is necessary to know (e} the kind of work and also
(b} the nature of the business, or industry, a.nd'there-_
fore an additional-line is provided for the latter:,
statement; it should be used only when needed. '
As examples: (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; () Foreman, (b) Automobilefactory.
The material worked on may form part of the second
statement. Never' return “Laborer," “Foreman,"’

“Manager,” *Dealer,” ate., without more precise

specification, as Day laborer, Farm laborer, Laborer—
Coal mine, eto. Women at home, who are engaged
in the duties of the héusehold only (not paid House- -
keepers who receive a definite salary), may be entered
a8 Housewife, Housework, or At home, and children,
not gainfully employed, as Ay school or At home,
Care should be taken to report specifically the oeoy-
pations of persons engaged in domestio, service for
wages, as Servant, Cooek, Housemaid, ote. If the
occupation has been ehanged or given up on account
of the DIsEASE caTsiNg DEATH, state occupation at
beginning of illness. If retired from business, that
fact may be indicated thus: Farmer (retired, & yrs.)
For persons who have no occupation whatever,
write None. : '
Statement of cause of death.— Name, firat,

the DISEASE CAUSING DEATH (the primary affection
with respect to time and causation), using always the
same accepted term for the same diseass. Examples:
Cerebrospinal fever {the only definite synonym is
“Epidemic ecerebrospinal meningitis”}; Diphtherig
{avoid use of “Croup"); Typhoid fever (never report

Revised United States Standard

, _-8ich as “Asthenia,”" “Anaemin”

“Typhoid preumonia”); Lobar 'pneumon'ia; Broncho-
. preumonia (“Pneumonia,’" unqualified, is indefinite);
Tuberculosis of lungs, meninges, peritonaeum, ete.,

Carcinoma, Sarcoma, ete., of.................;..........(nnme-
origin;“Cancer”is less definite; avoid usa of “Tumor'’
for malignant neoplasms); M. easles; Whooping cough;
Chronic valvular hegrt disease; C’hroni:é interstitial
nephritis, ete. The contributory (secondary 'or in-:
tercurrent) affection need not be stated unless im-
portant. Example: Megsles (disease cn.using'death),:
29 ds.; Bronchopneumonia (secondary), ‘10 ds.'
Never report mere 8ymptoms or terminal conditions,:
(merely symptom-i
atie), “A'trophy,” *Collapse,” “Coma;"” “Convul.
sions,” *Debility’ (“Congaenital,” “Benile,” eto.),
“Dropsy,” “Exhaustion,” “*Heart failure,” “Haom-
-orrhage,”-“Ina.nition," “Marasmus,” “0ld age,”
. “8hock,” ‘“Ursemia,” “Weakness,” ate., when a
* dofinite disease can he ascertained ag the  ecause,
Always qualify all disonses resulting from child-
birth or miscarriage, as “PUERFERAL septichaemia,”
., “"PUERPERAL periloniiis,” ete. State cause for
which . surgical operation was undertaken. For
VIOLENT DEATHS stato MEANS OF INJURY and qualify
88 , ACCIDENTAL, BUICIDAL, OR HOMICIDAL, oF as
. probably sueh, if impossible to determine definitely.
. Examples: Accidental drowning; struck . by rqil-
- way train—accident; Revolver wound &f head—
komicide; Poisoned by carbolic acid—probably suicide.
. The nature of the injury, as fracturs of skull, and
consequences (e. g., sepsis, tefanus) may be stated
-under the head of “Contributory.” {Recommenda-
- tions on statement of cause of death approved by
. Committes on Nomenclature of the American
- Medical Association.) - b




