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" Statement of cconpation.—Precise statement of oc-
- cupation is very important,'so that the relative health-
fulness of various pursuits can be known. The question
applies to each and every persom, irrespective 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 engineer, Civil engineer,
Stationary fireman, etc. But in many cases especially in
industrial employments, it is necessary to know (g} the
kind of work and also (b) the nature of the business or
industry, and therefore an additional line is provided for
the latter statement; it should be used enly when needed.,
As examples: (a) Spinner, (b) Cotton mill; (a) Salesman,
(5) Grocery; (a) Foreman, (b) Automobile factory. The
material worked on may form part of the second state-
ment. Never return “Laborer,” “Foreman,” *Manager,”
“Dealer,” etc., without more precise specification, as Day

laborer, Farm laborer, Laborer—Coal mine, etc. 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 A¢ school or At home.

Care should be taken to report specifically the accupations

of persons engaged in domestic service for wages, as Ser-
vant, Cook, Housemaid, etc. ‘If the occupation has been
-changed or given up on account of the DISEASE CAUSING
DEATH, state occupation at beginning of illness. Tf re-
tired from business, that fact may be indicated thus:
Farmer (relired, 6 yrs)) For persons who have no occu-
pation whatever, write None, '

Statement of cause of death.——Name, first,” the
DISEASE CAUSING DEATH (the primary affection with re-
spect to time and eausation), using always the same
accepted term for the same disease. Examples: Cere-
brospinal fever (the only definite synonym is “Epidemic
cerebrospinal meningitis”); Diphtheria -(avoid use of
“Croup”); Typhoid fever {never report “Typhoid pneu-
monia’"); Lobar pneumonia; Bronchopneumonic (*‘Pneu-
"monia,” unqualified, is indefinite); Tuberculosis of lungs,
wmeninges, perifongeum, etc., Carcinoma, Sarcoma, etc. of
.................. .. (name origin; “Cancer" i3 less definite; avoid

- . * #
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use of “Tumor” for malignant ne:op!aamel)f'r Measlss;
Whooping cough; Chronic valvular heart disease; Chromic
interstitiol nephritis, etc. The contributory (secondary
or intercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such as
“A sthenia,"" Anaemia” (merely symptomatic),“Atrophy,”
“Collapse,” *'Coma,” *“Convulsions,” “Debility” (“Con-
genital,”” “'Senile,” etc.), *'Dropsy,” “Exhaustion,” “Heart
failure,” “*Haemorrhage,” *Inanition,” “Marasmus,” “Old
age,” "Shock,” “Uraemia,” "Weakness," etc., when a
definite diseape can be ascertained as the-cause. Always
qualify all diseases resulting from childbirth or mis-
carriage, as “PURRPERAL septichaemis,” “PUBRPERAL
perilonitis,” etc. State cause for which surgical operation
was undertaken. For VIOLENT DEATHS state MEANS OF
INJURY and qudlify as ACCIDENTAL, SUICIDAL, or HOMI-
CIDAL, or as probably such, .if impossible to determine
definitely. Examples: Accidental drowning; Siruck by
railway train—accideni; Revolver wound of head—homicide;
Poisoned by carbolic acid—~probably suicide. The nature
of the injury, as fracture of skull, and consequences (e. g.,
sepsis, -lelanus)’ may be statéd under the head of “Con-
tributery.” (Recommendations on statement of cause of
death approvéd by Committee on Nomenclature of the
American Megiml Association.)




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

1. PLACE OF DEAT

Registration District No...

2. FULL NAME.... .. .1/ " L

{n) Besidence. No.
{Usual place ‘of abodc)

Length of residence in city or iown where death occaved

ive city of town and State)
3TH.  ——. mes. — ds. How long in U.S., if of 1. mes. ds.
"

‘ A
PERSONAL AND STATISTICAL PARTICULARS MEQ_I_&-A:E‘.\CERTIFICATE OF DEATH

3. SEX 4. COLOR OR RACE

77 /78

™ \ A
5. SiweLE, M?i’:ﬁ“;h‘fﬁ:ﬁn ORI 18 DATE OF Dg\;rHi‘!uomY DAY AND YEAR) Mw a4 18 /49

Sa. IF MARRIED, WiDOWED, OR DIVORCED

DM’R‘E)%, ' . = ‘Q / x

s =
oR OF b
v m/. /?'r
7 i ¥ J
6. DATE OF BIRTH (MONTH, DAY AND YEAR}
7. AGE YEARS MmrrHs 1 DAYs Tf LESS then
day, ..........

i .:
de
,,,

27 —

8. OCCUPATION OF DECEASED o,\
(a) Trade, profession, or %

(b) General nature of indusiry, 2
business, or establishment in

CONTRIBUTORY......Z....... o AL

(SECONDARY)

(c) Nnme'ol' employer
18. WHERE WAS DISEASE CONTRACTED

9, BIRTHPLACa(cm OR TOWN) .. R e SR RS SRR TR IF NOT AT PLACE OF DEATHT..... S G d,
(STATE OR couwg't) .
DD AN OPERATION PRECEDE DEATHI.... 7.
10." NAME OF FJTHER .
WAS THERE AN AUTDPSY Tvvecoevrrnre st v evsiraiinsteee oot eeeee et v eee s e
p - BIRTHPLACE OFG.EAT:‘E@\' oR TOV:'N) % WHAT TEST CONFIRMED DIAGEOSI
z! (SratE oR ‘°""’"’£x o/ (Signed).ervvuenennsagonss
S Wwﬂ ;
E 12. MAIDEN NAME OF MQ‘:};(ER f . , 18 (Addr _
e
13. BIRTHPLACE OF MOTHEQ{&TY OR TOWN). /H/ *Ziate the Diznasn Cwsn'u D:.rm. or in deaths from hm.:-ﬂ Catars, state
(1) Mesxs a¥p NATCRE oF Immr\nnd {2) whether Accioryrat. Svicmar, or
(STATE OR COUNTRY) ﬁ‘ ‘7?"’ HourcroaL.  {See reverse side for ahlltadml*apace)
14 19. PLACE OF BURIAL, CREMATION., DR REMOVAL DATE OF BURJAL

IRFORMANT ..

. {Aditress) ‘ //091/’@/&&'4 CZ%»‘H ML// 9/
F‘stmfﬁglf, 1) S A % .‘L‘zo UNDERTAKER %M,;,, %}%‘é

ALL INF'(SRMATIO?\‘ CALLED FOR IUST BE '_‘t!RITTE:\! Ol THIS SUPPLILIENTARY.




Revised United States Standard
"~ Certificate of Death

{Approved by U. 8. Census and Amerlean Public Health
Assoclation.)

Statement of occupation.—Precise statement of
occupation is very important, so that the relative
healthfuiness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. ¥or many occupations a single word or
tertn on the first line will be sufficient, . g, Farmer or
Planter, Physician, Compositor, Architect, Locomolive
engineer, Civil engineer, Stationary fireman, ete. But
in many cases, especially in industrial employments,
it {8 necessary to know (a) the kind of work and also
(b} the nature of the husiness or industry, and there-
fore an additionsl line is provided for the latter
_ ptatement; it should be used only when needed.
 Aa examples: (a) Spinner, (b) Cotlon mill; (a) Sales-
man, (b) Grocery; (a) Foreman, {b) Automobile factory.
The material worked on may form parl of the second
statement. Never refurn “Laborer,” “Foreman,”
*Manager,” “Dealer,” ete., without more precise
specifieation, as Day laborer, Farm laborer, Laborer—
Coal mine, ete. Women at home, who are engaged
in the duties of the houschold only {not paid House-
keepera who receive a dofinite salary), may be entered
‘a3 Housewife, Housework, or At home, and children,
not gainfully employed, as Al school or- At home.
Care should be taken to report specifically the ocou-
pations of persons ongaged in domestie gervice for
wages, as Servant, Cook, Housemaid, ete. If the
occupation has been changed or given up on account
of the DISEASE CAUSING DEATH, state occupation at
beginning of illness. .If retired from business, that
faoct may be indicated thus: - Farmer (retjred, 8 yrs.)
For persons who have no occupation whatever,
write None. - ‘ )

Statement of cause of . death.—Name, firat,
the DISBABE CAUSING DEATH (the primary affection
with respect to time and sausation), using always the
came sccepted term for the same diseage. Examples:

Cerebrospinal fever (the only definite synonym {8
“Epidemio cerebrospinal meningitis'"); Diphtheria
(avoid use of “Croup”); Typhoid fever. (never report
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«Typhoid poneumeonia’’); Lobar preumonia; Broncho-
preumonia (‘‘Pneumonisa,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, ote.,
Carcinoma, Sarcoma, otc., Of..ien. (namse
origin;*Cancer’ ialess definite; avoid use of *“Tumor’’
for malignant neoplasms); Measles; W hooping cough;
Chronic valvuler heart disease; Chronic inlersiitial
nephritis, ete. The contributory (secondary or in-
tercurrent) affection need not be gtated unless im-
portant.” Example: M easles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
guch s ‘“Asthenia,’” ‘“*‘Anemia’” (merely symptom-
atie), “Atrophy,” “Collapse,” “Coma,” “Convul-
gions,” “Debility” {*Congenital,’ *‘Senile,” eto.),
“Dropsy,” ‘‘Exhaustion,” '‘Heart failure,” *Hem-
orrbage,” “Inanition,” “Marasmus,” *0ld age,”
“Qhoek,” *‘‘Uremia,” Weakness,” ete., when a
definite disease can be ascertained as the cause.
Always qualify all discases resulting from child-
birth or miscarriage, a8 “PUERPERAL seplicemia,”
“PDyERPERAL perilonitis,”” ete. State oause for
which surgical operation was undertaken. TFor
VIOLENT DEATHS state MEANS OF INJURY and qualify
as ACCIDENTAL, BUICIDAL, OR HOMICIDAL, OF a3
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way {irain—accident; Revolver twound of head—
homicide; Poisoned by carbelic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (a. g., 8€psis, 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
Madical Association.) - ’

Nore.—Individual offices may add to above st of undosir-
ablp terms and rofuse to accept certificates contalning them.
Thus the form in use in New York City states: “Certificates
will be returned for additional information which give any of
the following diseases, without explanation, as the gole cause
of death; Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrense, gastritis, erysipelas, meningitis, mlscarriage,
necrosis, peritonitis, phlebitis, pyemia, septicomia, tetanus,'”

- But general adoption of the minimum lst suggested will work

vast improvement, and ita scope ¢an be extended at o later
date. .

ADDITIONAL SPACE FOR FURTHER BTATEMENTS
BY PHYSICIAN.




