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Statement of ocoupation.—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 évery person, 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, Locomotipe engineer, Civil engineer,
Siationary fireman, etc.’ But in many cases especially in
industrial employments, it is necessary to know (g} the
kind of work and also (B) thelnatu‘rg of the business or
industry, and therefore an additional“line is provided for
the latter statement; it should be used only when needed.
As examples: {g) Spinner, (b) Cotton mill; (8) Salesman,
() Grocery; (a) Foremam, (b) Automobile )’ tory. The
material worked on may form part of thefsecond state-
ment. Never return "Laborer." “Foremani’.' Manager,"”

“Dealer,” etc., without more precise specification, as Day

Igborer, Farm laborer, Laborer—Coal mine, ete. ‘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
chﬂdren, not gainfully employed,-as A schoal or At homé,
Care should be taken to report specifically the occupations
"of persons engaged in domestic service for wages, as Ser-
vant, Cook, Housemaid, etc. If the occipation has been
. changed or given up on account of the DISREASE CAUSING
. DEATH, state occupation at begmmng of illness, If re-

tired from business, that fact may be indicated thus:

Farmer (reiired, 6 yr5.)  For persons who have no occu-
pation whatever, write None. s _

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

-

uge. of “Tumor” for malignant neoplasms). Measles;
Whooping cough; Chronic valoular heart disease; Chronic
interstitisl mephritis, etc! The contributory (secondary
or intercurrent) affection rieed 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 disease can be ascertained as the cause. Always
quahfy, all ‘diseases resulting from childbirth or mis-
carriage, as '‘PUERPERAL septichaemis,” "’“Ptmnpzn.u.
peritonitis,” etc. State cause for which surgsml operation
was undertaken. For VIOLENT DEATHS state MEANS OF
INJURY and qualify as ACCIDENTAL, SUICIDAL, of HOMI-
CIDAL, or as probsbly such, if impossible to determine
definitely. Examples: Accidental drowning; Struck by

" railway irain—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.,

" sepsis, tetanus) may be stated under the head of "Con—

tributory.”  (Recommendations on statement of cause of
-death approved by Committee on Nomenclature of thz
American Mednzl Assoc.latlon)

by
¥

o
. .

© oy
s .










1. PLACE OF

OV

Primary Redistraiion District No,.. Q) .

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

%‘QMW Registration District Now...ooeoeoory. 7757 .

1 8, OCCUPATION OF DECEASED
{a) Trade, profession, or

{b) General pature of industry,
business, or esipblishment in

(c) Name of emplayer

(0) Residence. Noe.o.ooo.oo.oocoeecececreniussremsesssssseessessssssss vomsmsseeesmessrese SWERD, et e oot saepean e setasms e
{UFsual place of abod:) (If nouresident give city or town and State)
Length of residence in city or lown where death ocomved ™. nos. ds, How long in U, S., if of foreidn hirth? s, s, ds,

’ PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH

. 3. SEX 4. COLO M . W on

? 'y OLOR OR RACE | 5. SB::%:CED ARRIED, W ':g:"d*;“ 16. DATE OF DEATH (MONTH, DAY AND \rzm)b’\ A 2&19/ F
17 :

) w

H - ! HEREBY CERTIFY, That 1 attended & d from,

p - 5A. IF MaRRIED, WiDOWED, OR Dlvoncm .

. HUSBAND oF OO 1 N [ UURDIRROTPR | NN

' (OR) WIFE oF . i . lhal [ Ins! saw h

12 denth

| 6. DATE OF BIRTH (Mo, paY Ao TEAR)

IF, 7. AGE Years “MonTns l Dars 1¢ LESS than 1

rarticular kind of Work........ ..o e e e e BRI R 7 %

CONTRIBUTORY..... . e eameeeeeessmeese e oo oo
{SECONDARY)

which employed (or emplayer)..........ooromirsvmnsissssisesssemsnsesessssssiessessnenenn |

18. WHERE WAS DISEASE CONTRACTED

.
S & 7% T

9. BIRTHPLACE (CITY OR TOWN} coocervce sttt bt e e emaee s eaesne st IF ROT AT PLAGE OF DEATH onnnrsososoos oo e
(STATE Ot COUNTRY)
- DiD AN OFERATION PRECEDE DEATHN.............
10. NAME OF FATHER
WAS THERE AN AUTOPSY?
Y-’ 11. BIRTHPLACE OF FATHER (CITY OR TOWN}..coc.oeericeieeeereeeee e WHAT TEST CONFIRMED DIAGN!
] (STATE oR countay) Vo (Signed) s ALY
& .
E 12. MAIDEN NAME OF MOTHER Y .19 {Address)
‘\.
t3. BIRTHPLACE OF MOTHER {CITY OR TOWN)......coemuerermeecnremaessinmeee e *State tho Dismasw Cavming Dxats, of in deaths from Viormvy Causes, siate
{STATE oR ) (1) Mzirs arp Nuroes oF Imjuer, aad (2) whether Accnxerrar, Boicmar; or
Houmremat. (3o reverss side for additional space.} i
14

19. PLACE OF BURIAL, CREMATION, OR REMOVAL DATE OF BURIAL i

20, UMDERTAKER ADDRESS

S




Revised United States Standard
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IApproved by U. 8. Oensus and American Public Health
- Association.}

Statement of Occupation.—Preeise statement of
ocoupation is very important, eo that the relative
healthfulness of various pursuits can he known, The
guestion applies to each and every person, irrespeo-
tive of age. For many ocoupations & single word or
term on the first line will be sufficlent, e. g., Farmer or
Planter, Physicion, Compositor, Architect, Locomo-

tive engineer, Civil engineer, Stationary fireman, eto.

But in many oases, especially {n {ndustrial employ-
menta, 1% 18 necessary to know (a) the kind of work
and also (b) the nature of the business or Industry,
and therefors an additional line Is provided for the
latter statement; it should be used only when needed.
An examples: (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; {a) Foreman, (b) Aulomobile fac-
tory. The material worked on may form part of the
second statement. Never return *Laborer,” "Fore-
man,” “Manager,”” “Deasler,” ete., without more
precise specification, as Day Iaborer, Farm laborer,
Laborer— Coal mine, ete. 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, Housswork or At home, and
children, not gainfully employed, as At school or Al
home. Care should be taken to report specifically
the occupations of persons engaged In domestic
servioe for wages, as Servan!, Cook, Housemaid, eto.
It the oceupation has been changed or given up on
account of the pIBEASE CAUBING DRATH, state coou-
pation at beginning of Hlness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 8 yrs.) For persons who have nc oeoupation
whatever, write None.

Statement of cause of Death.—Name, first,
the DISEAB® CAUSING DEATE (the primary affection
with respect to time and eausation), using always the
same socepted term for the same disease., Examples:
Cerebrospinal fever (the only definlte aynonym Is

“Epidemic cerecbrospinal meningitia’): Diphtheria

(avoid use of “*Croup”); Typheid fever (never report

Ech /

“Tyr hoid pneumonia’'); Lobar pneumonia; Broncho-

. pneumenia (“Pneumecnis,” unqualified, is indefinite);

Tuberculoste of lungs, meninges, periloneum, eto.,
Careinoma, Sarcoma, eto., of .. ..., v+0.. (name orl-
gin; “Cancer” is less definite; avoid use of *“Tumor”
for malignant noeplasma); Measles; Whooping cough;
Chronic valvular heart disease; Chronic interstitial
nephrilis, eto, 'The contributory {secondary or in-
terourrent) affeotion need not be stated unless im-
portans. Example: Measles (disease causing death),
29 ds.; Bronchopneumonis (secondary), 10 da.
Never report mere symptoms or terminal conditions,
guch as ‘“*Agthenia,” '“Anemia’” (merely symptom-
atin), '“Atrophy,” “Collapse,” *“Coma,” "“Convul-
sions,” “‘Debility’”’ (*Congenital,” ‘Senile,” eto.),
“PDropsy,” ‘Exhaustlon,” “Heart faflure,” '‘Hem-
orrhage,” *“‘Inanition,” *“Marasmus,’”* *“Old age,”
“Shoek,” “Uremia,” *Weakness,” eto., when s
definite disease oan be ascertained as the ocause.
Always qualify all diseases resulting from child-
birth or misoarriage, as “PuBRPERAL seplicemia,’”
“PUBRPERAL pertloniiis,’’ ete. State oause for
which gurgical operatlon was undertaken. For
YIOLENT DEATHS state MEANS OF INJURY and qualify
88 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, Or 08
probably sueh, if fmpossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way train—aceident; Revelver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of tho injury, as fracture of skull, and
consequences (e. g., sepsis, telanus) may be stated
under the head of **Contributory.” (Recommenda-
tions on statement of ecsuse of death approved by
Committee on Nomenclature of the Amer{can
Medical Association.)

Nora.—Individual offices may add to above liat of undesir-
able terms and refuse to accept coertificates contalning them.
Thus the form In use In Now York Clty statea: *‘Certlficates
will be returned for additional Information which glve any of
the following diseases, without explanation, ag the sole cauge
of death: Abortlon, cellulitis, childbirth, convultions, hemor-
rhage, gangrene, gastritls, erysipelas, meningitls, miscarriage,
necrosis, perltonitis, phlebitis, pyemia, septicemla, tatanus."
But general adoption of the minimum l&t suggeatad will work
vast improvement, and 1ts scope can bo extended at o Iater
date. .

ADBITIONAL S8PACE FOR FURTHER SATATEMENTA
BY PHYBICIAN.




