o carefully supplied. AGE should be stated EXACTLY. PHYSICIANS ghould state

C:&USE OF DEATH in plain terms, so that It may be properly classified. Exact statement of OCCUPATION 'is very important.

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF .DEATH " ‘?@:ﬁ

..................... Refistration District Ne. L]

o T ) i )
2. FULL NAME. 74”‘9 gw‘l—m ; B V7 77 . LA
o) Residence, Ko TS A ANAYL. Mw

{Usual place of abode)}

dent give city or town and State)

Lendth of ruide.m in city or town where death occarred . mos. da. How longf in U.S., if of forcign hirth? 3. mos. ds.
PERSONAL AND STATISTICAL PARTICULARS /:&{ L. MEDICAL CERTIFICATE OF DEATH

3. SEX 4. COLOR OR RACE | 5. Sicie. MaRmiED, WInoWSP O || 15, DATE OF DEATH (wontu, oav mo vewr) /M e<z 2 6 £ w9

5 ﬂ %'z ¢ 2 -, 17. 7
zl I ﬂEREB‘;ﬁERTIFY, That I pttended d d lrom........

5A. [F Manrpiep, WiDOWED, or [HVORCED -
HUSBAND ofF ., - 19, I LI A oo B o 4

(or) WIFE o um I Last sow h&r alive on.

death occarred, on the date staied above, al?'%m.

6. DATE OF BIRTH (4oNTH. DAY mm%zl . ‘ g' ﬁm& Tue CAUSE OF. DEATH*® WAS AS FOLLOWS:
7.AGE  Years |- Mowtus

8. OCCUPATION OF DECEASED
(w) 'l‘nde w!mion.w

(b) General nofmre of indmiry, .
busivess, or establishment in {sECONDARY)
whirh employed {or employer).......coooiriiiii i e L

(e} Name of employer } "
18, WHERE WAS DISEASE CONTRACTED
9. BIRTHPLACE (CITY R TOWRY orveov.vfevscsssesssssesemeeot oot sacseses sttt s rsenons yiv§ szafw AT

IF KOT AT PLACE OF DEATHTY.

" % ——
{STATE OR COUNTRY) , -Zg . é Brvad, \ W ———
; DID AN CPERATION PRECEDE DEATHY. £ 7o 6f  DATE OFe.eiueeecerrosooersmveersssunann

10. NAME OF FATHER;‘ < ;Z é
. " WAS THERE AN AUTOPSYT..oounsunrs Bt et T L i st s amssns s LB —

11. BIRTHPLACE OF FATHER (CITY OR TOMN)....ccoon.;ouriemggussereonsarscesereriens
(STATE OR COUNTRY) {Sigoed)... W S 1]

12. MAIDEN NAME OF MOTHER MM 7/42776 v/ f (Address) W

13. BIRTHPLACE OF MOTHER (ciTy o) TOWN)... ! *State the Dramasn Cavamixg Dmarm, or in deaths from Viouexr Cavers, state
{1) Mxuxs axp Narces or Dnuver, and (2) whether Accromwvirn, Burcmoas, or

(STATE OR COUNTRY) Uy A Houtemat. {See reversa sida for additional epace.)
[T l ' . ! /é,, ‘% _______ 19. PLACE OF BURJAL. CREMATION, OR REMOVAL | DATE OF BURIAL

(hidess) .i'f?i WCM{“‘: b e e 19/

PARENTS

20. UNDERT.




/[x.!
‘Revised United States. Standard
Certificate of Death

[Approved by.‘r";J 8. Census and American Publlc Healt’.h

y,}f Assoclation. ]
a _ ‘t/’
o 3 i :
Statement of Occupation. ——Preclsé statement of
oecupation is: very important, so thHAt the relative
healthfulness q\f various pursuits can be known. The
question appf ies 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, Composilor, Archttect Locomo-
tive enganeer, Cuwil engineer, Statwnafy fireman, -ate.
But in many cases, especially in 1ndu§tr1a1 employ-
ments, it is necessary to know (a) the. kind of werk
and also (b) ;the nature of the busmas or industry,
and therefore.an addjtional line is p
" latter sta.tem.ont‘. it should be used only.,when nedded.
As exa,mpIGS' (a,) Spinner, (b) Colton “mill; (a) Sales-
man, (b) Grog Ty
tery. The maf forinl worked on may form part of the
second statement. Never return ‘*Laborer,” “Fore-
man,” ‘“Manager,” ‘“Dealer,” ete., without more
"precise speclﬁca.tlon, -as Day laborer, Farm laborer,
Laborer— Coal mine, ete. Women at home, who are
engaged in the: dutles of the household only (not paid
Housekeeper;g_ho recoive s definite salary), may be
entered as < Hopsewife, Housework or Al home, and
chlldron %nfﬂlly employed, as Al school or At
home. Ca ould be taken to report specifically
the oceupa.tlons of persons engaged in domestic
* serviee for wag_ps, as Servant, Cook, Housemaid, ete.
If the occupation has been changed or given up on
aceount of the DISEABE CAUSING DEATH, stale oceu-
pation at beginning of illness. If retired from busi-
ness, that faet may be indicated thus: Farmer (re-
tired, 6 yrs.) For persons who have no occupation
whatever, write Ncne.

Statement of cause of death.—Name, first,
the DISEASE CAUSBING DEATH (the primary affection
with respeet to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis’'); Diphtheria
(avoid use of “Croup”}; Typhoid fever (never report

vided for..the |

(a) Foreman, (b) Automobzle j'ac- ’

T i Dt s

.

. “Typhoid pneumonia"); Lebar pneumonia; Broncho-

preumonia (“*Pnoumonia,’”’ unqualified, is indefinite);
Tuberculosis of lungs, meninges, peritoneum, eto.,
Carcinema, Sarcoma, eto., of .......cieie, {name
origin; “Cancer’ isless deﬂmte avozdule of“Tumor

for malignant neoplasms); Measles; Wheoping cough;
‘Chronic valvular heari disease; Chronic inlerstilial
nephritis, ete. The contributory -(secondary or in-
tercurrent) affoction.need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchoprneumonie (secondary), 10 .ds.
Never report mere symptoms or terminal conditions,

“sugh as “Asthenia,” “Anemia” (merely symptom-
-atie), “Atrophy,” “Collapse,” *“Coma,” *Convul-

sions,” “Debility” (*Congenital,” *‘Senile,” etd.),

““Dropsy,” “Exhsustion,” “Heart failure,” “Hem-

“Inanition,” ‘‘Marasmus,’” *“Old age,”
“Uremia,” ‘“Weakness,"” eto., when'a

orrhage,”
“Shoek,”

.definite disease can be ascertained as the cause.

Always qualify all diseases resulting from ch’ild-
birth or miscarriage, as “PUERPERAL seplicemia,”
“PUERPERAL perilonilis,”” eto. State cause for
which surgidal operation was undertaken. For
VIOLENT DEATHS state MEANs oF INJURY and qualify
83 AGCIDENTAL, BUICIDAL, OR HOMICIDAL, OT as
prebably such, if impossible to determine definitely.
Examples:  Accidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide; Potsoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsts, felanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committes on Nomenolature of the American
Medieal Association.)

HNore.—Individual offices may add to above lst of undesir-
able terms and refuse to accept certificates containing them.
Thus the form In uge in New York Qity states: *Certificates
will bo returned for additional information which give any of
the following diseases, without explanation, as the sole couso
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, migcarriage,
necrosis, peritonitis, phlebitis, pyemina, septicomia, tetanus.”
But general adoption of tho minimum list suggested will work
vast improvement, and its scope can be extended at o later
date.

ADDITIONAL BPACE FOR FURTHER STATEMENTS -
BY_PHTSICIAN,



