PHYSICIANS should state

MISSOURI STATE BOARD OF HEALTH S

:BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF DEATH

{a} ‘Residence. No..
or town apd State

RIVIANENT RECOUORD

(Usual place of abode) on
Lendth of residence in city or town where death occred yra. mos. ds. How loag in U.S,, if of foreifn birth? . mos.
PERSONAL AND STATISTICAL PARTICULARS z .MEDICAL CERTIFICATE OF DEATH
35 4. COLOR °R’RA°E S L D wondy. " || 16. DATE OF DEATH (woNTh, DAY AND YEAR) % p Di 1’7
o | 2 72,4,2’(: ‘ P

I HEREBY CERTIFY, Thatl aite deccased fram | SL00%T

Sa. lF Mumm. Wmcnlrzn. oR DIvORCED

Exact statoment of OCCUPATION ia very important.

‘HUSBAND
(oR) WIFE.oF :
- . dqlh d, on ﬂ:e dale stated above, at..........
6. DATE OF BIRTH (xowmw, oar a0 Yeat) A g4 o ooy 1.2 /F45] CAUSE OF .DEATH® was s
7. AGE YEARs MONTHS Davs 1 LESS (han 1 ' St
day, ........hrs.
j{/ ’7 / @, Jr— min.

8. OCCUPATION OF DECEASED
{2} Trnde, prolession, or
perticalar kind of werk .. V
{b) General pature of ind:u!ry
basiness, or estnbh.shmed
which employed (or emnhrer)
{c) Name of employes

18. WHERE WAS DISEASE CONTRACTED

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY.

CAUSE OF DEATH In plein terms, so that it may be properly classified.

I/
8. BIRTHPLACE (CITY OR TOWN} (.ot IF NOT AT PLACE OF DEATH . covsvnrsvoerecronans e seann
(STATE OR COUNTRY) %WJM/L—- -
ind 0 Dip an. OFEIATION PRECEDE DEATHY.. 7('?- DATE OF..........‘.fﬂ ...................
10. NAME OF FATHER Z)
£-tr . = WAS THERE AN AUTOPSYT.ecreerreueuesssessmrensanesrosnssessesssesmens LSOO -
2 1t. BIRTHPLACE OF FATHER (ciry oz L) '.. WHAT TEST CONFIRMED DIAGNOSIS?..
E (STATE OR COUNTRY) A nr y Pt A A - (Signed)... A
€ | 12. MAIDEN NAME OF -MOTHER&/; MM&_ L W19 (Address) W &&0})
e
13. BIRTHPLACE OF MOTHER (aiTy rowu)\' *Siste the Dmeusn Cacisa Dmma, or in deaths from Viorewr Cwm. elate
(1) Mzuxs awvp Narozs or Imyuzr, agd (2) whether Aocesza, Smm)_u,, or
Houtemat,  (Bee reverse side for additiocal space.)
. 19. PLACE QF BURJAL, CREMATION, OR REMOVAL | DATE OF BURIAL
%a—/ 2E 1w/ F
15.

ADDRESS

| /é"mnxm M 141 /




Revised United State; Standard
Certificate of Dea_.th

[Approved by U. 8. Oensus and American Public Health
Astoclation.)

Statement of Occupation.—Prealse statement of
oosupation is very Important, so that the relative

healthtuiness of varioua pursuits can be known. The

question applies to each and every person, Irregpes-
tive of age. For many ccoupations a single word or
term on the firat line will be sutficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive enginaer, Civil engineer, Stationary fireman, eto.
But in many oases, especially In Industrial employ-
ments, it is necessary to know (a) the kind of work
and also (») the pature of the business or industry,
and therefore an additional line 18 provided for the
latter statement; it should be used only when needed.
As examples: (a) Spinner, (b} Cotion msll; (a) Sales-
man, (b) Qrocery; (a) Foreman, {b) Automobile fac-
tory. 'The material worked on may form pars of the
second statement. Never return *Laborer,” **Fore-
man,” “Manager,” “Dealer,” ete., without more
precise specifioation, as Day Isborer, Farm laborer,
Laborer— Cogi mine, eto. Women at home, who are

engaged in the dutles of the household only {not paid’
Housekeepers who receive a definite salary), may be

ontered as Housewife, Housework or At kome, and
ohildren,:not gainfully employed, aa At school or ‘At

home. Care should be taken to report specifically -
the oceupations of persons engaged in domestio'.
service for wages, as Servant, Cook, Houssmaid, eto.

It the ocoupation has been changed or given up on
account of the pispasm causine pmary, state ooeu-
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 8 yrs.) For persons who have no occupation
whatever, write None,

Statement of cause of Death.—Name, firat,
the' p18BASE causing pEATE (the primary affection

with respect to time and causation), using always the -

same acoepted term for the same disease. Examples:
Cerebrozpinal fever (the only definite synonym is
“*Epidemic ocerebrospinal meningitis'"); Diphtheria
{avoid use of “Croup’); Typhoid fever (never report
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“Typhoid pneumonta™); Lobar pneumonia; Brencho-
pnsumonia (“Pneumonis,” unqualified, s indefinite);
Tuberculosis of lungs, meninges, peritoneum, eto.,
Carcinoma, Sarcoma, ete., of ..... v....{name ori-
gin; “Canecer' {1 lesa deflnite; avoid use of *Tumor”
for malignant neoplasms) Maasles; Whooping cough;
Chronic valvular heart disease; Chronic snlerstilial
nephritis, ete. The contributory (secondary or in-
tercurrent) affection need not be stated unless Im-
portant. Example: Measles (dizease causing death),
29 ds; Brenchopneumonia (secondary), 10 da.
Never report mere symptomas or terminal conditiona,
such as “'Asthenia,” **Anemia” (merely symptom-
atie), “Atrophy,” *Collapse,” *“Coma,” “Convul-
sions,” ‘Debility’ (**Congenital,” “Senile,” sto.),
“Dropay,” *Exhaustion,” “Heart failure,” “Hem-
orrhage,” ‘'Inanition,” *“Marasmus,” “0ld agre,”
*Shoek,” “Uremia,” ‘‘Weakneas,” etc., when g
definite disease can be ascertained as the ocause.
Always qualify all disesses resulting from ohild-
birth or miscarriage, a5 “PUERPERAL septicemia,”
“PUSRPERAL perilonilis,” eto. State onuse for
which surgieal operation was undertaken. For
VIOLENT DEATHS state MEANS OF INJURY and qualily
83 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, Of &8
probably such, if impossible to determine definitely.
Lxamples: Accidental drowning; struck by rail-
way irgin—accident; Revolver wound of head—
homicide; Poisoned by carbelic acid—probably suicide,
The nature of the injury, as fracturo of skull, and
consequences (e. g., sspsis, felanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenolature of the Amerioan
Moedical Association.)

Nora.—Individual offices may add to above list-of undesir-
able term8 and refuse to accept certificates contalnlng them.
Thus the form In use in New York City states: *'Certiflcates
will be returned for additional lnformation which give any of
the following diseases, without explanation, a8 the fSole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrens, gasiritls, erysipelas, moningitis, mlscarriage,
necrosis, peritonitis, phlebitis, pyemin, septicemia, tetanus.'
But goneral adoption of the minimum lst suggested will work
vast Improvement, and Its scope can be extended at a later
date,
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