<,

MISSOURI STATE BOARD OF HEALTH 16301
M BUREAU OF VITAL STATISTICS A
'y CERTIFICATE OF DEATH y
1. PLACE'OF EAM 399 /
Comnty. 7. son Distri g .
A R, S T T ¢ @ ' . .

2, FULL NAME T PO

]

: (a) Buldenne. .............. M . et s et st et e

| lacc of nbod.e (If nonresident give city or town and State)

: lzn{!hdremdcnmmatyorbnvhmdnﬁmfeﬂ . mes. ds. Bow longd tn U.S., if of foreign birth? . mos. da
; PERSONAL AND STATISTICAL PARTICULARS 3 MEDICAL CERTIFICATE OF DEATH

I " -

3. SEX

77. -

5A. Ir MarmizD, WiDOWED, OR Divosicen

HUSBAND or
(Snp L g

6. DATE OF BIRTH (monTH, nﬂmW/ Y‘é 2 I

7. AGE YEARS Mot , Dars 1If LESS than 1

57 i 6/ -/
8. 9C/CUPA'!IOH OF DECEASED ’ ] ALl
(8} Teade, professing, or ,__'; ;
particalsr kind of wark ............... . vk

4. COLOR OR RACE

. .
5, ssrmwmﬁrlw'? oR 16. DATE OF DEATH (MONTH, DAY AND YEAR) W} Ou 2,
7! EREBY CERTIFY, MIMW ......... ' ..

() General mature of industzy, ) Iy ¢
busineas, or estoblishment in o g Rk ¢
which employed (ot employer)...... OSTOORUDINY S A0 | NP o N N ¢ Sty e

(c) Name of employer e
18. Wﬂm AS DISEASE CONTRACTED
9. BIRTHPLACE {(Ty or NM .................................................. {F NOT AT PLACE OF DEATHT..... | W—-

(STATE OR COUNTRY)

N. B.—Evory item of information should be carefully supplied. AGE‘ should ba statad EXACTLY. PHYSICIANS sghould otate
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important,

//;‘Dm AM OFERATION PRECEDE DEATHI. 'w DATE OF ...l ceveaescananssssconns
10. NAME OF FATHER 7% g z /{QW»Z/ (4ayg :
“Yias 'I.'HIER‘E AR AUTOPSYT............ 05"
.
BIRTHPLACE OF FATHER (c: ...................... e J g TV s R S -
E 11. W P - r
g (STATE OR CounTRY) ’ (Sigoed).ovrrrrnrrrrn 1 2 L e T
4
£ [ won wawe or ummmz;% (A 20bovsies 7\ Sp8" Tep e Pt
13. BIRTHFLACE OF MOTHER (%W . “'Slt-e the Dispasn Cavmng Dnurm, or in deaths fran Viorxwr Cavaxs, state 47
(1) Mmurs amp Natomn or Ixuomy, and (2) whether Accmmwran, Borcmay, or
{STATE OR COUNTRY) ( Heatenar.  (Sea revercs eide for additional spase.}
i
1 %]?F Cl ATION, Off REM, 0:7 BURIAL
2D g,.:s 2
1s. ERTAKER /
Y . aﬁ@&;




Revfi'sqd United States Standard"’ ¥

. Certificate of Death

{Approved by U, B. Census and Amorican Public Health
Agsociation.]

Statement of Occupation.—Proocise statement of
ocoupation is very important, go that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of nge. For many cccupations a single word or
term on the firat line will be sufficlent, e. g., Farmer or
Planter, Physician, Compositor, Archilsct, Locomo-
tive ongineer, Civil engineer, Stationary fireman, eto.
But in many oases, especially In {ndustrial employ-
ments, it 1s necessary to know (s} the kind of work
and also () the nature of the business or {ndustry,
snd therefore an additignal line is_provided for the
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“#Tyrhoid pneumonisa’); Lobar pneumonia; Broncho-
pneumonia (' Pneumonisa,” unqualified, 1s Indefinite);
Tuberculosia of lungs, meninges, perifoneum, ot0.,
. Carcinoma, Sercoma, eto,, of...... vs.. (name orl-
gin; “Cancer’ is less definfte; avoid use .of “Tumor”
tor malignant noeplasms); Measles; Whooping cough;
Chronic valoular heort disease; Chronic snterstitial
nephritis, eto.  The oontributory (secondary or in-
terourrent) affestion need not be stated unless im-
portant, Example: Measles {disonse osusing death),
29 ds., Bronchopneumonin (secondary), I0 ds.
Never report mere symptoms or terminal conditions,
guch as *“Asthenla,” “Anemla” (merely symptom-
atis), “Atrophy,” *Collapse,” “Coma,"” "Convul-
sions,” “Debllity’’ (*Congenital,” “Benile,” ete.),
“Dropsy,” “*Exhaustlon,” ‘‘Hears faflure,” *“Hem-
orrhage;” “Inanition,” ‘‘Marasmus,” “Oid age,”
“Shock,” “Uremia,” *“Weakness,” eto., when &
definite disease can be ascertalned as the oause.
Always gualify all disensen re_s_ulting from ohild-

“ latter statement; it should be used only when nesded.

As examplea: {(a) Spinner, (b) Cotton mill; (a) Salea-
man, (b) Grocery; (a) Foreman, (b) Automobils fae-
tory. 'The material worked on may form part of the
goeond statement. Never return ‘‘Laborer,” “Fore-
man,” *Manager,” ‘‘Dealer,” ete,, without more
precise specification, as Day laborer, 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 definlte salary), may bs
entered as Housewife, Housework or At home, and
children, not gainfully employed, as At school or At
home. Care should be taken to report specifically
the ocoupations of persons engeged In domestie
gervioe for wages, as Servant, Cook, Housemaid, eto.
If the occoupation has been changed or given up on
acconnt of the DISEABE CAUBING DEATH, state ocou-
pation at beginning of {llness. It retired from busi-
ness, that fact may be indiosted thus: Farmer (re-
tired, 6 yrs.) For persons who have no ocoupation
whatever, write None.

Statement of cause of Death.—Name, first, -

the DIBRASE CAUSING DEATH (the primary affectlon
with respeot to time and causation), using always the
same seoepted term for the same diseass. Examples:
Cerebrospinal fever (the only definite synonym s
“Epidemlo cerebrospina! meningitis); Diphtheria
(avold use of “Croup”); Typhotd fever (never report

s

birth or miscarriage, ss “PURRPERAL 8epticemin,”
YPyeERPERAL perflonilis,” eto. State cauee for
which surgical operation was undertaken. For
VIOLENT DEATHS state MBANS OF INJURY and qualify
a8 ACCIDENTAL, BUICIDAL, O HOMICIDAL, Or 88
probably sush, if impossible to determine definitely.
Examples: Accidental drowning; siruck by rail-
way train—accident; . Revoloer wound of head—
homicide; Poisoned by carbolic acid—mprobably suicide.
The natura of the injury, as Iracture of skull, and
consequences {e. g., sepsis, felanus) may be stated
under the head of “Contributory.” {Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature of the Amerloan -

' - Medical Association.) .

Nore.—~Individusl ofMces may add to above list of undesir-
abla terms and rofuse to secopt cortificates containing them.
Thus the form ih use In New York Oity states: " Qeartificates
will be returned for additional information which give any of
the following diseasos, without explanation, o8 the fole cauna
of death: Abortlon, cellulitia, childbirth, convulsions, hemor-
rhage, gangrens, gintr_lt_ll. erysipelas, meningltis, miscarriage,
nocrosls, perltonitls, phlsbitis, pyem!a, sppticemla, tetanus.”

. But general adoption of the minimum st suggested wiil work
vast improvement, snd lia scope can be extended at a later
date, ’
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