MISSOURI STATE BOARD OF HEALTH )
BUREA VITAL T ' 3
cgn'g:lcn!rz orirzﬁnlcﬂlcs ‘ ' 57861
1. PLACE OF DEATH . . ' T . ’
: : District No.. "

(If nomeudant give city or town znd Sum)

Length of rosidence in city or town wheto death sorured  © srn.mos de-  Howlwiio U.S,ilofforeifakicth? s mwos  dn.
K : cT . -
;- PERSONAL AND STATISTICAL PARTICULARS L~ . MEDICAL CERTIFICATE OF DEATH
3. SEX . | 4 COLOR OR RACE

S e o O || 16 DATE: OF DEATH (oari, oar anp e
’ 17, '
1 KEREBY CERTIF‘Y Thet 1

.23

Sa. Ir Marmen, Wmowm. or Divorcgn

‘HUSBAND S U | -
. (or) WIFE or : A that 1 last gaow Iacnc.. alive on, o S22 and that
death d, en (he date sizted ehove, ot....... 57, 31 ........ N .m,
5. DATE OF BIRTH (MONTH. DAY AND YEAR) Mzgs "/ X 75 '
7. AGE Yeans MonTs Dars / If LESS han 1
dl!- D — -m-h"
23 52| &=

8. OCCUPATION OF DECEAS|

(a) Trade, profession, oz
particilar kind of work ... £, 2. TS TG T T A e

" (b) General natere of indmtry,
ey %ﬁ @
which employed (or employer)f. ¢ TS\ SCELE T (L

_{¢) Name of emplnyer

8. Wum WAS DISEASE CONTRACTED

9. BIRTHPLACE (arry or Tomn)
- (STATE OR CQUNTRY) '

) Dib AN OFERATION PEECEDE nr_um: .......... Dare oF.
10. NAME OF FATHER ” '( m i .
% WAS THERK AR AUTOPSY? M

I BIRTHPLACE OF FA
(STATE OR COUNTRY,

12 MAIDEN NAME OF MO'IH'E%,..Q %

13. BIRTHPLACE OF MOTHER (CITY OR TOWMMES Y.\

IFMTATMCZOFDUTHT

(CiTY or TOWN)..............

PARENTS

_*State the Dmszuss Cavting Dmarm, or in dnth.s Imm Viovawr Cmn-. state
(1} Mzxixe arp Nivoes or Imyumy, and (2) whether Accomrni, Burcmai, or
Bmm:mu. (Bee reverss aide for additional space,)

19, E OF BU L CR—MATION. REMOVAL F BURIAL
/ém
AKER




Revised United Statés Standard
Certificate of Death

{Approved by U. 8. Census and American Public Health
Association.}

Statement of Occupation,—Precise statement of
ocecupation is very important, so that the relative
healthfulness of various pursuits ean be known, The
question applies to each and every person, irrespec-
tive of age. For many occupations & single word or
tarm on the first line will be sufficient, e. g., Farmer or

* Planter, Physicign, Compositer, Archilecl, Locomo-
tive engineer, Civil engineer, Stationary fireman, ete.
But in many eases, especially in industrial employ-
ments, it is necessary to know (a) 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 only when needed.

_ As examples: (a) Spinner, (b) Cotion mill; (a) Sales-
man, (b) Grocery; {s) Foreman, (b) Automobile fac-
tory. The material worked on may form part of the
second 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 househeld only (not paid
Housekeepers who receive a definite ealary), may be
ontered as Housewife, Housework or At home, and
children, not gainfully employed, as At school or At
home. Care ghould be taken to report specifically
the occupations of persons engaged in domestio
gervice for wages, as Servant, Cook, H ousemaid, oto.
If the occupation has been changed or given up on
aocount of the DIBEABE CAUBING DEATH, state oceu-
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 6 yrs.) For persons who have no occupation
whatever, write None.

Statement of cause of Death.—Name, first,
the DISEASE CAUBING DEATH (the primary affeotion
with respeet to time and causation}, using always the
same ncoopted term for the same disease. Examples:
Cerebrospinal fever (the omly definite synonym ls
“Epidemio eerebrospinal meningitis’’); Diphtheria
{avoid use of “Croup”); Typhoid fever (never report

R

“Tyrhoid pnenmonia’); Lobar pneumonia; Broncho-
prneumonta {“Pneumonia,” unqualified, is indefinite);
Tuberculogiz of lungs, meninges, peritoneum, oic.,
Carcinoma, Sarcoma, ete., of ........... (name ori-
gin; “Cancer’’ is less definite; avoid use of “Tumor”
for malignant noeplasms); Measles; Whooping cough;
Chronic valvular heart disease; Chronic interstitial
nephrilis, ete. The comtributory (secondary or in-
tereurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
20 ds.; Bronchopneumonic (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
guch as “Asthenis,” *“Anemia’ (merely symptom-
atie), *'Atrophy,” “Collapse,” '“Coma,” “Convul-
gions,” *“Debility” (“Congenital,” “‘Senile,” ete.),
“Dropsy,” “Exhaustion,” *'Heart failure,” ‘Hem-
orrhage,” *Inanition,” “Marasmus,” *0ld age,”
“Shock,” “Uremia,” ‘“Weakness, ete, when a
definite disease can be ascertained as the cause.
Always qualify all diseases resulting from ehild-
birth or miscarriage, a8 *PUERPERAL geplicemia,”
“PyUERFERAL pertlonitis,’”’ eto. State cause for
which surgical operation was undertaken. For
YIOLENT DEATHS s5tato MEANS OF INJURY and qualify
48 ACCIDENTAL, BUICIDAL, O HOMICIDAL, OF &3
probably sueh, if impossible to determine definitely.
Examplea: Accidental drowning; struck by rail-
way trein—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
congequences (e. g., sepsis, telanus) may be stated
under the head of “*Contributory.” {Recommenda~-
tions on statement of cause of death approved by
Committee on Nomenclature of the American
Medical Association.)

Nora—Individual offices may add to above 1ist of undesir-
able terms and refuse to accept cortificates contalning them.
Thus the form In use in New York Clty states: “‘Qertificates
will be returned for additional Information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelns, meningitis, miscarriage,
necrosis, peritonltis, phlebitis, pyemia, septicemis, tetanus.”
But general adoption of the minimum st suggested will work
vast improvement, and ita ecope can bhe extended at a lator
date,
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