WRITE PLAINL

PHYSICIANS ghounld sinte

Exact statement of OCCUPATION ia very important.

AGE should be stated EXACTLY.

CAUSE OF DEATI in plain terms, so thail it may be properly classified.

N. B.—Every ltem of information should be careiully supplied.

(NO .o cerrerenan o errressenerenesstensesaneasespag aetsnas seeetrenennne Bt.:..... . Ward)

MISSOURI STATE BOARD OF HEALTH
- - BUREAU OF VITAL STATISTICS

CERTIFICATE OF DEATR) S 4 5 ..

Registration District No......% .. Filo No..

Primary Ragistration Diatrict Ni@ﬂﬂr‘%equhrod No. . If-V

(If death occurred in a
hospital ot instituwtfon,
give its NAME fostead
of street and pumber.)

PERSONAL AND STATISTICAL PARTICULARS

O BINGLE
3 SE¥~ 4 COLOR OR RACKE | = orumen 16 DATE OF DEATH M
WICOWED 5 /
W— ?;.V:;:o;l:c‘ .............................. (ﬂ;ni;)- ...................................... . ..(‘I:.e...;)
¢ the

6 DATI OF BIRTH %

108 .

.10 L

-4

(Moath) Day) " 7 (Year)

7 AGE 1t LESS th
/ 1 day......hrs,

yr-p mos.../...ds, | oF.- min?

and that degth occurred, on the date statad above, -tfﬂm

8 OCCUPATION
(a) Tradas, profession, or

particular d of WOrK..coinmmrerrmariiariinarnrrnee

{b) General'nature of industry
buasiness, or sstablishment in

which amployed (or employer) .. e

9 BIRTHPLACE
{City or town,
State or foreign country)

\\(Dur ion)..............yrl.......Z.mo-............,..d.,

10 NAME OF M
FATHER éz¢ C ﬂ

11 BIRTHPLACE

CONTRIBUT
(Secondary)

2 OF FATHER
z (City o town, State of foreign country) ~
x 12 MAIDEN NAM
< 2 #Siate the Discane Causing Daeath, or, in deaths hom Violent Causes, date
o oF MOTH:W—L‘O% %M %-ans of Injury; and {2) whethar Accidental, Buicidel or Homicidal.
13 BIRTHPLACE 18 LENGTH OF RESIDENCE (For Hoapitals, Inptitutions, Transients,
OF MOTHER or Recent Residonts)
(City oz town, State oc foreign conntry) ) At place In the
( of death........ b oy 1.7 NS da. State...... . Frie. ... MOBerenienans da.
14 THE ABOVE 18 TRYRTO BEST OF NowwendE Where was digease contracted
@ Q 4 g s ( 1f not at placo Oof doathP ... ivriinn s rrsreeisrss e s tas e en s s e sbsan

(Informant) .........

...................................... L PETPIPpPN

R A QI OBBY. oo rrccrrmcvinretions o ioersasisamntoas ot sosmessnensantonssmness the s tanemas Rl

Formar or
ugual residen e .

15

///7 1ofld.. 4

20 UNDEBTAKER ADD%




.

sed United States Standard
Certificate ap_f De a:th

. |Approved by U. 8. Census and American Public Health
| Assoclation.]

Revi

Statement of occupation.—Precise staterment of
oceupation is very important,. so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every perst;n‘, irrespec-:
tive of age. For many .cccupations 8 gingle word or’
torm on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomolive
engineer, Civil engineer, Stalionary fireman, ete. But
in many cases, especially in:industrial employments,
it is necessary to know (e) the kind of work’and also .
(b) the nature of the businessor industry, and-there-
fore an additional line is- provided for the lagtter
statement; it should be uséd only when needed.
As oxamples: (a) Spinner, (b) Cotion mill; (a) Sales-
man, (b) Grocery; (a) Foreman, {b) Automobilefactery.
The material worked on may form part of the second
statement. Nover return “Laborer,” ‘‘Foreman,”
“Manager,” ‘‘Dealer,” etc., without more precise
specification,:as Day laberer, Farm laborer, Laborer—
Coal mine, oto. ‘Women at home, who are engaged .
in the duties-of the household only (not paid House-
keepers who réceive a definite salary), may be entered
as Housewife, Housework,,or :At home,.and children,
not gainfully employed, as At school.or At home.

. .Care should be taken to report specifieally the oeeu-

.pations of persons engaged, in domestia service for
-wages, a8 Servant, Cook, Housemaid, ete. If the
(oceupation has been changed or given up oh account

. of the DISEASE CAUSING DEATH, state accupation. st

‘beginning ofillness. If retired from business, that

% :faet may be indicated thus: Farmer (retired, 6 yra.)
For persons: who have no oceupation -whatever

‘write None. | _ .
- Statement of cause of death.—Name, first,

:the DIEEASE CAUSING :DEATH (the :primary affection

" .with respect to time and causation),msing always the

(#ame accopted term for 4he same disease. Examples:
Cerebrospinal fever ((the only definite synonym is

' “Epidemje cerebrospinal meningitis”); Diphtheria

(avoid use of *Croup"); Typhoid fever {never report

" . ¥
“Typhoid pneumonia'’); Lobar pneumania; Broncho-

preumenie (“Pneumonia,” unqlia.l_iﬁed, is indefinite);

‘Tuberculosts of lungs, meninges, . peritonasum, otoi,
Carcinoma, Sarcoma, ete., of........-..,................;..(l_mm?a-
origin;*‘Cancer”is less definite;avoid use of “Tumor"
for malignant neoplasma); Meagles; Whooping cough;
Chronic valvular heart disease; Chronic tnterstitial
nephritis, etc. The cont,ributo;y-‘(seconda.ry' or in-
tercurrent) affection need not be-stated unless im-
portant. Example: Measles (di;sa_a.seca.usixig:deatll),
29 ds; Bronchopneumonia _(secondary), ‘10 ds.
Never roport mere symptoms or terminal conditions,
sueh as ‘“Asthenie,’’ ‘‘Anaemia’ {merely symptom-
atie), ‘‘Atrophy,” “Collapse,” - *Coma,” “Convul-
sions,” *‘Dehility” ('‘Congenital,” “Sanile,”" eote.),

“Dropsy,” “Exhaustion,” ‘Heart failure,”’ “‘Haem-
. orrhage,” “Inanition,” {‘Marpsmus,” “0ld age,”
“Sheek,”. “Uraemia,’ “‘Woakness,” ete., when a

definite .disease can he ascertained as the cause.
Always qualify all diseases resulting from child-
birth .or miscarriage, as ““PUERPERAL- seplichaemia,’
“PUERPERAL perilonilis,” eto. -State gause for
which syrgical operation ‘was undertaken. For
VIOLENT DEATHS state MEANS oF INJURY and qualify
a8 ACCIDENTAL, SUICIDAL, OR HOMICIDAL, or Aas
probably such, it impossible to determine,definitely.
Examples: Accidental .drowning; siruck by ratl-
way * irain—accident;  Revolver wound of head—,
homicide; Poisoned by earbolic acid—probably su"'i@,ic.. .
The nature of the injury, as fracture of skull, ard
consequences (e. g., gepsis, felanus) may be stated
under the head of “*Contributory.” (Recommenda-
tions on statement of cause of death approfed--.\by
Committee on Nomenclature of the Amierican

. Medical Association.)
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