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1. PLACE

2. FULL NAM

(a) B No.
{Usual place of abode) -
Length of residente ln cily or town where desth cccurred

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

n District No..

(II sonresident give ¢ity or town and State)
How Yong in V.S, if of lareign birth? Fra. mos.

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

/

Z 4, CQLO CE 5. SinGLE. MarmiED, WIDOWED OR
% W .T m(wﬂu the word) * /I

5a. IF MarRIED, WIDO'I'En. or DivorcED

HUSSANE
(om) WIFE or ﬂ
»
6. DATE OF BIRTH (MONTH, DAY AND Ym)/ma /m
7. AGE ’ Dm 1f LESS then 1
da:, J— ..hn.

pya

’7%

ihat I last saw b............

CCUPATION OF DECEASED

Mw/

(s} Trade, prolessian, o¢
rerticelar kind of work ..
(b) Geasral natore of hﬂnslry
buzinesy, or establishment in
which employed (or :ma_hm

(¢) Name of emﬁhy_u

8. BIRTHPLACE (CITY OR TOWN) .
(STATE OR COUNTRY)

i
16. DATE CF DEATH (MONTH, DAY AND YEAR)
17.
EBY CERTIFY, Thitl

7 ES N R P >

(SECONDARY)

10. NAME OF FATHERW’ M"T%f
;1_) 11. BIRTHPLACE OF FATHER (cry DRTOI'H).
E (STATE OR COUNTRY) . (Sigmed)... ’

E 12. MAIDEN NAME OF MOTHER S~ B (Mdres) oz ﬁfmw ’7/@
5 BITTLACE O MOTHER (o on oy e, 5 0 D5 o D, L o Yoo G e
{STATE R COUNTRT) P Howmicmar.  (Soo reverso gide for additional space.) '

" ﬁmz i 19, PLACE G BURJAL, CREMATION, OR REMOVAL | DATE F BURIAL
‘“"‘”’ 7 MM é 77w/
1s.

VD o Dlee B BV,




T

Revised United State; 'Sténdafci
Certificate of Death"

(Approved by U. 'S, Census and American Public Heaith
Associatdon )
L

Statement of Occupation.—Preeise statement of
ocoupation is svery important, so_that the relative
healthfulneds gl various pursuits can be known. The
question apphes to,each and every person, irrespec-
tive of age. For many occupations a single word or
term on the first line will be sufficient, o. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Enginecr, Stationary Fireman, ete.
But in many ocases, espeeially in industrial employ-

ments, it is necessary to know (a) the kind of work-

and also (b) the nature of the business or mdustry,
and therofore an additional line is provided for the
latter statement; it should be used only when needed.
As examples: (g} Spinner, (b) Cotlon mill; (a) Sales-
man, (b) Grocery; {(a} Foreman, (b} Automobile fac-
tory. The material worked on may form part of the
gecond statement, Never return “‘Laborer,” “Fore-
map,” “Muanager,” “Dealer,” ete., without more
precise specificatioh, as Day laborer, Farm laborer,
Laborer— Ceal mine, eto. Women at home, who are
engaged in the duties of the household only (not paid
Housekeepers who receive a definite salary), may be
entered as Housewife, Housework or At heme, and
children, not gainfulty employed, as At school or ‘At
home, Care should be taken to report specifically
~ the ocoupations of persons engaged in domestie
serviee for wages, as Servant, Cook, Housemaid, ete.
If the oceupation has been changed ot given up on
account of the p1sEAsE cavsiNGg DEATH, state ooeu-
pation at beginning of illness. - If retired from busi-
ness, that-faet may be indicated thus: -Farmer (re-
tired, 6 yra. ) For persons who have no occupatlon
whatever, write None, -
Statement of Cause of Death.—Na.me, firat,
the DIBEASE CAUBING DEATH (the primary affection
with respeet to time and esusation), using always the
same acoepted term for the same disease. Examples:
Cerebrogpinal fever (the omnly definite synonym is
“Epidemioc cerebrospinal meningitis”); Diphtharia
{avoid use of ““Croup™); Typhoid fever (nover report

-C’arcmoma, Sarcoma, ete., of .

" “Typhoid pneumonia’); Lobar p_nsqménia; Broncho-

prreumonia (“Prneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, pcritonsum, eta.,
. (name ori-
gin; “Cancer” is ioss deﬁmte a.vo:d use of “Tumor"
for malignant neoplasma); Measlss; Whooping cough;

.Chronic valvular heart dissase; Chronic inierstitial

nephritis, eto.” The contributory (secondary or in-
tereurrent) affection meed not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchepneumenia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as *‘Asthenia,” “Anemia” (merely symptom-

_atie), “Atrophy,” “Collapse,” '‘Coma,” “Convul-

sions,” “‘Debility” (*Congenital,”” “Senile,” eto.),
*Dropsy,” “Exhaustion,” “Heart failure,’”” “Hem-
orrhage,’” “Inanition,” “Marasmus,” “0Old age,”
“Shock,” *Uremia,” ‘Weakness,” eto., whoo a
definite disease can be ascertsined as the cause.

Always qualify all diseases resulting from child-

birth or miscarriage, as “PuERPERAL seplicemia,”
“PUERPERAL peritoniiis,”’ eto. State oause for
which surgieal operation was undertaken. For
VIOLENT DEATHS 8tate MEANS or INJURY and qualify
83 ACCIDENTAL, BULCIDAL, OF HOMICIDAL, OF a3
probably sueh, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way train—accident; Revolver wound of hegd—
homicide; Potsoned by carbolic acid—probably suicide.
The nature of the injury, as fraeture of skull, and
oonsequences {e. ;
under the head of “Contributory.”
tions on statement of cause of death approved by
Committes on Nomenclature of the American
Moedieal Associntion.)

Norer.-—Indlvidual ofices may add to above list of undesirs

able terms snd refuse to accept certificates contalning them,
Thus the form {n use in New York Olty states: ‘“Ceartificates
will be returned for additionat information which give any of
the following diseases, without explanation, as the sole causo
of death: Abortion, cellutitls, childbirth, convuisions, hemor-

rhage, gangrene, gastritis, erysipelns, meningitis, mlscarriage, )

nocrosis, peritonitis, phlebitis, pyemia, septicemia, tetanus,'
But general adoption of the minimum list suggested will work

vast improvement, and its scope can be extended it & later

date.

ADDITIONAL BFACE YOR VURTHER BTATOMENTS
BY PHYBIOIAN,

g., sepsis, telanus), may be stated
(Recommenda- -




