YLy lapolang.

o I3 L ANVTIN

MISSOURI STATE BOARD OF HEALTH

'BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

2, FULL NAME.......

(a) Reaidence. No..
(Usual place of lbode)

Length of residence in city or tewn where death occarred Ty

(Ifnnnres:dent give city or town and State)
ds. How long in .S, if of foreign hirth? 3. has. ds.

PERSONAL AND STATISTICAL PARTICULARS

5/ MEDICAL CERTIFICATE OF DEATH

nz|

o

5. SINGLE, MARRIED, Wmo s:non

YQRCED (torits thew J

Sa. IF MARRIED. WmmlEn. oR DIWRCED
(oa) WIFE or

16. DATE OF DEATH (MONTH, DAY AND vzm)m 22 v/

EBY CERTIFY, That I att

N m"‘?’ ....... il

/ /p -
ihat 1 saw l: M n!ive on. .&? L]
death , on the date siated above, al...

6. DATE OF BIRTH (MONTH, DAY AND YEAR)

48

7. AGE YEARS MoNTHS ‘ Dars

8. OCCUPATION OF DECEASED
(s} Trade, profession, or
pariicnlar kind of work ............. L Ll
(b) General natore of industry,
busincas, ar estghlishment in
which employed {or empl_nnl‘)....................... .
(c) Neme of employer

9. BIRTHPLACE (CITY OR TOWN} rivvvrirrenieaeeimensnrsneneanes
(STATE OR COUNTRY)

CAUSE OF DEATH?* was As FOLLOWS:

10. NAME OF FATHER
@ | 1. BIRTHPLACE OF FATHER (ciry on T ST - RN
= (STATE OR COUNTRY)
u -
< | 12. MAIDEN NAME OF MOTHER Rl ]
. HPLACE OF MOTHER {cITY or TowN ;:// . *Biste the’ Dszasa Cavemng Drate, or in deaths from Vierewr Cavazs, state
13. BIRT { b : (1) Mraws avo Narvss or Tnover, sad (2} whether Accmarmat, Boscmar. or
(STATE oR Hoxtemoal.  (See reverse stde for additional space.)
1
tiroruant .95 ) ﬁucz OF BURIAL, CREMATION, DR REMOVAL | DATE OF B
(Address) M 15 ﬂ/
15. 0. UND

FILED!"'g .

I WA }if/ ,

vz

A




Revised United Stateslﬁs‘fandard
Certificate of Death

(Approved by U. 8. Census and American Public Health ..

_ “Assoclation.)

~

Statement’ of Occupatxon.—Preclse statément of
occeupation is very jn ortant, so that the relative
healthfulness of variois pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a singlo word or

term on the first line will be sufficient, 6. g., Farmer or

Planter, Physician, Compositor, Architect, Locomo-'
tive Engmeer, Civil Engmeur. Smtwnary Fireman, ete.”

But in many ecases, aspeoml]y in indusirial employ-
ments, it is necessary to know (z) the kind of work
and also (b) the nature of the business or industry,
and therofore an additional line is provided for the
latter statement; it should be used only when noeded.
As examples: (a) S;pmmr. (&) Cotion mill; (a) Sales-
man, (b) Grocery; (a) Foreman, (b)~Aitomobile fac-
tory, The material worked on may form part of the
socond statement. Never returp “Laborer,” *‘Fore-
man,” “Muanager;” “Dealer,”” eto., without more
precise specifioation, a8 Day leborer, Farm laborer,
Laborer— Coal mine, oto. Women at home, who are

engaged in the daties of the household only (not paid -

Housekeepers who receive a definite salary), may be
entered as Houséwife, Housework or At kome, and
children, not gainfully employed, as Al school or At
home.
the occupations of persons engaged in domestio
service for wages, as Servant, Cook, Housemaid, eto.
If the occupation has been changed or given up on
account of the DIBEABE CAUSING DEATH, state occu-
pation at beginning of illness.
ness, that fact may be indicated thus Farmer (re-
tired, 6 yrs.) For persons who have no occpation
whatever, write None. 3
Statement of Cause of Death. —Na.mé‘ first,
the DISBABR CAUSING DEATH (the primary affection
with respeot to time and eausation), using always the
same acoepted term for the same disease. Examples:
Cerebrogpinal fever (the only definite synonym is

“Epidemic eersbrospinal meningitis); Diphtheria-

(avoid use of'*Croup”); Typhoid fever (never report

Care should be taken to report specifically .

If retired from busi--

a7

* “PUERPERAL : perstonilis,” eto,

sl "
. ETMEHAY 1%

—— ?

“Typhoid pneumonia”); Lobar preumonia: Broncho-
pneumonia (“Preumonia,” unqualified, is indefinite);
Tubsrculosis of lungs, meninges, pcriloneum, oto.,
Careinoma, Sarcoma, ote.,of . . . . . ... (name ori-
gin; “Caneer” is less definite; avoid use of *Tumor’’
for malignant neoplasma); Measles; Whooping cough;
Chronic valvular hearl diseasc; Chronic interstitial
nephritis, ete. The contributory (secondary or in-
tercurrent) affootion need not be stated unless im-
portant. Example: Measles {disoase causing death),
29 ds.: Bronchopneumoma (secondary), 10 ds.
Never report mere aymptoms or terminal econditions,
such a8 *“‘Asthenia,’” “Anemia” (merely symptom-
atie}, ““Atrophy,” “Collapse,” *Coma,” *Convul-
sions,” “‘Debility” (“Cobgenital,” *“Senile,” etc.),
“Dropsy," "Exha.ustion." “Heart failure,”" ‘‘Hem-
orrhage,” “Inanition,” *“Marasmus,” "“0ld age,”
“Shock,” ‘Uremia,” **Weakness,” oto., when a
definite disease can be ascertained as the -cause.
Always qualify all diseases resulting from ohild-
birth or miscarriage, as “PUERPERAL seplicemia,’
) State oause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS oF INJURY and qualify
88 ACCIDENTAL, BULCIDAL, Or HOMICIDAL, OF a8
probably such, if 1mposs:_ble to determine definitely.
Examplea: Aeccidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicida; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
eonsequences (o, g., sspsis, lelanus), may be stated
under the head of “Contributory.” (Recommenda-

tions on atatement of cause.of death approved by .

Committes on Nomenclature of the American

Medieal Association.)

No're.—Indlvidual offices may add to nbi;ve Ust of undesir-

able terms and refuse to accept certificates containlng them. -

Thus the form in use In New York City atates: *'Certificatos
wIil be returned for additional Information which glve any of
the following diseases, without explanation, as the sole cause
of death: Abortion, celiulitis, childbirth, convulsions, hemor-
rhage, gangrens, gastritls, erysipelas, menlngitls, miscarriage,
necrosls, peritonitis, phlebitis, pyemia, septicemia, tetonus.”
But general adoption of the minimum list suggested will work
vast improvement, and its ecope can be extended at s lator
date,

ADDITIONAL BPACE FOE FURTHER STATEMANTS
BY PHYBICIAN.

-
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Revised United States Standafci
Certificate of Death

(Approvcd by.U. 8. Census and Ameri(‘an Public Health

Association. )

Statement of Occupation.—Precise statement of

occupation is very important, so that the relative’

healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many occupations & single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, -Architect, Locomo-

tive Engineer, Civil-Engineer, Stationary Fireman, etc.

But in many eases, espeeially in industrial employ-

. ments, it is necessery 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) Cotton mill; (a) Sales-
man, {b) Grocery; (a) Foreman, (b) Automoebile fac-

tory. The material worked on may form. part of the.

second statement. Never return ‘‘Laborer,” “Fore-
man,” “Manager,” ‘‘Dealer,” eta., without more
Precise specification, as Day laborer, Farm laborer,
_ Laborer—Coal mine, ete. Women at home, who are
.ongaged in the duties of the household only (not paid

Housekeepers who receive a definite salary), may be .

entered a3 Housewife, Housework or At home, and
children, not gainfully employed, as A¢ school or At
home,
. the ocoupations. of persons engaged in domestm

serviee for wages, as Servant, Cook, Housemaad eta. -
If the cocupation has been changed or given up on

account of the DISEABE CAUBING DEATH, state ocou-
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 DIsBASE CAUSING DEATH (the primary affection
with respect to time and causation}, using always the
same accepted term for the same disease. Examploes:
Cerebrospinal fever (the only definite synonym is
““Epidemio cerebrospinal meningitis”); Diphtheria
(avoid use of ““Croup”); Typhoid fever (never report

Csare should be taken to report specifically

i

‘Committes on

“Typho:d pnaumoma”) Lobar pneumonia; Broncho-
pneumonia (‘‘Pneumonia,” unqualified, Is mdeﬁmte),
Tuberculosis of Ilungs, meninges, peﬂ.taneum. oto,,
Carcinoma, Sarcoma, ete., of.......... (name ori-
gin; ‘‘Cancer”’ is less definite; avoid uge of *Tumor”’
for malignant neoplasma); Measles, Whooping cough;

- Chronic valvular heart disease; Chronic tnterstitial

nephritis, ete. The contributory (secondary or in-
tereurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.

- Never report mero symptoms or terminal conditions,

such a.s “Asthenia,” ‘‘Anemia’” (merely symptom-
atie), * ‘Atrophy,” *Collapse,” *“Coma,” “Convul-
sions,” “‘Debility’”’ (“‘Congenital,” *‘Senile,” ete.),
“Dropsy,” ‘‘Exhaustion,” “Heart failure,” *“Hem-
orrhage,” ‘‘Inanition,” “Marasmus” “Qld age,”

" “Shock,” {'Uremia,”” “Weakness,” ete., when a
. definite disease oan be ascertained as the couse.

Always qualify all diseases resulting from child-
birth or miscarriage, &5 “PURRPERAL septicemia,"
“PUERPERAL peritonilis,” eto. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS staté MEANS oF INJURY and qualify
88 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, Or &g
probably such, if impossible to determine definitely.
Examples: Accidenial drowning; struck by rail-
‘waey train—accident; Revolver wound: of head—

homicide, Poisoned by carbolic acid—probably suicide.

The nature of the injury, as fracture of skull, and
consequeonces (e. g., sepsis, lelanus), may be stated
under the head of ““Contributory.” (Recommenda-
tions on statement of cause of death approved by
Nomenclature of the Amerienn
Medical Associa.t!on )]

Nore.—Individual offices may add to above list of undesir-

"able terms and refuse to accept certificates containing them.

Thus the form in use In New York City states; ' Certificato,
will be returned for additional information which glve any of
the following discases, without explanation, as. tho sole causo
of death: Abortion, cellulltis, childbirth, convulsions, hemor-
rhage, gangrone, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, sopticemia, fetantus.”
But general adoption of the minimum list suggested will work
vast improwv amant and its scope cant be eoxtendad ab a ldtBl‘

date.

ADDITIONAL BPACH FOR FURTHEN BTATBMENTB
BY PHYBICIAN,



