MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF DEATH : ‘EP‘;Q,‘ N
COUDEY. vt eeeeeos e sen e Refistration District No......

S i ST m.“azh?”g?

should stata

2, FULL NAME........cccooinvnevcernrenscbonren Lo MmO, bee™f
) Resid N PO P TSI, G108 SR St
(e (Usual pla:e of abode) Li N {If nonretident give city or town and Suu)
Length af residence in city or town wherg denth ocomred . mos. ,ds. How loed in U.S., il of foreidn birth? . maa. ds.
PERSONAL AND STATISTICAL PARTICULARS / ) MEDICAL CERTIFICATE OF DEATH

4. COLOR OR RACE

5. SinsLe, Marrttp, WIDOWED OR 16. DATE OF DEATH (MONTH' DAY AND YEAR)/)P//O-V

MYORCED (writs the word)

Sa IF Mnnmzn wlnowm. or Dwvorcen

be properly classified. Exact statement of QCCUPATION is very important.

y supplied. AGE should be stated EXACTLY. PHYSICIANS

o
1o
Q
Q
w
1o
[
4
Lk
=
=
o
a
HUSBAND A
g < (or) WIFE or . ﬂutlhsiw M alire
3 ‘.ﬂ - denth oocurred, on (ke date stated above,
Z 0 6. DATE OF BIRTH (MONTH, DAY AND YEAR) MOG\MM
z I 7. AGE Years Monrus Davs I LESS than 1 ||
= -~ [ S— -,
2 7 W S J i
g ¥ 7
> E 8, OCCUPATION OF DECEASED 5’
5 {n) Trade, prolession, or ) 11
&= a8 (b) Geoeral catre of bndusiry, : i CONTRIBUTORY........ oo oov oo reeemnveeesseeseesesssessssmmssssessemsms s
Z a brtiness, o7 establishment in (sEconpamY) *
g b 3 which employed (or employer) | TUURPTUSTRUOIE WOTO OO
< g b E (c) Neme of employer - -
= g 18. Wm WAS CONTRACTED
hn
E 2 - 9. BIRTHPLACE (cITY oR Ay e or DEATHL., e
;’ g (STATE OR COUNTRY)
H e S Dm TION PRECEDE DEA’
™ i 1o Name oF FATHIRGS ) e i@ Gé:arv\ f)\
5 3 E- ’ ST WAS THERE AN AUTOPSYY : “Q
a ’?‘
z 5 § g 11. BIRTHPLACE OF FA or 'rotm) O SO WHAT TEST CONFIRM nst ..........
E Eg z (STATE OR COUNTRY) /L/\/L.»ck._.. : (&M)% V‘b«-" LMD
5= 2 Sean 9\‘ dlress VM\.
W S || ] 12 MAIDEN NAME oF MOTHER Yome Asfh 1N 199 s 28 g, W</
= °m ) PLACE OF MOTHER ({ITY OR TOWN)...o.oooooeeeeeeeesa o ) i *State the Dpszasnm Caveng Drath, or in desths from \xc:.x:ﬂ Cavacs, state
g He 13. BIRTHPLAC 4 (1) Mnars axp Nartomw or Ixsuar, and (2) whether Accoewul, Buicipaz, or
23 (STATE Ok COUNTRY) Houomaz.  (Seo reverze side for additional epace.)
E: " R Wt o WP . OF BURIAL, CREMATION, OR RE| TE O.RBURIAL
. @0 ' '
: fa : : 3 19@
‘] 34 '
2 ap 15, o UNDERTAK ADDRESS
e . 77?a4. égv‘@wa _____ ?7 Fp W a7 _
/.
;o




Revised United States Standafd
Certificate of Death

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

Statement of Occupation.—Precise statement of
ocoupation is very important, so that the relative
healthfulness of various pursuita can be known, The
question applies to each and every persen, irrespoo-
tive of age. For many ocoupations a single word or
torm on the first line will be sufficient, e. g., Farmer or
Planter, Plysician, Compositor, Architect, Locomo-
tive Enginecr, Civil Engineer, Stationary Fireman, ete,
But in many cases, 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,
apd therefore an additional line is provided for the
latter statement; it should be used only when needed.
As examples:™(a) Spinner, {(b) Cofton mill; (a) Sales-
man, (b) Grocery; (o) Foreman, (b) Aulomobile fac-
tory. ‘The material worked on may form part of the
gecond statement. Never roturn “Laborer,” “Fore-
man,” “Manager,” ‘‘Dealer,” eote., without more
" precise specification, as Day laborer, Farm laborer,
Laborer— Coal mine, ste. Women at home, who are
engaged in the duties of the houseliold only (not paid

-t

Housekeepers who recsive a definite salary), may be -

entered as Housewife, Housework or Al home, and
children, not gainfully employed, as At school or At
home. Care should be taken to report specifieally
the ocoupations of persons engaged in doniestie
servioe for wages, as Servant, Cook, Housemaid, eto.
It the oceupation has been changed or given up on

agocount of the DISEABE CAUSING DEATH, atate ocomn- -
If rotired from busi- ¢
Farmer (re-.

pation at begiuvning of iliness.
ness, that fact may be indieated thus:
tired, 6 yrs.) For persons who have no occupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the DISBABE CAUSING DEATH (the primary affestion
with respeet to time nnd causation), using always the
samo scoopted term for the samo disease. Examples:
Cerabrospinal fever (the'only definite synonym is
“Epidemic cerebrospinal meningitis”); Diphtheria
(avoid use of “Croup™); Typhoid fever (naver report

-

- 29 ds.;

“Typhoid pneumonia'); Lobar pneumonié;' Broneho-
preumonia (“Pneoumonia,’” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sercoma, ote.,of . . . . . . . (name ori-
gin; “Cancer’ is lesa definite; avoid use of “Tumor”
for malignant neoplasma); Measles; Whooping cough;
‘Chronic valvular heart disease; Chronic inferstilial
nephritis, ete. The contributory (secondary or in-
terourrent) affection need not be stated unless im-
portant. Example: Measles {disease causing death),
Bronchopneumonie (secondary), 10 ds.
Never report mere symptoms or términal conditions,
such as ‘“‘Asthenia,”” “Anemia” (merely symptom-
atic), “Atrophy,” ‘‘Collapse,” “Coma,” “Convul-
sions,” “Debility’* {‘‘Congenital,” ‘‘Senile,” ete.},
“Dropsy,” “Exhaustion,” *‘Heart failure,” “Hem-
orrhage,” *Inanition,” ‘‘Marasmus,” ‘“0ld age,”
“Shock,” ‘‘Uremia,” ‘‘Weakness,” eto.,, when a
definite dizease can be ascertained as the ocause.
Always qualify all diseases resulting from child-
birth or miscarriage, as “PULRPERAL seplicemia,”
“PUERPERAL peritonilis,” ete.  State cause for
which surgieal operation was undertaken, For
YIOLENT DEATHS state MEANS oF INJURY and qualify
a8 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, OF a8
probably such, if impossible to determine definitely.:
Examples: Accidental drowning; siruck by rail-
way Irain—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (o, g., sepsis, telanus), may be stated
under the head of *Contributory.” (Recommenda-
tions on stat.ament of cause of death approved by
Committee " on Nomanolatura of the American
Medical Assooiation.) = -

Nore.—Individual oMices may add to above list of undesir-
able terme and refuse to accept certificates containing them.
Thus the form In use in New York Clty states: “Certificates
will be returned for additionsl information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, callulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitls, phlehitls, pyemia, septicomla, tetanus.’'
But genernl adoption of the minimum list suggested will work
vast improvement, and its scope can’ be extended at o later
date. .
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