1.. PLACE OF DEATH

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS ‘ .
CERTIFICATE OF DEATH s

District No. .

Begistration District Ne.....

() Besidence. No./f. St
(Usual place of abode)

Lendth of residence in city or town where denth oncmed / s,

* {If nonresident give city or town and State)
ngd in U.S., if of farcign birth? e oS, ds.

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. SEX

4. COLQR OR RACE

5. SINGLE. Mar

0, WIDOWED OR || 1o DATE OF DEATH (HONTH, DAY AND YEAR) /(7""(4/ 2 w2 /

5A. I MarriED, WIDOWED, OR Divokeen
HUSBAND or
{or} WIFE or

DIYORCED (: xh&urd) -
\S—(/Jzt_ﬂ{ ; 17.
7
v A EERESY
/,?/-

Y, CERTIEY, That 1

u?

ll:alllutnwhm-

\ .
6. DATE OF BIRTH (MONTH, DAY AND \'W7/km

7. m gxs j/' MonTHs l Davs

1 LESS than 1 \
day, ... brs.
;'L""'"’"“h'

8. OCCUPATION OF DECEASED
(a) Trade, prolession, or

T ke "L\(@

ITH UNFADING INK---THIS IS A PERMARQENT RECORD

particalar kind of wark ......... o \L
(b} General natare of indasiry, . B .
business, or establishment in ; {SECONDARY)
which employed (or employer) Drmreersmnmenntint L seg e ene Rpesen racns ) b . P L M da,
(¢} Nams ol employer .
18. WHERE WAS D|
9. BIRTHPLACE {cITY OB } vavns esans vammorencesgas san sekeent b AR R R b v e IF NOT AT PLAGE OF DEATHY.

{STATE OR COUNTRY) MW@LA/L_/

Dip AN OFERATION PRECEDE DEATHM.......... DATE OF..ociiaiicnnnirsnsiensissssiscien

WRITE PLAINLY,

10. NAME OF FATHER

WaS THERE AN AUTO

11 BIRTHPLACE OF FATHER (aty
(SYATE OR COUNTRY)

"%y,u

12. MAIDEN NAME OF MOTHER

PARENTS

e s Colg oo f a7

13, BIRTHPLACE OF MOTHER (CITY G TOWN).....oiromreonrererereracenee e

*Stata the Dmm Catmroe Daata, or {n desths from V:uu:r! Cavnes, stats
) Mzixs amp Natvem or Drovey, and (2) whether Accoowwrar, Btrcmar, or
oaicoil-  {See reverso side for additionsl space.)

DATE OF BURIAL

N. B.—Every item of information should be carefully supplied. AGE should bo stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION s very important.

e Dy wd/

- 19\P|.9c OF BURIAL, CREMATION, OR REMOVAL
,/EJ Ll O/
ADDRESS

:)- Ul ,,[j;} A V%ﬁ‘/;glb/ézu

_J-// B




i “.
Y I

Revised United States Standard o

Certificate of Death

(Approved -by U, 8, Census and -Amerfean Public Health
Association’) o

Statement of Occupation.—Preoiso statement of
oceupation is very important, so. thit the relative
healthfulness of various pursuits eaan be known. ' The
question applies to éach and every person, irrespec-
tive of age. For many oecupations a singls word or
term on the first line will be sufficient, o. g., Farmer or
Flanter, Physician, Composilor, Architect, Locomo-
tive Engineer, Civil Enginecr, Statwnaru Fireman, eto.,
But in many eases, especially in industrm.l employ-
ments, it is necessary to know (a) the kind of work - -
-and also () 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 exomples: (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; (a) Foreman, (b) Automobile fac-
tory. The material ‘worked on may form part of the
second statement. Never returp “*Laborer,” *“Fore-
man,” "Ma.nager." “Dealer,” oto., without more
pracise specification, as Day laborer, Farm laborer, .
Laborer— Coal mins, ete. Women at home, who are
ongaged in the duties of the household only (not paid
Houseckeepers who receive a deflnite salary), may be
entered as Housewlfo, Hougework or At home, and

. ohildren, not' gainfully employed, as At school or Al
kome. Care should be taken to report specifleally
the ocoupations of persons engaged in domestio
service for wages, as Servant, Cook, Housemmd oto.
If the ocoupation has been changed-or given up on :
aocount of the pismABR causiNG DEATH, state ocou- '
pation at beginning of illness. If retired from busi-
ress, that faet may be indieated thus:* Farmer (re- -
tired, 6 yrs.) For persons who have no occupatlon
whatever, write None,

Staterment of Cause of Death. —Name. first,
the piBEASE CaUBING DEaTH (the primary affection:
with respeot to time and causation), using always the
same acoepted term for the same disease. Examples:
Cerebrozpinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis™); Diphtheria
{avoid use of “Croup”); Typhoid fever {never report

L
)
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!

"Typhoid pneumonia'); Lobar pneumonia; Broncho-

. pneumonie (“Pneumonia,” unqualified, is indofinite);

Tuberculosis of lungs, meninges, perifoneum, eto.,
Carcinoma, Sarcoma, eto.,,of . .-. . ., . (name ori~
gin; “Canccr”-is less definite; avoid use of “Tumor”
for ma.hgnant. ueoplnsma) Meaaslss; Whooping cough;
Chronic valvilar heart dissase; Chronic snterstitial
. nephritis, etc.. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Exampls: Measles {disease cansing death),
29 ds.: Brpnchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as “Asthenia,” “Anemia” (merely symptom-
atic), ‘Atrophy,” “Collapse,” “Coma,” “Convul-
sions,”” i Debility” (*Copgenital,”” “Senile,” . ato.),
“*Dropsy,” *‘Exhaustion,” *‘Heart failure,” *‘Hem-
orrhage,” “Inanition,” “Marasmus,” “Old age,”
“Shoek,” *“Uremia,” “Weakness,” eoto., when &
definite. disease can be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, as “PUERPERAL septicemia,”
“PURRPERAL perilonilis,’” ete. State ocause for
which surgical operation was undertaken. ¥or
VIOLENT DEATHS state MEANS OF INJURY and qualify
8S  ACCIDENTAL, SUICIDAL, OF HOMICIDAL, Of B8
probably sueh, if impossible to detefmine definitely.
Examples: Accidental drowning; siruck by rail-
way train—accident;: Revolver wound of head--
homicide; Poisoned by carbelic acid—probably suicids.
The nature of the injury, as fraoture of skull, and
gonsequences (e. g., sspsis, letanus), may be stated
under the head of “Contributory.” {(Recommenda-
tions on statement of cause of death approved by
Committes  on Nomenelature of the Amarican
Medwal Association. )

‘.

Norn.—Individual offices may add to above st of undesir- -
able terms and refuse to accopt cortiflcates containing them.
Thue the form In use In New York Clty states: “Qertificatos
will be raturned for additional informatfon which glve any of
thy tollowing diseases, without explanation, as the sole cause
of death: Abortlon, cellulit!s, childhirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitls, miscarriage,
necrosis, peritonitis, phlebitls, pyemia, septicemla, tetanus.’
But general adopiion of the minimum list suggestod will work
vagy improvement, and Its scops can be extended at a later
date.

ADDITIONAL BPACE FOR FURTHER STATBMENTS
BY PHYBICIAN.



