MISSOURI STATE BOARD OF HEALTH
‘BUREAU OF VITAL STATISTICS o
CERTIFICATE OF DEATH L}
1689229

1. PLACE OF DEATH

- (Il' nonresident give city or town and State)

Length of reaidence in city or lown where death occrrred . P How lang In U. 5., if of foreign birih? . mos. ds.
PERSOMAL AND STATISTICAL PARTICULARS 2 MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR RACE | 5. SineLé, MarRteD, Wipowsn ok || W
hd - 16. DATE OF DEATH (umm-l DAY AND YEAR) 19
Wb | (AX | ZFTTT N AT
Sa. Ir M w 5 | HEREBY CERTIFY, Thetl frem .. ... Ao
eRalED: Wipow=D. oa Di . - PR 1y 2% 2 il 19.2.3%
(o%) WIFE oF . Ihillu!-wh.‘—m .:m,..n 7‘«7( “ qm.k?rf.lndlhl
N denth 1, on (be date stoted shore, ot 7,...... & @i ..o
5. DATE OF BIRTH (woNTH, DAY AMD """’M 20m /99 0 THE CAUSE OF DEATH® was a5 routoms: ’
7. AGE YEARS MONTHS ﬁ.\'ﬂ If LESS (han 1 .
day, o.....hre.
_l L 7 / # O e D
i
8. OCCUPATION OF DECEASED @ lf
{a) Trade, profession, or g T R l .
porficntur Kind of WOtk ..........coo. oo oeesreeeereeseeseneememeeee o fre b
() Gonersl patore of indostry, CONTRIBUTORY ... &7l A e,
hasiness, er establishment in ¢ )

* which employed (or emplayer)...........,

(c) Name of cmployer
18. WHERE WAS DISEASE CONTRACTED
9. BIRTHPLACE (CITY 0 TOWN) %/ S — Y Y %«4 /{‘—U
st UG
(STATE OR COUNTRY) . D /g Mﬁ/z

a DID AN OPERATION PRECEDE DEATHY.. feketf, Dateor.. .t/ ¢

10. NAME OF FATHER Z W M@ |
ddA-  WAS THERE AN AUTOPSYZeureodo L5 et veeee e e e e reese s

11. BIRTHPLACE OF FATHER (cm@n) WHAT TEST CONFIRMED DIAGNOSISI......
(SYATE OR COUNTRY) (Sigosd)... '74

12. MAIDEN NAME OF MOTHER dz " 2;} ﬂ_,ﬁ@ \5749 ml‘l-(Aaa:W)

13, BIRTHPLACE OF MOTHER {crry o= *Hiate the Dmrisa Cu:mm Dzatn, or io deaths froen Vieren® Cuvszs, state
E ?eM (1) Mrmaxa axp Natume or Imonr, and (2) whether Accwmrrar, Swcmal; or
Homteroan,  (Beo reverse sido for additional gpace.)

PARENTS

ls.f OF BURIAL, CREMATION, OR REMOVAL DATE OF BURIAL

/ljéuu.o f@;%z Ly 1,"
oo g sl




Revised United States Standard
Certificate of Death

{Approved by U. 8. Oensus and American Public Health
Assoclation.] .

Statement of Occupation.—Precise statement of
oooupation {s very Important, so that the relative
healthfulness of various pursuits oan be known. The
question applies to eaoh and every person, Irreapec-
tive of age. For many ocoupations s eingle word or
torm on the first line will be sutficient, 6. g., Former or
Planier, Physician, Composilor, Archilec, Locomo-
tive engineer, Civil engineer, Stationary fireman, eto.
But In meny oases, especially in industrial employ-
ments, It {s 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 examples: (o) Spinner, (b) Colton mill; (a) Sales-
man, {b) Grocery; (a) Foreman, (b) Aulomobile fac-
tory. The materisl worked on may form part of the.
second statement. Never return ‘‘Laborer,” *Fore-
man,” “Manager,” “Dealer,” eto., without more
precise epecification, as Day laborer, Farm laborer,
Laborer— Coal mine, eto. Women at home, who are
engaged In the duties of the household only (not paid
Housekeepers who roceive’s definite salary), may be
ontered as Housewifs, Housewoerk or At home, and
ohildren, not gainfully employed, as At school or Al
home. Care should be taken to report spegiﬁcail_y
the oooupations of persons engaged in domestic
. servioe for wages, aa Servant, Cook; Housémaid, oto.

If the ocoupation has been changed or given up on .

account of the DISMABE CAUBING DEATH, state ocou-
pation at beginning of illness. If retired from busi-
ness, that fact may be Indicated thus: Farmer (re-
tired, 8 yra.) For persons who have no cocupation
whatever, write None. oL
Statement of cause of Death.—Name, first,
the DISBABE cATBING pBATH (the primary affection
with reapect to time and causation), 'uslng nlways the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite syponym ia
*Epidemis oerebrosplnal meningitls’); Diphtheria
(avold use of **Croup”); Typhoid fever (nover report

FTRAAAS v
“Typhotd paeumonla™) i~ Lob4F preumonia; Broncho-
preumonia (“Pneumonia,” unqualified, is Indefinite);
Puberculosia of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ete,, of ..........(name ori-
gin; *“Canoer’’ i3 losa definite; avoid use of “Tumor"’

_ for malignant neoplasms); Measles; Whooping cough;

Chronic valvular hearl disease; Chronic interslitial
nephrilis, ete. The contributery (seoondary or in-
tereurrent) affeotion need not be stated unless im-
portant. Example: Measles (disease oausing death),
29 ds.; Bronchopneumoniac (secondary), I0 ds.
Never report mers symptoms or terminal conditions,

-guoh a8 ‘‘Asthenia,” ‘‘Anemia’ (merely symptom- '

atio), “Atrophy,” “Collapse,” “Coms,” *‘Convul-
slons,” ‘‘Debility” (“Congenital,” ‘‘Senile,” ete.),
“Dropsy,” “Exhaustion,” *Heart failure,” “Hem-
orthage,”” ‘‘Inanition,” ‘‘Marasmus,’” “0Old age,”
“Shoek,” “Uremis,” ‘‘Weakness,” eto, when a
definite disease can be ascertained as the cause.
Always qualify all disenses resulting from echild-
birth “or miscarriage, &8 “PTERPERAL gepticemia,”
“PyERPERAL peritonitis,”” eto. State cause for
which surgical operation was wundertaken, For
VIOLENT DEATES State MEANS oF INJURY and qualify
&% ACCIDENTAL, BUICIDAL, Or HOMICIDAL, Or a8
probably such, if impossible to detormine definitely.
Examples: Accidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as frasture of skull, and
consequences (e. g., sepsis, felanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature of the American
Medical Association.)

N ors.—Individual ofices may add to above List of undesir-
able tarma and refuse to cceph certificates contalining thom.
Thua the form In use in New York Clty states: “‘Certificates
will be returned for additional Information which give any of
the following diseases, without explanation, as the solo’ causn
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage. gangroene, gastritis, eryalpolns, meningitis, miscarrilage,
necrosia, peritonitis, phlobitis, pyemia, septicemia, tetanys.'”
But general adoption of the minimum list suggested will work
vast lmprovement, and its gcope can be extended ot a later
date.

ADDITIONAL BPAUR FOR FURTHEE STATEMENTS
BY PHYBICIAN.
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Revised United States StandarJ
Certificate of Death

{Approved by U. 8. Consus_and Ameriean Public Health
Assoclation.)
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Statement of Occupation.—Precise statoment of
oceubation is very important, so that the relative
healthfulness of various pursuits ean be known. The
question applies to each and every person, irrespec-
tive of age. For many ocecupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Archileet, Lecomo-
tive Engineer, Civil E’ngineér,f Stationary Fireman, ata.
But in many oases, especially in.industrial employ-

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

and alse (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: (g} 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 return “Laborer,” “Fore-
man,” ‘“Manager,” “Dealer,” ete., without more

precise specification, as Day laborer, Farm laborer, '

Laborer-—~Coal mine, oto. 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 home, and
ohildren, not gainfully employed, as At school or At
home. Care should be taken to report specifically
the ocoupations of persons engaged in domestie
service for wages, as Servant, Cook, Housemaid, eto.
If the occupation has been changed or'given up on
account of the DISEABE causiNg DEATH, state oecu-
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 cceupation
whatover, write None. o . +

Statement of Cause of Death.—Name, first,
the pIsEASE cAUsING pEATH (the primary affection
- with respeot to time and eausation), using always the
same acoepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemic ecerebrospinal meningitis”); Diphiheriq
(avoid use of “Croup”); Typhoid fever (never report
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“Typhoid pneumonia”); Lobar preumonia; Broncho-
preumonia (Y Poneumonia,” unqualified, isindefinite);
Tuberculosis of lungs, meninges, ~peritonsum, ete.,
Carcinoma, .Sarcoma, ete., of.... . ..»..(name ori-
gin; **Cancer” is less definite; avoidtuse of “Tumor”
for malignant neoplasma); Measles, Whooping cough;
Chronic valvylar heart disease; Chronic interstitial
nephritis, ete. The eontributery (seecondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumenia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as ‘‘Asthenia,” “Anemia” {inerely symptom-
atic), “Atrophy,” “Collapse,” “Goma,” ““Convul-
sions,” *‘Debility” (“Congenit’ﬁl,” “Senils,” eto.),
“Dropsy,” ‘“Exhaustion,” “Heart failure,” *Hem-
orrhage,” “Tnanition,” “Marasmus,” *“Old age,”
*Shock,” ‘“Uremia,"” *“Weakness,” ete., when a
definite disease can be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, as “PUERPERAL septicemia,”
“PUERPERAL perilonitis,” ete. State cause for
which surgical operation was undertaken. For
VIOLENT DEATEHS state MEANS OF INJURY and qualify
#5 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, OF a8
probably such, if impossible to detormine definitely.
Examples: Accidental drowning; struck by rail-
tay train—accident; Revolver wound of head—
homicide, Poiséned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (e. g., scpsis, tetanus), may be stated
under the head of “‘Contributory.” (Recommenda-
ti.bus on statement of cause of death approved by
Committee on Nomeneclature of the American
Medjcal ‘Assodiation.) )

FRRE : )

Norn—Individual offices may add to above list of undoesir-
able terms and refuse to aceept certiflcates containing thermn.
‘Thus the form in use in New York City statos: *“Certificato,
wil! be returned for additional information which glve any of
tho following discasos, without explanation, as the sole cause
of death: Abortion, cellulitls, childbirth, convulsions, hemor-
rhage,” gangrene, gastritis, erysipelas, moningitts, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, septicemin, tetantus."
But general adoption of the minimum list suggested will work

vast jmprovement, and its scope can be oxtendod at a later
date. . '

ADLITIONAL BPACE FOR FURTHER STATEMENTS
DY PHYBICIAN.




