ICIANS ghould state

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS ) - N
CERTIFIGATE OF DEATH i‘-)‘ .i_ U 13 D

PR ;S o

L RN L s

2. FU LL NAME

(a) Residence. B
(Usual place of 4 ode) - (If nonresident give city or town and State) -
Length of residence in city or town where death oceorred C YIS, mos. ds. How long in U.S., if of foreign birth? yTa. mos. as,
PERSONAL AND STATISTICAL PARTICULARS / MEDICAL CERTIFICATE OF DEATH

3. 5EX 4. COLOR OR RACE

Wa&%

HEREBY CERTIEY, 'nutl {idnd

Wf&? °% || 16. DATE OF DEATH (mosTH, DAY AND mnM 1994
e -~

5a.TF | Makrich, Wipowep, or DiIvorRCED

Exact statement of OCCUPATION is very important.

HUSBAND oF
. {om) WIFE oF
6. DATE OF BIRTH (MONTH, DAY AND YEAR) %/ /f
7. AGE  Years MonTis © Dars It LESS than 1
— day, .......hra.
L{ L J— [+ W

Ui rAainGa INR=-=-=TH1ID> 13 A PEHM'NENT RECORD

o carefully supplied. AGE ghould be stated EXACTLY. PHYS

8. QCCUPATION OF DECEASED

(a) Trade, prolession, or

particalar kind of work ~ds.
(b) General natwre of indusiry, : CONTRIBUTORY .5, coviimvticiimeciccrrevnrecrncerssssanas sanes

bsiness, or estahlishment in . {SECONDARY)

which employed (or employer)........coocvirniri (Auration)......ovn P verreeerss — ds.

{¢) Neme of employer

AT 9' e P

9. BIRTHPLACE (CITY OR V9WN) ...
(STATE OR COUNTRY)

1. NAME OF FATHER R
: WAS THERE AN AUTOPSY?. m .........
= "
11. BIRTHPLACE OF FATHER (cr I S— ( e WHAT TEST CONFIRMED DIAGNOSTST R0 : 2
(STATE OR COUNTRY) idned) /ﬁ C 1 «ZE/.’J N o "'H ) )

PARENTS

12. MAIDEN NAME OF ‘;dc;-'l"HE MWF% 7,9/ 19 } Yhdiress) “r’é? /e, &:/(, J /:,: ﬂ-

*State the Dismasm Cavmixg Dum, or in deaths from Viomnz Cavags, stata
(1) Mxaxs axp Karumm or Iwumr, snd (2) whether Accmenrar, Suvicmax, or
Hoacoal. (See reverse side for additiona! space.)

13 B]RTHFLACE OF MOTH
{STATE OR CCUNTRY)

CAUSE OF DEATH in plain terms, so that it may be properly classified.

N. B.—Every item of information should b

19. PLACE PF BURIAL, CREMATION, OR REMOVAL DATE QF BURIAL
75 w23,
- y | )2

prats ‘)




Revised United States Sfandérd
Certificate of Death -

{Approved by U. B. Census and’ American Public Health
Association.). - -

Statement of Occupation.—Preciso statement of
ogoupation 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 ocoupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Archileet, Locomo-
tive Engmecr. Civil Engineer, Statwnary Fireman, oto.
But in many oases, 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,

.and therefore an additional line is provided for the .

d-a._-.-.""'

latter statement; it should.be.used only-when noe#det
As examples: (&) Spinner, (b) Cotion mill; (a) Sales-
man, (b} Grocery; {(a) Foreman, (b) Automobile fac-
story. 'The material worked on may form part of the
second statement. Never return “Laborer,” “Pore-
man,”’ "Munager.” “Dealer,” cto., without more
precise specification, as Day laberer, Farm laborer,
“Laberer— Coal mine, ete. Women at-home, who are
engaged in the duties of the household only.(not paid
« Housekeepers who receive a definite salary), may be

entercd as Housswifs, Housework or -At home, and.
children, not gainfully employed, as At achoo! or At
" home. Care should be taken to report speclﬁcally'
the ceoupations of persons engaged in domestie’
. service for wages, as Servani, Cook, Housemald, eto.
If the oceupation has been changed or-given up on-

account of the DIBEABRD CAUBING DEATH, state ocou-

pation at beginning of illness. If retired from busi-.
neoss, that faet may be indicated thus' Farmer (re-
tired, 6 yrs.) For persons who have no oceuputlon

whatever, write None.

~ Statement of Cause of Death ——Na.me, first,:
the pIBEABE cavusiNng DEATH (the primary affection
- with respeet to time and vausation), using.always the:

‘samo aocepted term for the same disease, Eim.mples:
Cerebrospinal fever (the only definite syponym is

"“"Epidemio cerebrospinal manmgltls"}, Diphtheria
“(avoid use of *“Croup”); Typho:d feve? (never report:

[-. M
Voo
1)

*Typhoid pneumonia’); Lobar pneumonia; Broncho-
prneumonia ("Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, ecto.,
Carcinoma, Sarcoma, eto.,of . . . . ... {(oame ori-
gin; “Canger” is less definite; avoid use of “Tumor’”
" for malignant neoplasma); Measles; Whooping cough;
Chronic valvular heart disease; Chronict interstitial
nephritia, ate. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
297 ds.; Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or terminal eonditions,
such as “Astheria,” “Anemia” (merely symptom-

‘atie), “‘Atrophy,” “Collapse,”” “Coma,” ‘“Convul-
‘sions,” “Debility’ (“Congenital,” *Senils,” ete.).

“Dropsy,” “Exhaustion,” ‘“Heart failure,” “Hem-
orrhage,” *Inanition,” “Marasmus,”. “0ld apge,”
“Shoek,” “Uromisa,” ‘“Weakness," eto. when a
‘definite disease can be ascertained as the oause.
Alwn.ys quu,.hfy_ all-dme&ses*—resultlng from ohild-
““birth or misearriage, as “PUERPERAL seplicemia,””.
“PUERPERAL perilonitis,” eto. State osuse for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS OF INJURY and qualify
88 ACCIDENTAL, BSUICIDAL, OF HOMICIDAL, Or a8
probably such, if impossible to determine definitely.
Examples: Accidental drowning;, struck by rail-
way lrain—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—tprobably suicide
The nature of the injury, as fracture of skull, and
consequences (e, g., sepsis, felanus), may be stated
under the head of “Contributory.” (Reecommenda-
. tions on statement of cause of death approved. by
. Committes on Nomenclature of t.he Amerman
Medical Association.} .

Nore.—Individual offices may add to above list of undesir-
able terms and refuse to accept certlficates containing them,
Thus the form in use io New York City states: ‘“‘Certlficates
will be returned for additiona! Information which give any of

" the followlng diseases, without explanation. as the sole causa
* of death: Abortion, cellulitis, childbirth, convulsions, bemor-

rhage, gangrene, gastritis, erysipelas, menlngitls, miscarriage,
netrosia, peritenitis, phlebitls, pyemia, septicemin, tetanus.”
But general! adopticn of the minimum st suggested will work
vast improvement and its scope can be estended ab o later
date

ADDITIGQNAL BFACE FOR FURTHER STATRMENTA
BY FHYBICIAN,




