f MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

5 %rwwmfm O% || 16. DATE OF DEATH (MonTH. DAY AND YEAR) // /9,__3 82 2

Ang gl , - WA,

! HEREBY CERTIFY, Thatla

SA. Ir Mllﬂlﬁn. WipowED, or DivoRcED
oF

B2t LA D

HUSBA

oL
§§ 1. PLACE OF DEATH
% 2 Begistration District No.. l‘!’ (p 4
_§.§ Prissary Registration District No........ ¥ 7.

™
o E mrrn DO sirrrssrrsisvrrnrarach  seseeessessssiesessasiessesnmersemecmatasnssenesserisasrarrryrpeanetananenc
2-'-" 2. FULL NAME....S 22 2Aty o U BFLETPRLE oo
QK
Ho (») Besld No. . ceeeeeeeeeereeneres Bty eoemrmmneme oo Warde e, e st RS gt
E; (Usual place of abode) : {If nonresident give city or town and State)
&E Length of reaidencs in cify er town whers death sccarred 8. oo, ds, Bow long in U.S., il of forcifn hirth? . mos. ds.

8 l PERSQONAL AND STATISTICAL PARTICULARS ‘2/ MEDICAL CERTIFICATE OF DEATH

& .

ot 3, SEX 4. COLOR OR RACE

o

-

-]

[+]

#

2

2

R

[T}

]

-]

:
[
£ 3
< § (oR) WIFE or
7] 3 -~
0 § 6. DATE OF BIRTH (MONTH, DAY AND YEAR) . ,/" .
E _§ . 7, AGE YEARS MonTHS l Dars If LESS then 1
- 2 dayy o it
]
!: g% / i -< / 6 ' R — miin,
= a 8. OCCUPATION OF DECEASED
o 'é 'E‘: (n) Trade, profession, or
z 3 §. PRrticniar kind 0f WBrK ......cvucersceersaestaes e bssss s rarer et sereeeneeane et et
o =R () General nature of industey,
< no busivess, or establishment ia
b ] = which employed (o €mPlOYEL).......iocoree b7 (de
g b~} E (c) Name of employer e 3
a - 185 WAS DISEASE CONTRACTED
|:E ‘gg 9. BIRTHPLACE {(cITY OR TOWN) WM OF DEATH e e
= 5T COUNTRY ) 7 :
2 3% (Srate o ) - 7. .oe A¥10M PRECEDE DEATHT?..@. Date or/%z'-a ool
a 10, NAME OF FATH * ]
f | E- WW_JW L WAS THERE AN AUTOPSYT...ve. (oooneny A2 40000
g
Z 55 {2 | 11. BIRTHPLACE OF FATHER (CHIY OR TOMM)... e WHKY TEST cOY ‘@ A2 Gl .
9 E% E {STATE Of COUNTRY) c(’@ﬁ;’W Ee (Signed). L7 Mo sl Lol A
'E_ 3? < | 12 MAIDEN NAME OF MOTHER %a °i£‘ ol : Yés A 3.19}-})\3/&“) C/@/ >
-
c S 13. BIRTHPLACE OF MOTHER (CITY or TOON e o | #5tate the Dmszasm Cavsisg Dratm, or in desths from me'l/&m state
g E= e 1) Mnirs ixp Nitomp or Inmuer, and (2) whether Aocoxwrar, Buicmars or
2 (STATE OR COUNTRY) (/"W W Homicroar.  (Soe reverse side for additional apace.}
- (=]
gh‘ " . y 7/ L e 19, PLACE OF BURIJAL, CREMATION, OR REMOVAL DATE OF BURIAL
=20 ]
‘ Address hrzo— -
Y — f % Cormitony  |//-24 12X
T AR 15. . d/ C (’ 20. UNDERTAKER & ADDRESS
H.a Fn.s&l,ljl)om?‘e).“ PR | Sl ol T / W;;%% € - @M
"'V/‘.:’?’ \Jz,éité Z A0
T




Revised United States Standard
Certificate of Death

{Approved by U. B, Omlul and American Publie Hea.lth
‘ usociaclun 1

Statement of Occupation.—Preoise statement of
oceupation 13 very Important,. eo that the relative
healthtulness of varlous pursuits can be known. The
question apples to each and every person, Irrespec-
tive of age. For many oocupations a single word or
torm on the firat line will be sufficient, e. 2., Farmer or
Planter, Physician, Comgpositor, Architect, Locome~
tive engineer, Civil engincer, Stationary fireman, oto.
But In many oases, especially {n {ndustrial employ-
ments, it 1s necessary to know (a) the kind of work
and also (b) the nature of the buslness or.indistry,
and therefore an sdditlonal line Is provided for the
latter statoment; it should be used only when needed.
As exnmplas: (a} Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; (a) Foreman, (b) Automobile fac-
tory. ‘The materfal worked on may form part of the
sooond statement., Never return “Laborer,” *Fore-
man,” *“Manager,” “Dealer,” eto., without more-
precise ppecification, na Day lsborer, Farm laborer,
_ Laborer— Coal mine, oto. Women at home, who are
engaged 1n the dutles of the household only (not paid
Housekeepers who receive a definite salary), may be
entered as Housewife, Housework or Af home, and
children, not gainfully employed, as At school or Al
home. Care should be taken to report specifically

.the ocoupations of persons engaged in domestic

service for wages, as Servant, Cook, Houssmaid, eto.
If the occupation has been changed or given up on
account of the DISHABE CAUSING DEATH, state occu-
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re—
tired, & yrs.) For persons who have no oeeupa.txon*
whatever, write None.

Statement of cause of Death. ——Na,me, ﬁrst
the DISEASBH CAUSING DEATE (the primary affection
with respect to time and causation), using alwiys the
game aceepted term for the same disoase. Examples:’

Cérebrospinal fever (the only definite synonym is

“Epldemle cerebroaplnal meningitle’); Diphtheria-

(avold uso of “Croup"}; Typhoid fever (never report .

“Typhold pneumonta’”); Lobar pnsumonia; Broncho-
preumonia (' Pneumonis,’” unqualified, fs indefinite);
Tuberculosis of lungs, meninges, periloneum, oto.,

" - Carcinoma, Sarcoma, obo., of ..ee. .. ... (nDame ori-

gin; “Canoer” ia less definite; avoid use of “Tumor'’
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular heart disegse; Chronic snterstitial
nephritis, eta. The contributory (gecondary or in-
tercurrent) affection neced not be stated unless im-
portant. Example: Measlea (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.

. Never report mere symploms or terminal conditions,

such as ‘“‘Asthenia,’” **Anemia” (merely symptom-
atio), “Atrophy,” “Collapse,” *Coma,” “Convul-
gions,” “Debility"” (*‘Congenital,” *Senils,” eto.),
“Dropsy,” “Exhaustion,” “Heart failure,” ‘“Hem-
orrhage,” “Inanition,”” *“Marasmus,” *‘Old age,”
“Shock,” *“Uremis,” **Weakness,” ete.,, whoen &
definite dizsease can be ascertained as the cause.
Always qualify all diseases resulting from eohild-
birth or miscarriage, a8 “PUBRPERAL septicemia,”
“PURRPERAL peritonilis,” eto. State eause for
which surgical operation was undertaken. For
VIOLENT DEATHA state MEANS oF INJURY and gualify
B8 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, OF &3
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way - train—accident; Revolver wound 6}' head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences {o. g., sepsis, {etanus) may be stated
under the head of “'Contributory.” (Recommenda~-
tions on statement of eause of death approved by
Committee’ on Nomenelature of the Amerioan
Medieal Association.)

Nors. —Indlvldual omces may add to above list of undesir-
able terms and refuss to accapt certificatos contalnlng them.

" Thue the form In use in New York Olty statea: *'Certificates

will be returned for additional Information which give any of
the followIng diseases, without explanation, as the sole cause
of death:, Abortlon, cellulitis, childbirth, convulsions, hamor-
rhage, gangrone, gastritis, erysipelas, meningitis, miscarriage,
necrosls, peritonitis, phlebltls, pyemia, septicom!a, tetanua.™
But ganerni adoption of the minimum Ust suggested will work
vash improvemnnt a.nd its scopo can be axtended at a lator
date. .

ADDITIONAL BPACE,FOR FURTHBE STATAMENTS
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Exact statement of OCCUPATION ls very important.

AGE should be stated EXACTLY. PHYSICIANS should state
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Revised United States Sfandgrd '
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(Approved by U. 8. Census and American. Public Health
Association.) ) .

Statement of Occupation.—Precise statement of
ocoupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespee-
tive of age. For many oceupations a gingle word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Archilect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, eto.
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,
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) 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, ete. 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
children, not gainfully employed, as At school or At
heme. Care should be taken to report specifically

- the oceupations of persons engaged in domestie
service for wages, as Servant, Cook, H ousemaid, oto.
It the ococupation has been echanged or given up on
account of the pispasE causINg DEATH, state ooou-
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 ocoupation
whatever, write None. _ .

Statement of Cause of Death.—Name, . first,
the DISEABE CAUSING DEATH (the primary affection
with respeoct to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemioc cerebrospinal meningitis™}; Diphtheria
(avoid use of ‘‘Croup'’); T'yphoid fever (never report
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“Typhoid pneumonia’}; Lobar pnsumenia; Broncho-
preumonis (‘Pneumonia,” unqualified, is indefinite);
T'uberculosis of lungs, meninges, peritoneum, ote.,
Carcinoma, Sarcoma, ete., of..........(name ori-
gin; “Cancer” is less definite; avoid usa of “Tumor”
for malignant neoplasma); Measles, Whooping cough;
Chronic valyuler heart disease; Chronic interstitial
nophritis, ete. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles {disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal ¢onditions,
such as “‘Asthenis,” ‘“Anemia” (merely symptom-
atie), “Atrophy,” “Collapse,” *“Coma,” *Convul-
sions,”” "*‘Debility’’ (‘*Congenital,” "Senile,” eto.),
“Dropsy,” ‘‘Exhaustion,” “Heart failure,” “Hem-
orrhage,” ‘Inanition,” “Marasmus,” “0Old age,”
“S8hock,” *“Uremia," “Weakness,” ete., when a
definite disease ean be agcertained as the cause.
Always qualify all diseases resulting from ohild-
birth or miscarriage, as “PurrPERAL seplicemia,"”
“PUERPERAL perilonitis,” eote. State ocause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS OP 1NJURY and qualify
A5 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, OF 8§
probably such, if impossible to determine definitely.
Examples:  Aceidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide, Poisoned by carbolic acid-—probably suicide.
The nature of the injury, as fracture 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
Medieal Association.)

Nors.—Iadividual offices may add to abovo iist of undesir-

able terms and refuse to accept certificates containing them.
Thus the form In use in New York City states: " Certificate,
will be returned for additional information which give any of
the following diseases, without explanation, as the sole causo
of death: Abertion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, sopticemis, totantus.”
But general adoption of the minimum list augzested will work
vast improvement, and {ts scope ean be extended at & lator
date.
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