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Statement of ocoupation.-—Precise statement of oc-
cupation is very important, so that the relative health-
fulness of various pursuits can be known, The question
applies to each and every person, irrespective of age.
For many occupations a single word or term on the first
line will be sufficient, e. g., Farmer or Planier, Physician,
Compositor, Archilect, Locomotive engineer, Civil engineer,
Stationary fireman, ctc.  But in many cases, especially in
industrial employments, it is necessary to know (g} 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: (a) Spinner, (§) Cotton mill; () Sclesman,
(b) Grocery; {a} Foreman, (b) Aulomobile factory. The
material worked on may ferm part of the second state-
ment, Never return '‘Laborer,” “Foreman,” “Manager,”
“Dealer,” etc., without more precise specification, as Dey
laborer, Farm laborer, Laborer—Coal mine, etc. 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 home.
Care should be taken to report specifically the occupations
of persons engaged in domestic service for wages, as Serv-
ant, Cook, Housemaid, etc. If the occupation has been
changed or given up on account of the DISEASE CAUSING
DEATH, state occupation at beginning of illness. [f re-
tired from business, that fact may be indicated thus:
Farmer (retired, 6 yr5.) For persons who have no occu-
pation whatever, write None.

Statement of cause of death.—Name, first, the
DISEASE CAUSING DEATH (the primary affection with re-
spect to time and causation), using always the same
accepted term for the same disease. Examples; Cere-
brospinal fever (the only definite synonym is "“Epidemic
cerebrospinal meningitis™); Diphtheria (avoid use of
“Croup'); Typhoid fever (never report ‘“Typhoid pneu-
monia"); Lobar pneumeonia; Bronchopneumonia (“Pneu-
menia,” unqualified, is indefinite); Tuberculosis of lungs,
meninpes, peritonaetm, etc., Carcinoma, Sarcoma, etc., of
........................ (name origin; “Cancer’" is less definite; avoid
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use of “Tumor” for malignant neoplasms); AMeasies;
Whooping cough; Chrenic valvular heari disease; Chronic
tnterstitial nephritis, ete. The contributory (secondary
or intercurrent} affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bromchopneumonie (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such as
Y Asthenia,” "Anaemia’’ (merely symptomatic), Atrophy,”
“Collapse,” “Coma,” “Convulsions,” *'Debility” (*'Con-
genital,” “‘Senile," etc.), "‘Dropsy,” “Exhaustion,” “Heart
failure,” ‘‘Haemorrhage," “Inanition,” “Marasmus,” “Old
age,’”’ “Shock,” *Uraemia,” "“Weakness,”” etc.,, when a
definite disease can be ascertained as the cause. Always
qualify all diseases resulting from childbirth or mis-
carriage, as '‘PUERPERAL septichaemic,”’ "PUERPERAL
peritonitis,” etc. State cause for which surgical operation
was undertaken. For VIOLENT DEATHS state MEANS OF
INJURY and qualify as ACCIDENTAL, SUICIDAL, OR HOMI-
CIDAL, or as probably such, if impossible to determine
definitely. Examples: Accidenial drowning; Struck by
ratlway tratn—accident; Revolver wound of head—homicide;
Poisoned by carbolic acid—probably suicide. The nature
of the injury, as [racture of skull, and consequences (¢. g.,
sepsis, telonus) may be stated under the head of “Con-
tributory.” {Recommendations on statement of cause of
death approved by Committee on Nomenclature of the
American Medical Association.)



MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH ’% 12
. '
1. PLACE OF / b5
Comnly... ’ TW i . File Ne / 6

Townshin, o/ 4......... . " i ion Distri . Begisicred No. ...

ry important,

2. FULL NAME ... e e e e A R e e e et it cree e itita s s s r st thes b res bRt b s sa s s e s e P s e nes Pan bR s raR PR R TR LR AR F S 12000 00 bhntbmet
(a) Besid Noiisoiesnrrrssgensrrcerersssensos
(Usual place o{ abode) (If nonresident give ¢ity or town and State)
Length of residence in city or town where death occmrred Fr3. mos. ds, How long in U.5., It of toreidn binth? 3. mos. ds.
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3 SEX L LR O R | . e teier bt word).. || 16. DATE OF DEATH (owr, na¥ anD vzn)/ﬁifv\' 3. w23
' naly
‘ . \ﬁ:E a E RTI FY, 'nnx I afjended decensed lrom ......cvceinreennns
-, 5A. IF MaRRIED, WIDOWED, OR Divorcen u ¢ S TN S 1.2 2

o (olga'ﬁlFE cu?>L ﬁ W /@ W/
6. DATE OF BIRTH (MONTH. DAY AND mm){%ﬂﬁ& 2t /538

7 AGE Dars Lf LESS thea 1
day, ... s,
‘% , 7 [ p— min.

AGE should be stated EXACTLY. PHYSICIANS should state

g0 that it may be properly classified. Exact statement of QCCUPATION is ve

-

== || 8. OCCUPATION OF DECEX:

{2} Trade, profeasion, or -
particuler kind of work ... L AL 0L L0 LT T
(b) Geperal nature of mxdusiry, C/;\\NTRIB ORY...

which employed (or employer). ..o e S e

{c) Name of employer . .
8.. WHERE WAS DISEASE CONTRA

9. BIRTHPLACE (CiTY OR COWN) ......... IF NOT AT PLACE OF DEATHY.eueeoeesssssesns
{STATE o7 COUNTRY) -
~ Dip AN OPERATION PRECEDE DEATHT............ + DATE OF...ooreerrnrrrnnennn e ensesess
10. NAME OF FATHER s . e
. - WAS THERE AN AUTOPSYT..coiioiiiasnngpersens oo PO
v WHAT TEST co:f;?'n 91
(Signed) ™. L. ) ot /:

o 10" A Mh ddrexs)

13, BIRTHPLACE OF-MOTHER [( OR 'mw). RN SRR AN
o Wf
(Snrz O] COUNTRY)

(Address) ;

‘ 14

DATE OF BURIAL

V74 w2 ¥

15.

N. B.—Every item of {nformation should be carefully supplied.

CATUSE OF DEATH i plain termas,

= - - - U/}}m -




Revised United States Standard
Certificate of Death

(Approved by U. 8. Census and American Public Heattl
Association.)

Statement of Occupation.—Precise statement of
oceupation i very important, so that the relative
healthfulness of various pursuita can be known. The
question applies to each and every person, irrespeo-
tive of age. For many ocoupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Flanter, Physician, Compositor, Architec!, Locomo-
tive Enginecr, Civil Engincer, Staitonary Fireman, eto.
But in many oasos, espesially in industrial employ-
ments, it is necessary to know (@)} 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} 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,” eto., without more
precise specification, as Day laborer, Farm laborer,
Laborsr— Coal mine, oto. Women at home, who are
engaged {n the duties of the household only (not paid
Housskeepers 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 occupations of persons engaged in domestio
sorvioe for wages, as Servani, Cook, Houssmaid, ste.
If the ocoupation has been changed or given up on
aocount of the DISEABE CAUBING DEATH, state ocou-
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: Parmer (re-
tired, 6 yrs.) For persons who have no ocooupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the pIBEASE causiNg pDEATH (the primary affestion
with respeot to time and causation), using always the
same accepted term for the same disease. Examples:
Cersbroapinal fever (the only definite synonym is
“Epidemie cerebrospinal meningitis’); Diphtheria
(avoid use of “Croup”); Typhoid fever (never report

-

*“Typhoid pneumonia’’); Lobar pneumonia; Broncho-
praumonia ("Pneumonia,” unqualified, Is indefinite);
Tuberculosiz of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ete.,of . . . . ... {name ori-
gin; “Cancer” is less definite; avoid use of “Tumor*
for malignant neoplasma); Meaasles; Whooping cough;
Chronic valvular heart diseass; Chronic interstitial
nephritis, oto. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (diseaso causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as *“Asthepia,” “Anemia’” (mersly symptom-
stin), “‘Atrophy,” “Collapss,” “Coma,” “Copvul-
sions,” “'Debility” (“Congenital,” “Senile,” ete.).
“Dropsy,” “Exhaustion,” *“Heart failure,” “Hem-
orrhage,” *Inanition,” “Marasmus,” “Old age,”
“Shook,” *““Uremis,” ‘“Weakness,” ete., when n
definite disease can be ascertained as the oause.
Always qualify all diseases resulting from ohild-
birth or miscarringe, as “PUERPERAL septicsmia,”
“PUERPERAL periloniiis,” eteo. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS 8tate MEANS or INJURY and qualify
83 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, OF &8
probably such, il impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way Irein—accideni; Revolver wound of head—
homicide; Poisoned by carbolic acid—tprodably suicide
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, telanus), may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenelature of the American
Medical Assooiation.)

Nore—Individual officez may add to above list of undesir-
able terma and refuse to accept certificates contalnlng them,
Thus the form In use in New York Clty states: "“Certificates
will be returned for additional Informntion which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, cellulitis, childbirth, convulsions, bemor-
rhage, gangrene, gastritis, eryelpelas, meningitis, miscarringe,
necrosls, peritonitis, phlebitis, pyemia, septicomia, tetanus.
But ganeral adoption of the minimum Iist suggested wil} work
vast iImprovement, and {ts scope can be extended nt a later
date.

ADDITIONAL AFACE FOH FURTHBR STATEMENTS
BY PHYBICIAN.




