MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS ' o/ 1459¢
CERTIFICATE OF DEATH S B

1. PLACE OFM

Township..... :

2. FULL NAME............. 7

{a) Residence. Nu.,/. ..... -
(Usual pl2ée’of abode) (If nonresident give city or town and State)
Length of residence in city or town where death ovcurnd yra. moa. ds, How long iu U.S., if of foreign birth? . mos. ds.

PERSONAL AND STATISTICAL PARTICULARS 7/‘ MEDICAL CERTIFICATE OF DEATH
a1

4. COLOR ORi ;CE 5 SB',"‘,G"EORC'EDM?“;"'FD,,;h‘r'wmnrd ar 16. DATE OF DEATH (MONTH, DAY AND YEAR) W ‘/‘f 192 3
"
WA Z

3. SEX

Hale

e HEREBY CERTIFY, Thtl ait -'“
Sa. IF MarrieD, Winowen, or Divorcen . A<
HuUsBaNDo? LLEEEE PPN - 4
(or) WIFE oF . tha

6. DATE OF BIRTH (koxmu, oaY a0 Yes®) /70 o S 2 o [/ P/ L]

7. AGE Years MonTis - Davs , If LESS then 1

A S S
8. OCCUPATION OF DECEASED

(a) Trade, profeasion, or M ! ’ )

(b) General aniuro of industry, CONTRIBUTORY /Y7 T
basiness, or estalilishment in ¢ /
which cmployed (68 EEPRTED)....vssesessssscinsereersnses s (doration). 2. e e 0.

(c) Name of employer

18, WHERE WAS DISEASE CONTRACTED
i

9. BIRTHPLACE (crTy orR TOWN)
(STATE OR COUNTRY)

IF ROT AT FLACE OF DEATHY. T

0Dm AN OPERATION FRECEDE DEATHI...Z4z:.. DATE oF..
10, NAME OF FATHER

WAS THERE AN AUTOPSY?

11. BIRTHPLACE OF FATHER (crry L WHAT TEST CONFT

D 4 Z/‘-ﬂ y
(STATE CR COUNTRY) M«_ Ay (Signed) : el A e
12 MAIDEN NAME OF MOT“E‘XZ:Z&&ZJ 2w oMl o 1 (Addrem)

- L4
*State the Dmmusg Cavamva Dramn, or in deathy from Viewzwr Citars, state
55 axp Narues or Inrcrr, and (2) whether Accorswir, Bricmar, o
Howacmoat.  {See reverse mida for ndditions! apace.)

PARENTS

19. PLACE OF BURIAL. CREMATION, OR REMOVAL,




Revised United States Standard
Certificate of Death

(Approved by U. 8. Census and Amcrican Public Health
Agsoclation. )

Statement of Qccupation.—Preciso statement of
oceupation is very important, so that the ralative
bealthfulness of various pursuits ean 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
Planter, Physician, Composilor, Architect, Locomo-
tive Engineer, Civil Enginecr, Slationary Fireman, ete.
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
lattar statement; it ahould be used only when needed.
As examples: (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; {a) Foreman, (b) Automobile Jac-
tory. The material worked on may form part of the
spoond statement, Never return *‘Laborer,” “Fore-
man,” ‘“Manager,” “Dealer," eto., without more
preciso speciflcation, as Day laborer, Farm laborer,
Laborer— Coal mine, ete. Women at home, who are
engaged in the duties of the houseliold only (not paid
Housekeapers who receive o definite salary), may be
entered as Housewife, Housework or Al home, and
children, not gainfully employed, as At school or Al
home. Care should be taken to report specifically
the oceupntions of persons engaged in domestio
service for wages, as Servant, Cook, Housemaid, eto.
If the ocoupation has been changed or given up on
socount of tho DISEASE CAUBING DEATE, state ocou-
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.—Nams, first,
the DISEABE CAUSING pnaTH (the primary affection
with respeot to time and eausation), using always the
same sooepted term for the same disense. Examples:
Cerebrospinal fever (the only definite synenym ls
“Epidemic cerebrospinal meningitis”); Diphtheria
{avoid use of “Croup"}; Typhoid feeor (never report

“Typhold pneumonia"); Lobar pneumentia; Broncho-
pneumonia {(“Preumonisa,” unqualified, is indeflnite);
Tuberculosis of lungs, meninges, peritoneum, eote.,
Carcinoma, Sarcoma, eto.,, of . . . . . . . (name ori-
gin; “Cancer’ is less definite; avoid use of “Tumor”
for malignant neoplasma); Measles: Whooping cough;
Chronie valvular hear! diseasc; Chronic interstilial
naphritis, ete. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measlas {disease causing death),
29 de.; Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or terminal conditions,
such as “Asthenia,” “Anomia” (merely symptom-
atie), *““Atrophy,” “Collapse,” *Coma,” “Convul-
sions,” “Debility’" (**Congenital,” *'Senile,” ete.),
“Dropsy,” “Exhaustion,” *“Heart failure,” “Hem-
orrhage,” *Inanition,” *“Marasmus,’” “Old age,”
“Sheoek,” “Uremia,” ‘‘Weakness,"” cte., when a
definite disease can be asceriained as the ocause.
Always qualify all diseases resulting from child-
birth or miscarriage, a8 “PUERPERAL seplicemia,”
“PurrPERAL pertiontlis,” elc. State cause for
which surgical operation was updertaken. For
VIOLENT DEATHS state MEANS oF INJURY and qualily
88 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, OF &S
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way train—eceident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequenoces (e. g., sepsis, lelanus), may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomeneclature of the American
Medical Assoeiation.)

Norn—Individua! offices may add to above list of undesir-
ablo terms and refuso to nccept certificates containing them.
Thus the form in use In New York Clty statos: *Certificates
will be returned for additional information which glve any of
the following discases, without explanation, s the solg cause
of death: Abortlon, cellulitis, chlldbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitls, miscarriage,
necrosis, peritonltis, phiebitis, pyemin, sopticemia, totanus.”
But gencral adoption of the minimum list suggested will work
vast tmprovement, and its scopoe can ba extended at o Iater
date.

ADDITIONAL S8PACH YOR FURTHER 8TATEMENTS
DY PUYBICIAN,
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Revised United States Standard
Certificate of Death

{(Approved by U. 8. Census and American Public Health
Assoclation.)

Statement of Occupation.~—Preoise statement of
ocoupation is very important, so that the relative
healthfulnoss of various pursuits can be known. The
question applies to each and every person, irrespee-
tive of age. For many ccoupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, eto.
But in many cases, especially in industrial employ-
monts, it is necessary to know (a) the kind of work
and also (b) tho nature of the business or industry,
and therefore an additional line is provided for the
Inttor statement; it should be usad only when neaded.
As examples: (a) Spinner, (b) Cotton mill, (a) Sales-
man, (b) Grocery, (a) Foreman, (b) Automobils fac-
tory. The material worked on may form part of the
sccond statement. Never return “Laborer,” “Fore-
man,” “Manager,’”” “Dealer,” ete., without more
precise specifioation, as Day laborer, Farm leborer,
Laborer—Coal mine, eto. Women at home, who are
engaged in the duties of the housshold only (not paid
Housekeepars 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 roport specifically
the ocoupations of persons engaged in domestio
sorvioe for wages, a8 Servant, Cook, Housemaid, oto.
If the occupation has been changad or given up on
account of the DIBRASE CAUBING DEATH, rtate ocou-
pation at beginning of illness. If retired from busi-
ness, that faot may be indicated thus: Farmer (re-
tired, 8 yrs.) For persons who have no occupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the DISSASE CAUBING DEATH (the primary affection
with respeot to time and eausation), using always the
same acecepted term for the same disease. Examples:
Cerebroapinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis’'); Diphtheria
(avoid use of ““Croup’); Typhoid fever (never report

Y877

“PTyphold pneumonia’); Lobar pneumeonia; Broncho-
prneumonia (“Pneumonis,” ungqualified, is indefinite);
Tuberculosis of lungs, mentnges, periloneum, eto.,
Carcinoma, Sarcoma, efo., of...... vv..(nomo orl-
gin; “Cancer” is less definite; avoid use of “Tumor”
for malignant neoplasma); Mcasles, Whooping cough;
Chronic velvuler heart diseaze; Chronic interstitial
nephritis, ete. The contributory (secondary or in-
terqurrent) affection need not be stated unless im-
portant. Example: Measlcs (disense causing death),
20 ds.; Bronckopneumonia (secondary), 10 da.
Never report mere symptoms or terminal conditions,
such as '‘Asthenia,” *'Anemis” (merely symptom-
atie), *“*Atrophy,” “Collapse,” “Coma,” *Convul-
gions,” “Debility” (“Congenital,” *Senile,” ete.),
“Dropsy,” ‘‘Exhaustion,” ‘“Heart failure,” “Hem-
orrhage,” “Inanition,” *Marasmus,” *“Old age,”
“Shock,” *“Uremia,” *Woakness,” eto.,, when a
definite disease can be ascortained as the cause.
Always qualify sll disenses resulting from child-
birth or miscarriage, as “PUERrERAL seplicemia,’”
“PUERPRRAL perilonilis,” eta. State cause for
whioch surgical operation was undertaken. For
YIOLENT DEATHS State MEANS oF 1NJURY and qualify
88 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, OF &8
probably such, if impossible to determine definitely.
Examples: Aceidental drowning; struck by rail-
way (rain—accident; Revolrer wound of head—
homicide, Poisoned by carbolic acid—probably suicide,
The nature of the injury, as frasture of skull, and
consequences (e. g., aepsis, tetanus), may be stated
under the head of *‘Contributory.” (Recommenda-
tions on statement of eause of death approved by
Committee on Nomenclature of the American
Medical Association.)

Nore.—Individual ofices may add to above llst of undesir-
able terms and refuse to accept certificates contalning thom,
Thus the form In use in New York Qity states: * Certificate,
will be returned for additional fnfermation which give any of
the following diceares, without explanation, aa the sole cause
of death: Abortion, cellulitla, childbirth, convulsions, bemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarringo,
necrosls, peritonitis, phlebitis, pyemis, septicemia, tetanus.”
But general adoption of the minimum list supgested will work
vast Improvement, and Iis scopr can be extended at o later
date,

ADDITIONAL BPACE FOR FUETHER BTATEMENTS
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