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Revised United States Standard
Certificate of Death

(Approved by T. 8. Consus and American Public Helath
Assoclation.)

Statement of Occupation.—Precise statoment of
occupation is very important, so that the relative
healthfulness of various pursuits can be-known. The
question applies to each and every person, irrespec-
tive of age. For many occupations a single word or
torm on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, ete.
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; (g} Foreman, (b) Automobile fac-
tory. The material worked on may form part of the
gocond statement. Never return ‘‘Laborer,” ‘‘Foro-
man,” “Manager,”” “Dealer,” ete., without more
precise specification, as Day leborer, 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
entored as Housewife, Housework or At home, and
children, not gainfully employed, as Al school or At
home. Care should be taken to report specifically
the occupations of persons engaged in domestie
service for wages, as Servant, Cook, Housemaid, ete.
If the occupation has been changed or given up on
account of the pISEABE CAUSING DEATH, state occu-
pation at beginning of illness. If retired from busi-
ness, that fact 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 DISEASE cAUSING DEATH (the primary affection
with respect to time and eausation), using always the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis'"}; Diphtheria
(avoid use of *Croup’’); Typhoid fever (nover report

“Typhoid pneumonia); Lobar pneumonia; Broncho-
preumonia (“*Pneumonia,”’ unqualified, is indefinite);
Tuberculosts of lungs, meninges, periloneum, eto,
Carcinoma, Sarcoma, ete., of.......... (name ori-
gin; “*Cancer” is less definite; avoid use of “Tumor”
for malignant neoplasma); Measles, Whooping cough;
Chronic valvular hearl disease; Chronic inlersiitial
nephritis, ete. The contributory (sccondary or in-
terourrent) affection need not be statod unless im-
portant. Example: Measles (disease causing death},
20 ds.; Bronchopneumonia (sccondary), 10 da.
Naver report mere symptoms or terminal conditions,
guch as “Asthenin,” “Anemis’’ {merely symptom-
atic), ‘‘Atrophy,” “Collapse,” *‘Coma,” “Convul-
gions,” ‘‘Debility” (‘‘Congenital,” *“Senile,” eate.),
“Dropsy,” “Exhaustion,” ‘‘Heart failure,” 'Hem-
orrhage,” “Inanition,”” *‘Marasmus,” “Old age,”
“Shock,” “Uremia,” ‘‘Weakness,” eotc., when a
definite diseass can be ascertained as the causo.
Always qualify all diseases resulting from child-
birth or miscarriage, as *‘PUERPERAL geplicemia,”
“PuErPERAL peritonilis,” ete. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS staté MEANS oF INJURY and qualify
A8 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, OF &as
probably such, if impossible to determino definitely.
Examples: Accidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—oprobably suieide.
The nature of the injury, as fracture of skull, and
consequences {e. g., sepsis, tetanus), 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.)

Norp.—~Individual oMees may add to above lst of undesir-
ablo terms and refuso to accept certificates containing them,
Thus the form In use in New York City statos: *' Certiflcates
will bo returned for additional information which give any of
the following digeases, without explanation, as the sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor«
rhage, gangrene, gastritis, erysipelas, meningitis, miscarrlage,
necrosis, peritonitis, phlebitis, pyemia, septicemia, tetantus,"
But gencral adoption of the minimum list suggested will work
‘\l':sb improvement, and its scope can be oxtended at a later

te.

ADDITIONAL SPACE FOR FURTHER BTATEMENTS
BY PHYSICIAN.




REGISTRARS SHALL NOT RECEIVE A FEE FOR CERTIFICATES UNTIL THEY ARE COMPLETE AS PRESCRIBED BY LAW,

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF DEATH
County. Seeneeann Begistration District No.,
Towaship.......c.coevreenenene istration District No.,
L O YV PP

2. FULL NAME.... Zy

{0) Residence. No.......... rarsrrenrsbberaressreennarrns
sual place of abode)

Length of residence in city or lown where death ocoiored ™ How long in U.S,, if of loreldn hink? T, mos. da.
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF %
3. SEX 4. COLOR OR RACE | 5. %?%&g‘(“’-“;h‘f?&‘é? 8 || 16. DATE OF DEATH (MONTH, DAY AND YEAR) /W s ¢ 19 ﬂ

T

17.

SA. IF MamriED, WiDoweD, or Divorcen
HUSBAND oF
{on) WIFE oF

6. DATE OF BIRTH (MONTH, DAY AND YEAR)

If LESS than

7. AGE YEARS MonTus 1 Dars

9. OCCUPATION OF DECEASED
(0} Trade, profession, of
particoier kind of werk R
* (b) General patare of indastry,
busineas, or establishment in

which employed (or employer)......... .
{c) Name of employer . }

18. WHERE WAS DISEASE CONTRACTED

[ A . IF NOT AT PLACE OF DEATHR.ouvirensrinsssmvrassnansns

* {STATE or oouum)

- g 4 DID AN OPERATION PRECEDE DEATHI. DATE or.
10. NAME OF FATHER . ' _AV A W .. - - :
AS THERE AN AUTOPSYT
hd
f—' 11. BIRTHPLACE OF FATHER (crrv om 7o N WHAT TEST CONFIRMED DIAGNOSIST
é {STATE OR COUNTRY} A - - (Signed),
< | 12- MAIDEN NAME OF MOTHER /\\V i .18 {Address)
o : )
13.  BIRTHPLACE OF MOTHER {CITY ORpIND....oooeoereessemvemcreecannie e *State tht Dmrass Civave Dmarm, of in deaths from Viorxwr Cavens, state
- 0 . (1) Mraxs avp Natues or I:uver, and (2) whether Accmmmrar, Bmicmat, or
(STATE oR CoUNTR : HoutcroaL,  (See reverss side for additional space.)
4, . .
! EAFORBMANT woeoeeseoeoeeeeee - / ________ 19. PLACE OF BURIAL, CREMATION, OR REMOVAL. | DATE OF BURJAL
" {Address) / - C - / X 19
15 (o ]ﬁ ﬂ) P W 20, UNDERTAKER ADDRESS
FILED e 19405 T .

ALL INFORMATION CALLED FOR MUST BE WRITTEN ON THIS SUPPLEMENTARY.




Revised United States Standard
Certificate of Death

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

Statement of Occupation.—Procise statement of
oecupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many ocecupations & gingle word or
term on the first line will be guilicient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Slationary Fireman, ete.
But in many ocases, especially in industrial employ-
ments, it iz 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 statemeont; it should be used only when needed.
As examples: (a) Spinner, (§) Colion 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 specifieation, 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 Al home, and
children, not gainfully employed, as A¢ school or At
home. Care should be taken to report specifically
the ocoupations of persons engaged in domestic
service for wages, as Servant, Cook, Housemaid, ete.
It the oocupation has been changed or given up on
account of tho DISEASE CAUSING DBATH, state ocou-
pation at beginning of illness. If retired from busi-
ness, that fact may be indioated thus: PFarmer (re-
tired, 8 yrs.} For personsiwho have no occupation
whatever, write None.

Statement of Cause of Death.—Name, firss,

the pIsEAsE causiNg DEATH (the primary affection
with respect to time and eausation), using always the
game accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
* “‘Bpidemic ocerebrospinal meningitis’); Diphtheria
(avoid use of *'Croup’); Typhoid fever {never report

(A

‘‘Typhoid pneumonia’'); Lobar pneumonia; Broncho-
pneumonia (" Pneumonia,’”” unqualified, is indefinite);
Tuberculosts of lungs, meninges, peritoneum, eto.,
Carcinoma, Sarcoma, eto., of.......... (name ori-
gin; “Canocer’’ ig leas definite; avoid uge of ‘“Tumor”
tor malignant neoplasma); Measles, Whooping cough;
Chronic valvular heart disease; Chronic inferstitial
nephritis, oto. The contributory (secondary or in-
terourrent) affection need not be stated unless im-
portant. Example: Measles (disease oausing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as *'Asthenia,” ‘'Anemia’ (merely symptom-
atic), ‘''Atrophy,” *“Collapse,” “Comsa,” *'Convul-
sions,” ‘‘Debility’” (‘*Congenital,’” *‘'Senile,” ete.),
“Dropsy,” ‘'Exhaustion,” ‘‘Heart failure,” “Hem-
orrhage,” ‘Inanition,”” ‘‘Marasmus,’” *“Old age,”
“Bhoek,” *‘'Uremis,’” *“Weakness,” ete., when a
definite disease ecan be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, as “PUERPERAL seplicemia,”
“PURRPERAL pertlonilis,” ete. State cause for
which surgical operation was undertaken, For
VIOLENT DRATHR state MEANS OP INJURY and qualify
88 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, O 4§
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
teay irain—accident; Revolver wound of head—
komicide, Poisoned by carbolic acid—probably suicide.
The nature of the injury, asg fracture of skull, and
consoquences (o. g., sepsis, tetanusz), 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 Assooiation.)

Nore.~—Individual offices may add to abovo list of undesir-
ablo terms and refuse to accept certificates contalning them,
Thus the form in use in New York Olty statea: * Certificate,
will be returned for additional information which give any of
the following diseascs, without explanation, as tho sole cause
of death: Abortien, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitls, miscarringo,
necresis, peritonitis, phlebitis, pyemina, septicemia, tetantus.”
But genoral adoption of the minimum list suggestod will work
vast Improvement, and its scope can be extended at o later
date.
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