Do oot use this space.
MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS

CERTIFICATE OF DEATH a 959 -L16 6

N —H

1. PLACE OF DEATH yJ

o

3\
Reaidence 210 ..2 P by comrrreessrens Wepd. '
% {n} demeny p{:‘c:ofn{adc) ............ /____ o ity 4 (T Sonresident give city o towa sod St
By mamuwummmm O e . e da  Bow ko is U8 8 of foreids birs? ™ mos s

CCUPATIONR ia very important.

FERSONAL AND STATISTICAL FARTICULARS MEDICAL CERTIFICATE DF DEATH

wm 16, DATE oF m-:am i mmmn)% L. v

&

ASEX

W

4. COLOR Okt RACE

Sa. Ir Munu:n Wu)om oz DIvoRCED 20' HEREEY CERTIF;. Py W/éfm 19.24‘/
('Jﬂ) W""EOF that I Tast hlrde... alive On...ofb Rt sl s o 1955, and Gead
)T\H %QM desth n'-mﬁedd:;: Z VARl 7N

& DATE OF BIRTH (woorr, ot i Yead) £E2¢f T /7}( CAUSE OF DEATH? was As Fougws: ‘
7. AGE Yeans "Mon-ms"l ﬁﬁ' 1 LESS than 1 Obn /{(@m’/éé(
%7

8. OCCUPATION OF DECEASED

A
(). Trage, gryleagos, or * 2/ Lm%
mlruhrhndolwl WA £ et /

“)Gmualnlimollndm
- or establishment ta

which employed (2 emploger).....

(c)} Name 01 employer

AGE should be stated EXACTLY. PHYSICIARS should state

7] —
0. BIRTHPLACE (CIT\'ORTOIN} oo el

IF ROT AT PLACE OF nsm‘ma e 1o Moot S /
ey
STATE OR COUNTRY -
¢ s 2 r Dip AN OPERATION PHECEDR nu‘rm....%rw DatE or.... %) ﬁ—% 25
1. NAME OF FATHER M M ¢
WAS THERE AN AUTQPSTL..... .ol o,
11, BIRTHELACE OF FATHER (QrY.oR TOWN).... ..., szt s WHAT TEST CONE DLAGNOSIST ——

{STATE OR mmmn) = M, D

P —— % P %; L el aes ot Ot 2120

;Snuﬁqume;mnDnm. or i deathy I VroLxny Cavses, stats
(1) Mzuxs ixp Nitoss or Imsvzr, sod () whzf.bcr Accioeseat, Burcioar, or '
Hewtcmar., (Bmmmnidafnrnddiﬁnndm)

PARENTS

bDA OF BURIAL

15,

CAUSE OF DEATH in plain terms, go that it may be properly claseified. Exact statement of O

N. B.—Every item of informatioh should be carefully supplied.




Revised United States Standard
Certificate of Death

(Approved by U. 8., Census and Amorican T'ublic Health
Assoclation.)

Statement of Occupation.—Preocise statement of
ocoupation iz very important, so that the relative

healthfulness of varigus 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, Composiior, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, ete.
But in mony 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 i provided for the
- latter statement; it should be used only when needed.
Ap examples: (a) Spinner, (b) Cotton mill; (a) Sales-
" man, (b) Groecery; (a) Foreman, (b) Automobile fac-
tory. The materinl worked on may form part of the

gecond statement. Never raturn *‘Laborer,” “Fore-

man,” ‘‘Manager,” ‘‘Dealer,” eote., without more

precise specification, as Day laborer, Farm laborer, .

Laborer—Coal mine, ete. Women at home, who are
engaged in the dutios of the household only (not paid
Housekeepers who receive a definite salary), may be
entered ns Housswife, Housework or At home, and
- children, not gainfully employed, as At school or At
home. Care should be taken to roport specifically

the occupations of persona engagéd in domestio .

servige for wages, as Servant, Cook, Housemaid, oto.

It the oooupation has been changed or given up on.

account of the DIBEASE CAUSING DEATH, state ocou-
pation at beginning of illuess,” If refired from busi-
ness, that fact may be indieated thus: Farmer (re-
tired, 6 yrs.) For persons who ha.va no oceupation
whatever, write None.

Statement of Cause of Death. —Name, first,
the pi1sEAaR cavUsiNG DEATH (the primary affection
with respoot to time and causation), using always the
same accepted term for the same disease.” Examples:
Cerebroapinal fever (the only definite synonym is
“Epidemio cerocbrospinal meningitis'’); Diphtheria

(avoid use of-“Croup”); Typhoid fever (never:report

"
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“Typhoid pneumonia™); Lobar pneumonia; Broncho-

prneumonia (* Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eta.,
Carcinoma, Sarcoma, eta., of..........{(name ori-
gin; “Cancoer’ is loss deflnite; avold use of “Tumeor”
for malignant neoplasma); Measles, Whooping cough;

.Chronie valvular hearl diseass; Chronic interstitial

nephritis, eto. The contributory (secondary or in-
tercurrent) affection noed not be stated unless im-
portant. Example: Meaasles (disease causing death),
29 ds.; Bronchopneumonia (seoondary), 10 das.
Never report mere symptoms or terminal eonditions,
such as *‘Asthenia,” *“*Anemia’ (merely symptom-
atic), “Atrophy,” *“Collapse,” *“Coma,"” *Convul-
sions,” “Debility” (**Congenital,” *‘'Senile,” ete.),
“Dropsy,” **Exhaustion,” *“Heart failure,” “Hem-
orrhage,” *“‘Inanition,” *“Marasmus,” *“0ld age,”’
“8Shock,” “Uremia,” ‘‘Weakness,” eto., when a
definite disease can be ascertained as the ocause.
Always qualify all diseases resulting from child- -
birth or miscearriage, as ''PUERPERAL seplicemia,”
“PUERPERAL peritonitis,” ete. State cause for
whiech surgical operation was undertaken. For
YIOLENT DEATHS state MEANS or INJURY and qualify
A5 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, Or 88
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way train-—accident; IRevolrer wound of head—
homicide; Poisoned by carbolic acid—oprobably suicide.
The nature of the injury, as frasture of skuill, and
consequonces (e. g., sepsis, tetanus), may be stated
under the head of ““Contributory.” (Recommendsa-
tions on statement of cause of death approved by
Committee on Nomenclature of the American
Maodieal Association.)

Nore.—Individual offices may add to above 1ist of undesir-
able terma and refuse to accept certificates contatning them.
Thua the form In use in New York Clty states: *'Certificates
will be returned for additional Information which glve any of
the following diseasoa, without explanation, as the rolo cause
of doath: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrens, gastritis, erysipelas, meningitis, miscarringe,
necrosis, peritonitis, phlebitis, pyemia, septicemia, tetanus.’'
But general adoption of the minimum list suggested will work
vast improvement, and its scope can be extended at a Iater
daate.

ADDITIONAL BPACRE FOR PURTHAER BTATEMENTS
BY FPHYBICIAN.




J%MW&%M(&')’))ZW)’? // @
735_%0{”/ Blety:

.ﬁoﬂ(w fﬁ //é.}dow)// Maf'ch 15, 1924,

Dr. Cortez . Enloe,
Kansas City, Mo.,

Tlear Sir:-

Upon consulting our records in the case of Miss Ethel
Ross, the following facts and history are these.

Examired by me Dec. 21, 1923, Diabnosis- pyosealpinx.
Records from Dr. Jullus’ Frischer 8 labretory confirmed
dlagnosis with previous, Gonorrkeal infection of long standing.
No eV1denca o history of pregnancy.

Operated at Grace Hospital Dec. 23, 1923, Discharged
from that institution Jan., 10, 1924, in good condition. Contracted
pneumonia Jan 11, 1924 and died Jan. 15, 1924, Dr. St. Elmoc
Sanders consulting physiclan.

This was not a puerperal case. YNo evidence cr history
of ever being pregnant.

Regpectfully yours,

Prlatsrt B AL
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Statement of Cccupation.—Precise statement of
ocoupation is very important, so that the relative
healthtulness of various pursuits can be known. The
guestion applies to each and every person, irrespeo-
tive of age. For many oceupations a single word or
term on the first line will be sufficient, o. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Siationary Fireman, eto.
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
latter stntement; it should be used only when needed.
As examples: (a) Spinner, (b) Cotton mill, {a) Sales-
man, (b) Grocery, (a) Foreman, (b) Aulomobile 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, eto. Women at home, who-are
engaged in the duties of the household only (not paid

Housekeepers who receive a definite salary), may be
ontered as Housewife, Housework or At home, and
ohildren, not gainfully employed, as At sckool or At
home. Care should be taken to report specifically
the ocoupations of persons engaged in domestio
service for wages, as Servant, Cook, Housemaid, eto.
1t the occupation has been changed or given up on
account of the DIsEABE CAUSING DEATH, 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.—Name, first,
the pispABEm catusiNG pEATH (the primary -affection
with respeat 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
(avold use of “Croup’’); T'yphaid fever (never report

e
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“Typhoid preumonia™); Lobar pneumonia; Broncho-
pneumonic (“Pneumonis,” unqualified, is indofinite);
Tuberculosiz of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ete., of......,...(name ori-
gin: “Cancer” is less definite; avoid use of “Tumeor”
for malignant neoplasma); Measles, Whooping cough;
Chronic valvular heart diseass; Chronic tnlersiitial
nephritis, oto. The contributory (secondary or in-
terourrent) affeotion need not be stated unless im-
portant. Example: Measles (discase eausing death),
929 ds.; Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or terminal conditions,
guch as *‘Asthenia,” “‘Anemia’ {(merely symptom-
atie), “Atrophy,” “Collapse,”™ *'Coma,"” “Convul-
gions,” “Debility’” (‘'Congenital,” *‘Senile,”” eto.),
“Dropay,” “Exhaustion,” “Heart failure,” “Hem-
orrhage,” *“Inanition,” *“Marasmusg,” *“Old age,”
“Shoolk,” “Uremia,” ‘“Weakness,” eote., when a
definite disease can be ascertained as the cause,
Always quality all diseases resulting from child-
birth or misearriage, as “PUBRPERAL seplicemia,'
“PyERPERAL perifonilis,” ote. State cause for
which surgieal operation was undertaken. TFor
VIOLENT DEATHS state MEANS oF INJUAY and qualify
a8 ACCIDENTAL, SUICIDAL, OT HOMICIBAL, O 88
probably sueh, if imposgible to determine deﬂhnitely.
Examples: Accidental drowning; struck by rail-
way irain—accident; Revolver wound of head—
homicide, Poisoned by carbolic acid—probably sutcida.
The nature of the injury, as fraoture of skull, and
consequences (e. g., sepsis, lelanus), may be stated
ander the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on~ Nomenclature of -the American
Medical Association.)

Norn.—Individual offices may add to above list of undesir-
able terms and refuse to accept certificates contalning thom.
Thus the form In use in New York Clty states: ** Qertificates
will be returned for additional information which give any of
the following dlseases, without explanaticn, as the sole cause
of death: Abortion, cellulltis, childbirth, convulstons, hemor-
rhage, gangreno, gastritis, erysipelas, meningitis, misearriage,
nocrosis, peritonitis, phlebitis, pyemia, septicemla, tetanus,”
Biit general adoption of the minimum Uist suggestod will work
vast improvement, and its scope can be extended at a later
date,

ADDITIONAL BPACD FOE FUBRTHREAR §TATDMENTD
BY PHYSICIAT.




