Do not we this space.

MISSOURI STATE BOARD OF HEALTH
' BUREAU OF VITAL STATISTICS

: !

8y .. CERTIFICATE OF DEATH 4 U Z 8

gg 1. PLACE OF, TH ?

38 ! Couty., . tration District No....

o B - Townski j

o i N

] b i

o g ! . Gty St L

g'f: z. FuLL NAME

) ;" () Resid

E ; . {Usual place of abode) ° : (If nonresident give city or town and State)

& E i Length of residenco in city or tvwn where desth cocmrred yra. oS, ds, How long in U.S., if of foreign hirth? yrs. mos. ds.
=] ; 0 =
8 ! PERSONAL AND STATISTICAL PARTICULARS V MEDICAL CERTIFICATE OF DEATH
=] I

L ©% x”3__,5.5—}-(- 4 CDLOR‘OR RACE | 5. sﬁm‘?”— WiFDwED or 16. .DATE OF DEATH (MONTH, DAY AND YEAR) 2 =4 n A f
K] Lo y 17
ﬁ M ™ 5 - L 1 HEREBY CERTIFY, Thet I ati
$ HOSBARE oy DoweD, Ok Divoacen . P | L0, fon.n.]
& (or) WIFE oF . that 1 last saw b ems. dlive on.............. 2., =L f
E denth d, on the date stated abuve, at........... {P..0..

T
6. DATE OF BIRTH (MONTH. bAY AND "“"M/ 3-/9223 THE.LAUSE OF DEATH* was &S FoLLOWS:
7. AGE Yers If LESS than 1 Fi L :

:9./33:: BURIAL, c?ﬁ(r«j‘non. OR Rsnjom. ] ﬁgﬁjm r
?W w FCo P @““(
& 2

N
A\

N. B.—Every item of information should he carefully supplied. AGE should be stated EXACTLY.

. Moxtas | ﬂrs
o da hrs. e e i s e s e ey
0 ’ é ‘ . 9/ ¥y .......--.: C

o S min. &
3 = .. S A
C 8. OCCUPATION OF DECEASED A 3
';':' {w) Trnde, profession, or ﬂ'W‘ / 0 | i i &
g icular kind of wark .. £ V .. . R T A
g {b) Genernl nnture of indusiry, CONTRIBUTORY../ &
o business, or estahlishment in (s=conpARY) . £
': which employed (or employer) fon) §f ... e e m,’éds.
g {c) Neme of employer ki

18. WHERE WAS DISEASE CONTRACTED
-
- 9. BIRTHPLACE (CITY OR TOWN) ..o Yop oo ccmmemc oo strn st soss s IF NOT AT PLACE OF DEATHT.recrrerceree B e
§ {STATE OR COUNTRY) @
ot DID AN OPERATION PRECEDE DEATHT...... A5 DATE OF.......ooovvrreseeneressstrmneseennrens
& m.umsornmzné M(ﬂ /f/l 2 _ ;
E‘ = - WAS THERE AN AUTOPSYZ......1reesuens R 2o .f.". .........................................................
£ p 11. BIRTHPLACE OF FATHER OR TOWN).., WHAT TEST COMFIRMED DIRGROSIST....... eoeee.eccvronssoserissassonsasess oesemenesesenepparsssean
g g | (STATE OR counTRY) ﬁ% (Signed)... 27 f ey Gt Rt A S
T

E‘ &1 12 MAIDEN NAME OF Momrgzva-&./ 2-/¢ ,lsl-“mdma)jw Vg : 436427
o] 13. BIRTHPLACE OF MOTHEH (crrv or Town)... . *Siate the Dismasa Cavsing Dratm, or in deaihs from Vierxwe Cu:ﬂsm’;.r stata
(3] i (1) Mzsxm axp Natume or Issuey, and (2) whether AccroEyrai, Burcioan, or
ﬁ (Snr:oucogpﬂw) 4 , )~ HoarcIpar. (Seemms:defuraddmonnlspaca.) -
] .
.3
Q
=]
7]
=]
=
9




Revised United States Standard
Certificate of Death

(Approved by U. B. Census and American Public Healtbh
Associatlon,)

Statement of Occupation.—Preaise statement of
ocoupation is very linportant, so that the relative
healthfulness ot various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. TFor many ocoupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositer, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary 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 ap additional line is provided for the
lattor statement; it should be used only when needed.
As examples: (a) Spinner, (b} Cotton mill, (a) Sales-
man, (b} Grocery, (a) Foreman, (b} Automobdile fac-
tory. The material worked on may form part of the
gocond statement. Never return ‘‘Laborer,” “Fore-
man,” “Manager,” ‘‘Dealer,” eto., 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 s definite salary), may be
entered ns Housewife, Housework or At homs, and
children, not gainfully employed, as A¢ school or At
home. Care should be taken to report specifically
the ocoupations of persons engaged in domestis
service for wages, as Servanl, Cook, Housemaid, oto.
If the cocoupation has been changed or given up on
account of the pIsEABE CAUSING DHATH, 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 ocoupation
whatever, write None.

Statement of Cause of Death.—Name, firat,
the DISEABE CAUSING DEATH (the primary affection
with respect Mme and causation), using alwaya the
same aocepted term for the same disesse. Examples:
Cersbrospingl fgver (the only definite synmonym fs
“Epidemie oerebrospinal meningitis’); Diphtheria
{avold use of "*Croup”); Typhoid ferer (nover report

“Typholid pneumonis’); Lobar pneumonia; Broncho-
prneumonta (' Pnenmonis,” ungualified, is Indefinite);
Tuberculosis of lungs, meninges, peritoneum, oto.,
Carcinoma, Sarcoma, eto., of .......... (pAme ori-
gin; “Cancer" is less dofinite; avoid use of “‘Tumor”
tor malignant neoplasma); Measlea, Whooping cough;
Chronie valvular heart disease; Chronic inleratitial
nephritie, ote. The contributory (secondary or in-
terourrent) 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 conditions,
such as “Asthenia,’”” '*Anemia"” (merely symptom-
atio), "“Atrophy,’”” ‘“Collapse,” *“Coma,” *‘Convul-
gions,” “Debility” (“*Congenital,” *Senile,” eto.},
“Dropsy,” “Exhaustion,’” "“Heart failure,” “Hem-
orrhage,” ‘‘Inanition,” *‘Marasmus,” *“Old age,”
“Bhock,” *Uremis,” *“Woakness,"” ete., when a
definite disense ocan be ascertained as the oause.
Always qualify all diseases resulting from child-
birth or misocarriage, as “PUBRPERAL seplicemia,”
“PURRPERAL pertionilis,”” eoto. State cause for
which surgioal operation was undertaken. For
VIOLENT DEATHS Btate MBANS OP INJURY and qualify
88 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, Or &8
probably such, if impossible to determine definitely.
Examples: Accidental drowning; etruck by rail-
way train—aceident; Revolver wound of head—
homicide, Poisoned by carbolic acid—probably suicide.
The nature of the injury, aa fracture of skull, and
consequences (e, g., sepais, tetanus), 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 Association.)

Nots.~~1Individus] offices may add to above llst of undesfr-
able terms and refuso to accept certificatos contalning them.
Thus the form In use in New York City states: * Certificate,
will bo returned for additional information which give any of
the following diseases, without explanation, as the sole cause
of death: Aborticn, cellulitia, childbirth, convulsfons, hemor.
rhage, gangrene, gastritle, erysipelas, meningitle, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, scpticoamia, tetanus.”
But general adoption of the minimum list suggested will work
vast improvement, and its scope can be oxtended at a later
date.
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