ia very important.

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STAT!STICS
CERTIFICATE OF DEATH -

Do not ase this space.

N Fe

3 5 a G d
Regdi Diatrict No..... B 1T [ e
Primary Begistration District No......: -3 d f ’7 Begistered No. /\S"O ;

2. FULL NAME.....

(a) Residence. No....
{Usual place of abode}

yra, mos. ds.

Leagth of residence in cily or town where death oconrred yrs. mag. ds. How boog in U.S., i of [arcign birth?
PERSONAL AND STATISTICAL PARTICULARS / MEDICAL CERTIFICATE OF DEATH
5. SmoLe, Maraiep. Winowen on 16. DATE OF DEATH (MONTH. pAT A‘ND YEAR} M - / -4 ’[

DIvORCED (roriis the word)

i 5 4. COLOR OR RACE
—

& at TV Y-

S, ¢ Mmmzn Wlnowan or Divorcen

HUSBA
(oR) WIFE oF %M WW

that I hast saw h. Ate,. alive on..,

17,

0%

o ..
denth occurred, on the date siated ubnve, al...
6. DATE OF BIRTH (MONTH, DAY AND YEAR) 5 Ej =2 7 / ;% THE CAUSE OF DEATH® was As FoLLows:

1. AGE YEARS MoNTHS Davs If LESS than 1
day, .........brs.

8. OCCUPATION OF DECEASED

{a) Trade, profeasion, or
particular kind of wark
(b} General nature of industry,
business, or establishment in

which employed (or kyer)..........

{c) Name of employer

9, BIRTHPLACE [ciTY oR Town)
(STATE OR COUNTRY)

10. NAME OF FATHER Mﬂ-«a

11. BIRTHPLACE QOF FATHER {ciry
(STATE OR COUNTRY)

12. MAIDEN NAME OF MOTHER M Ete st/

PARENTS

CONTRIBUFD,
(SECONDA|

13. BIRTHPLACE OF MOTHER (ciry
(STATE OR COUNTRY)}

|NFORMANT
(Addreas)

l *State the Dmmusn Caveing Dmarn, or in desths from Viengmy Cavaca, state
(1) Mmrs arp Nitomo or Imumr, and  (2) whetber Aocmmwmar, Bmictpar, or
Homrctoar.  (See reverce cida for additional space.)

8. PLACE OF BURIAL, CREMATION, OR REMOVAL DATE OF BURIAL

9L

* FrLen L”)‘

..........................




Revised United States Standard
Certificate of Death

(Approved by U &, Census and American Public Realth
Association.)

Statement of Occupation.—Preciso statoment of
ocoupation is very important, so that the rolative
healthfulness of various pursuits can be known. The
question applies to eaoh and every person, irrospoe-
tive of age. For many ocoupations a aingle word or
term on the first line will be sutfivient, e. g.. Furmer or
Planter, Physician, Composilor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, oto.
But in many cases, especially in industrial employ-
ments, it is necessary to know {u) 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, {a) Foreman. (b} Aulomobile fuc-
tory. The materinl worked on may form part of the
second statement. Never return “Laborer,” “Fore-
man,” *Mansager,” *‘Dealer,” eto., without mora

precise specification, as Day laborer, Farm laborer,.
Laborer—Coal mine, oto. Women st home, who are:

engaged in the duties of the housnhold only (not paid
Housekeepers who reccive a definite salary), may be
entered ns - Housswife, Housework or At home, and
ohildren, not gainfully employed, as At school or Al
haome. Care should be taken to repori specifieally

the ocoupations of persons engaged in' domestio

servioe for wages, as Sersant, Cook, Housemaid, eto.
It the cccupation has been changed or given up on
account of the n18EABE CAUBING DEATH, state ocou-
pation at beginning of illness. If rdtired from busi-

- ness, that taet may be indicnted thus: Farmer (re-
tired, 8 yrs.) For persons who have 'no,ocoupation
whatever, write None. .

Statement of Cause of Dpath.—Name, first,
the DIsEABE cAUBING DEATH (the primary affeotion
with respeot to time and causation), using always the
same aecepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym i
“Epidemio “ecerebrospinal meningitis'); Diphtheria
(avo!d use of “Croup’’); Tyvhoid fever (naver report

—a-

.20 ds.; Bronchopneumenia (secondary},

*Typhoid posumonia’™); Lobar pneumeonia; Broncho-
preumonia (" Pneumonia,” unqualified, isindefinite):
Tuberculosis of lungs, meninges, peritoneum, eto.,
Careinoma, Sarcoma, eto., of . ......... {(name ori-
gin; “Cancer” i léss definite; avoid use of “Tumor"”
for malignant neoplasma); Measles, Whooping cough;
Chronic velvular kearl disease; Chronic interstitial
nephritis, eto. The contributory (sceondary or in-
terourrent) affection need not be stated voless im-
portant. Example: Measles (diseass oausing death),
10 ds.
Never report mere symptoms or terminal conditions,

such as *“Asthenia,” ‘“*Anemia’ (merely symptom-

atio), **Atrophy,” *‘Collapse,” **Coma,” “Convul-
sions,” “Debility’’ (“Congenital,” “Senile,” ato.),
“Dropay,” ‘‘Exhaunstion,’” *Heart failure,” *Hem-
orrhage,”” “Inanition,” *“‘Marasmus,’” “0Old age,”
“Shoek,” *'Uremia,” *Weakness,' eto., when a
definite disease can bo mscertained as the eause.
Always qualify all diseases resuliing from child-
birth or miscarriage, as “PukRrERAL seplicemia,”
“PygarERAL perifonilis,”” eto. State ocause for
which aurgieal operation was undertaken. For
VIOLENT DEATHS state MBaNs oF 1INJUBY and qualify
a8 ACCIDENTAL, SUICIDAL, OF ROMICIDAL, OF 883
probably such, it impossible to determine defiuitely.
Examples: Accidental drowning; struck by rail-
way (rain—--accident; Revolver wound of head—
homicide, Poisoned by carbolic acid—~probably suicide,
The nature of the iniury, as fraoture of skull, and
congequences (o. g., sepsis, lelanus), may be stated
uader the head of “Contributory.” (Reecommenda-
tions on statement of eause of death approved by
Committes on Nomenclature of the Ameriean
Medical Association.) : -

Nore.—Individual oMces may add to above Ust of undesir. ©
uble terms and refuse to accept certificates containing them,
Thus the form in use in New York Clty states: **Qertlflcatos
will be returned for additional Information which glve any of
the following diseases, without explanation, as the solo cause
of death: Aboftion, cellulitis, childbirth, convulsions. hemor-
rhage. gangrona, gastritis, erysipelas, meningitls, miscarriage,
necrosis, peritonitis, phleblitis, pyemia, septicemin, tetanus,”
But general adoption of the minimum list suggestod will work
vast improvement, and Its scope can be extended at a later
date

ADDITIONAL BPACRE FOIl FURTHER STATEMEMTR
BY PHYBICIAN,




