MISSOURI STATE BOARD OF HEALTH

PSR o ST, TTagce 8535

Begistration District: No.. ééd 'Pil;jﬂ_a

ICIANS should state

8. OCCUPATION OF DECFASED

{s) Teade, profession, or fﬁtz:?
perficoler kind of work : S

-
|
o
&
E Primary Redistration District No.n?..
o
-«
[
2
=
i 8 . . :
E af: Length of residonce in city or town.where desth occarned .yra, mos. da. How boug:in I1.S., if of forsign hirth? yra. [mos. ds.
D = ~ ey
B 8 PERSONAL AND STATISTICAL PARTICULARS l MEDICAL CERTIFICATE OF DEATH
o - - .
0w 8. SEX 4. COLOR'OR RACE | 5. e D ioows” ™ || 16. DATE OF DEATH (MONTH, DAY AND YEAR) 27%4/ /7
5|t | i | ey S
' - ST ) HEREBY CERTIF!
3 E “Sa. ,IF MARRIED, WinowED, -OR. DIvORCED /’ -— co -
£ BUSEARE or R | V. A eV ereneereeeties 18,
-E a (or) WIFE oF {kat I last gaw bW Py olive on....s
o >
o8 - death d,.on (be dete stated above,
5;: 6. DATE OF BIRTH (MowTw. DAY AND YEAR) [ /. / /d / /7 fa o
R 7. AGE YEARS MonThs Pars  f 1-LESS (hza 1
w D 7/ day, ........brs.
nE 2 / /f or _.....min,
<3
2
o5
0 -
E 8
&g
2a
[ L]

Icroauant . L ller ‘,W — . 19. PLACE OF :BURIAL, CA iON,:QR:REMOVAL ;| DATE OF BURIAL
o LS, | W oty Bowoy s 3 S

v ‘ ' A% J.‘H 3
AN 507,

B Geteral natore. of indusiry, ) CONTRIBUTORY.............. : agperenee e s e et
buai or estahlishment in <(sEcaNDaRT) = : 2 X
-] 5 Inwad 1 .
e which emclayed (or employer)........, ion) e — s,
] (e} ‘Nama of emzloyer

EE /i _ || 18 WhmE MASD
‘gg 9. BIRTHPLACE {c1Tv.on rm)cfm _— )

{STATE .OR-COUNTRY) LA LT
-‘5 o — — - — T — fnp AN OPERAYION FRECEDE DEATH..weueeres *, DATE o,
g° 4 10, KAME -OF ;FATHER . '
= E. : - _ 14 J Was THERE AN AUTOPSTL.,...
a .
g8 P t1. BIRTHRLACE :OF FATHER {crry- rg) kA e > WHAT TEST CONFIRMED DI

- - L) »
g.ﬁ ‘;E (STATE QRWN'{“) N ) m > 2 — . “(w)"‘“". ’ i
33 X[ 12 MAIDEN NAME OF MOTHER + 19 {Adaspss) WS
-~ g 7 g T T e d s - L = T
;E :| 13. BIRTHPLACE OF M iy -or Yomw).. N ALY £ . *Hitate ;W‘:I!?u_l Cavmna Dw;.d ,wainiden&' from VeoLewr Cavszs, state
- (1} ;Mzams amo Naryns or Dnnony, ) sfether Accpmrmun, Smicioar, or
.-:5-§ . . {S7aTE OR COUNTRY) P, Howcoat. +(Ses reverss gide for additioual space.) ) ’
BA u. = -
4

£8
|
di
53

v [ (¥} + 1




Revised United States Standard
Certificate of Death

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

Statement of Occupation.—Procise statement of
occupation is very important, so that tho relative
healthfulness of various pursuits ean be known. The
question applies to each and every person, irrespec-
tive of age. For many occupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Phytician, Compositor, Architect, Locomo-
tive Engineer, Civil Enginear, Stationary Fireman, ete.
But in many cases, especially in industrisl employ-
ments, it is nocessary 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.
Ag examples: {a) Spinner, (b) Cotion 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
precige specification, as Day laberer, Farm laborer,
Laborer—Coal mine, ate. Women at home, who are
engaged in the dutios of the household only (not paid
Housekeepers who receive a definite salary), may bo
entered na Housewife, Housework or At home, and

children, not gainfully employed, as At school or Al .

home. Care should be taken to report specifically

the occupations of persons engaged in domestic
gervice for wages, as Servan!, Cook, Housemaid, eto. :
_ It tHe occupation has been changed or given up on .
account of the DISEASE CAUSING DEATH, state oceu- .
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 occupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the DISEASBE CAUSING DEATH (the primary affection
with respect to time and causation), using always tha
same accoptad torm for the same disense.” Examples:
Cerebrospinal fever (the only definite synonym is
“Epidomic cerebrospinal meningitis”); "Diphiheria

(avoid use of *Croup”); Typhoid fever (never report .

“Pyphoid pneumonia'); Lobar preumonia; Broncho-
pneumonia (“Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcomae, ete., of.......... {(name ori-
gin; “Cancer” is less definite; avoid use of “Tumor™
for malignant neoplasma); Measles, Whooping cough;
Chronic valvular heart disease; Chronic inferstitiol
nephritis, otc. The contributory (secondary or in-
tercurrent) affection need not be- stated unless im-
portant. Example: Measles (disense causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or termiral conditions,
such as ‘“‘Asthenia,’”” **Anomia’™ (merely symptom-
atie), “Atrophy,” “Collapse,” “Coma,"” *“Convul-
gions,” “‘Debility” (“‘Congenital,” ‘‘Senile,” ete.),
“Dropsy,” ‘‘Exhaustion,” “Heart failure,” “Hem-
orrhage,” “Inanition,” *“‘Marasmus,” "Old age,”
“Shoek,” “Uremia,” ‘‘Weakness,”" etc.,, when a
definite diseaso can be ascertained as the' cause.
Always qualify all diseases resulting from child-
birth or miscarringe, as “‘PUERPERAL seplicemia,’
“PUERPERAL peritonilis,” eto. State cause for
which surgica! operntion was undertaken. For
VIOLENT DEATHS 8tate MEANS OF INJURY and qualify
848 ACCIDENTAL, SUICIDAL, O HOMICIDAL, or &g
probably such, if impossible to determive definitely.
Examples: Accidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide, Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (o. g., sepsis, lefanus), may be etoted
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by

‘Committee on Nomenclature of the American

Medical Association.)
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Norp—individual offices may add to nbove List of undesir-

. able terms and refuse to accept certificates containing thom.

Thus the form in use in New York City states: *' Certiflcats,

"will be returned for additlonal information which give any of

‘the foliowing discases, without explanation, as the sole cause

of death; Abortion, cellulitts, childbirth, convulsions, hemor-
.thage, gangrens, gastritis; erysipelas, meningitls, miscarringe,
necrosis, peritonitis, phlebitis, pyemis, septicemia, tetantus.'
But gencral adoption of the minlmum Ust suggested will work
vast improvemeont, and Its scope can bo extended at o later |
date. . -
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