™~

PHYSICIANS should state

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF DEATH

2. FULL NAME .......

Do ool nse this space.

0763 —

Fils No.
Retisicted No.

(a) Besidence. No........
{Usual place of abode)
Length of residence in cily or {own where denth occurred

yra.

(If nonresident give city or town and State}
How lond in U.S., il of forciga birth? s mos.

ds,

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

5. SiNGLE, Marmiep, WiDowED oR

4. COLOR OR RACE
2‘ 22 DIVORCED (torits the word)

3. SEX

16. DATE OF DEATH (MONTH. DAY AND YEAR] 3_,/ /I & 13 '/

6. DATE OF BIRTH {MONTH, BAY AND YEAR) 3,\“_6 - 187-3

death occurred, on the deis atated above, et

7. AGE Davs ll LESS than 1
krs.

70| &

YEARS

5/

MonTHS

AGE should be stated EXACTLY.

8. OCCUPATION OF DECEASED
(a) Trade, prolession, or

parliculer kind of work ooovvicvrincrecn e
- (b} Gepern! pature of fndestry,

business, cr establishment in K za/; )

which employed (or employer)..... .

{c) Name of employer Qf/ ‘

co IBUTORY..... 7.
ARY)

9. BIRTHPLACE (CiTY or TOWN) ..
{STATE OR COUNTRY) " o o P

10. NAME OF FATHER / LT

v

17.
-1 HEREBY GCERTIEY, mtlowddnand(m“-ﬁ/’e
ereeeeerrengen H1R .
Lha!lhsluvbm-r‘nlimon ..................

THE CAUSE OF DEATH?* was AS FOLLOTYS:

18. WHERE WAS DISEASE CONTRACTED

V'

DiD AN OPERATION PRECEDE numr....m

IF NOT AT PLACE OF DEATHY.

A +M.D

{STATE OR commn) SE i

f_; 11. BIRTHPLACE OF FATHER {ciTY OR muu).................’ ..........................
z {STATE OR COUNTRY} / _, ¢~ .
fut
4 N “
E 12. MAIDEN NAME OF MOTHER -~ - 7 . .
13. BIRTHPLACE OF MOTHER (1Y 08 rowu)_,): I o . N
£ .

.

14, ( ’ B =
INFORUAN ‘ e PRt r RBE TR T ERES e (L eneraae s iee tenE ek te s b aan et ratre

(Aadms) i “\f A

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

K. B.—Every item of information should be carefully supplied.

' AX
* FILEDB'.‘..‘.L.a. 1.3, /(;'. .-.’6 L AL

*State the Dhsmusn Civarea Drarm, or in desths from Viowrwr Cavacs, state
(1} Mreaxa axp Narcon or Iwony, and (2) whether Accmonran, Burctoan, or
Hourctpal-  {Bee reversa side {or additional space.}

19. PLACE OF BURIAL, CREMATION, OR REMOVAL

X o

DATE OF BURIAL

ADDRESS

20, UNDERTAKER

& S ptter

Bl Pucikon




Revised United States Standard
Certificate of Death

(Approved by U. 8, Census and American Public Health
Association.)

Statement of Occupation.—Precise statement of
oceupation {3 very important, so that the relative
healthfulness of various pursuits ean he known. The
question applios to each and every porson, irrespec-
tive of age. For many occupations & single word or
term on the first line will be sufficieut, o. g., Farmer or
Planter, Physician, Compaositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, ota.
But in many ocases, especially in industrial employ-

ments, it is necessary to know (a) the kind of work
and also (b) the pature of the business or industry,

and therefore an additional line is provided tor the
latter statement; it should be used only when necdod.
As examples: (a) Spinner, (b} Colton mill, {a) Sales-
man, (d) Grocery, (a) Foreman, (b) Automabile fac-
tory. The materinl worked on may form part of tha
sacond statement. Never return **Laborer,” **Fore-
man,” “Manager,” *‘Dealer.,” eto., without more
precise spocification, as Day laborer, Farm lahorer,
Lahorer—Coal mine, ote. Women at home. who are
engaged in the dutios of the housshold only (not paid
Housekespers who receive a definite aalary), may he
entered as. Housewife, Housework or At home, and
children, not gainfully employed, as At schoul or At
home. Care should be taken to report spocifieally
the oecoupations of persons engaged in domestio
service for wages, as Sercant, Cook, Housemaid, ote.
It the occupation has been changed or given up on
acoount of the pDisEASE CAUBING DPEATH, Btale ocou-
pation at beginning of illness, If retired from busi-
ness, that fagt may be indioated thus: Farmer (re-

tired, 6 yrs.} For persons who have no ocoupa.t.ion .

whatever, write None.

Statement of Cause of Death,—Name, first,’

the DISEABE CAUBING DEATH (the primary affection
with respeet to time and eausation), using always the
game aooopted term for the same disease. Fxanmples:
Cerebrospinal fever (the only definite synonym is
‘'Epidemio eerebrospinal meningitis’’); Diphtheria
(avold use of “Croup’’): Typhoid fever (nevor report

“Typhoid pneumonia’); Lobar pneumania; Broncho-
preumonia (*'Pneumonia,” unqualified, isindofinite);
Tuberculosis of lungs, meninges, periloneum, ste.,
Carcinoma, Sarcoma, eto., of.......... (name ori-
gin; “Cancer” is less definite; avoid use of “*Tumor”
for malignant neoplasma); Measles, Whooping couph,
‘Chronie valvular Adarl disease; Chronie interstitial
nephritis, ete. The contributory {sesondary or in-
terourrent) affcotion need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary}, 10 ds.
Never report mere aymptoms or termioal conditions,

- such ar '‘Asthenis,” "Anemia’ (merely symptom-

atic), "Atrophy,” *“Collapse,” **Coma,” *Convul-
dions,” *“Debility” (*Congenital,” ‘'Senile,” eto.),

. “Dropsy,” "“Exhaustion,” *“Heart failure,” ‘'Hem-
-orrhage,” *‘Inanition,” ‘‘Marasmus,” “0ld age,”

“Shook,” *Uromia,” ‘“‘Weakndes," &te., when a
definite. disense can be ascertained as the eause.
Always qualify all disoases resuliing frem child-
birth .or miscarriage, as ‘PUBRPEHRAL seplicemia,”
“PURRPERAL peritonitis,” eto, State cause for
which aurgical operation was undertaken. For
VIOLENT DEATHS Stateé MEANS oF INJURY and qualify
88 AOCIDENTAL, 8UICIDAL, OF HOMICIDAL, Or a8
probably such, if ilmpoasible to determine deflnitely.
Examples: Accidental drowning; siruck by rail-
wai train—accident; Revolver wound of head—
homicide, Poitoned by carbolic actd—prebably suicide.
The nature of the injury, as froocture of skull, and
consequonons (8. g., sepsia, lelanus), may be stated
under the head of *Contributory,” (Recommenda-
tions on statement of eauso of death approved by
Committee on Nomenelature of the American
Medical Asscoiation.)

Nore.~—Individual ofMices may add to above st of undesir-
able terms and refuse to accept certificates containing thom.
Thus the form in use in Now York Olty states: *' Ccertificates
will be returned for additional informuation which give any of
the following diseases, without explanation, as the sole cause
of death: Abortlon, cellulitis, childbirth, convulslons, hemor-
rhage, gangrene, gastritis, erysipelas, meningitla, miscarriage,
necrosis, perltoultis, phlobitis, pyemia, septicomia, tetanus.'
But general adoption of the minimum st suggested will work
vast improvement, and its scope can be oxtendod at & later

date
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