MISSOURI STATE BOARD OF HEALTH e

BUREAU OF VITAL STATISTICS e
CERTIFICATE OF DEATH e

1. PLACE OF DEATH

Registration District Ne. [ oNd

2. FULL NAME.......... QQLMMﬁ{.( S TP e "o oI L.t lesteoes B
(a) Besid, MO i rs e sar ey v saa et e renen b s ; .
(Usual plzce of abode) (If nonresident give city or town and State)
Lengdth of residence in city or town whera denth occmrred yra. mos. ds. How long in U.S,, il of fareifs birth? Y mod. ds.
PERSONAL AND STATISTICAL PARTICULARS , MEDICAL CERTIFICATE OF DEATH
3. s5EX 4. COLOR OR RACE 5. SincLE, MARRIED, WIDOWED OR
h DIvoRceD (wriz the word) 16. DATE OF DEATH (MONTH, DAY AND YEAR) /2,24, ¢/ éc 1924
17, : .
1| HEREBY CERTIFY, That I attended d d from
5a. Ir MarriED, WiDoweD, oR DIVORCED —_— 19

lgu)ssﬁﬁ%or ...... .
mwWee 27 -
6. DATE OF BIRTH (MONTH, DAY AND YEAR)
7. AGE YEARS Mosmus . Dars It LESS than 1

74~ | 7 o= =t |
0

B, OCCUPATION OF DECEASED
(a) Trade, peofession, or

(b) General rature of industry,
business, ar esiablishment in

which employed {or employer)........~ ... 2 Gt
(c)} Name of employer )

(sEcomDaRY)

9. BIRTHPLACE (crrr or Toww)
(STATE 0% COUNTRY)

10. NAME OF FATHER

11. BIRTHPLACE OF] FATHER ( OR TOWM).......... WHAT TEST CONFIRMED DIAGHOSIST...........loqererioes

{STATE OR COUNTRY) M M .

L Do A s
12. MAIDEN NAME OF MOTHER _/AE o ) wlﬁi w:i%l?‘:ﬁ" ‘m) f@\pm

*8inte the Dmmiss Cavmso Dramh, or in deaths from Vionzwr Cauvsrs, siate
(1) Mzim axp Natums or Inyoar, apd (2) whether Aocmmwrar, Sticmar, or
Houtrmat.  (See reverse side for additional apacs.)

19. PLACE CF BURIAL, CREMATION, OR REMOVAL DATE CF BURIAL

A6 d O DN 19-2‘/

20, UNDERTAKER DRESS

A. M. M S Y

PARENTS




Revised United States Standard
Certificate of.Dea‘th

{(Approved by U. 8. Census and - American Public Health
Assoclation.)’

[

Statement of Occupation.~—Precise statement of
oceupation is very important, so that the 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
Planicr, Physician, Compositer, Architect, Locomo-
tive Engincer, Civil Enginecr, Stationary Fireman, ete.
But in many cases, especially in indusirial employ-
ments, it is necessary to know (a) the kind of work
and alto (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) Cotton mill; (a) Sales-
tan, (b) Grocery; (a) Foreman, (b} Automobile fac-
{ory. The material worked oo may form part of the
second statement. Never return “Laborer,” ' Fore-
man,” “Manager,” “Dealer,” eto., without more
precise specification, as Day laborer, Farm laborer,
Laborer— Coal mine, ote. Women at home, who are
engaged in the duties of the household only (not paid
Housekeepers who receive a definite salary), may be
entered ns 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 domestie
gervice for wages, as Servant, Cook, Housemaid, ete.
If the occupation has been ehanged 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 oeoupa.tio:i
whatover, write None,

Statement of Cause of Death. —Na.me, first,
the DISEABE CAUSING DEATH (the primary affection

with respect to time and causation), using always the,

same accepted term for the same disease, Examples:
Cerebrospinal fever (the only definite. synonym is
“Epidemic cerebrospinal meningitis’}; Diphtheria
{avoid use of “Croup’’); Typhoid feeer (never report

“Typhoid pneumonia™); Lobar pneumonia; Broncho-
preumonia (“Pnoumonia,”’ unqualified, is indefinite);
Tuberculosts of lungs, moninges, periloneum, eoto.,
Carcinoma, Sarcoma, ote., of . . . . . .. (name ori-
gin; “Canecer” is loss definite; avoid use of “Tumor”
for malignant neoplasma}; Measles: Whooping cough;
Chronic valvular hearl disease; Chronic interstilial
nephritis, ete. The contributory (segondary or in-
terourront) offection need not be stated unless im-

-portant. Examplo: Measles (disense cnusing death),

28 ds.; Bronchopneumonie (secondary), 10 ds.

‘Never report mere symptoms or terminal gonditions,
*such-as ‘‘Asthenia,” “Anemis™ (merely symptom-

atlc) “Atrophy,” ‘“Collapse,” “Coma,” *“Convul-
‘sions,” “Debility’" (“Congenital,” “Senile,” ete.),
“Dropsy,” “Exhaustion,” ‘‘Heart failure,” “Hem-
orrhage,” *“Imanition,” “Marasmus,” “Old age,”
“Shoek,” “Uremia,” “Weakness,” ete., when a
definite disease can be ascertained as tho cause.
Always qualify all diseases resulting from child-
birth or misearriago, a8 “PUERPERAL seplicemia,’”
“PUERPERAL peritonilia,” ete. State cause for
which surglcal operation was undertaken. TFor
VIOLENT DEATHS state MEANB OF INJURY and qualify
08 ACCIDENTAL, SUICIDALTY OF HOMICIDAL, OF &S
probably such, if impossible to‘determine definitely.
Examples: Accidenlal drowmng, struck by rail-
way train—accident; Rewglver” wound | of head—
komicide; Poisoned by carbalic acid—probably suicide.
The nature of the. i m]ury, ag fracture of skull, and
consequenaces (e. g., sopsts, telanus), may be stated
under the head of “'Contiributory.” (Recommenda~
tions op statement of cause of death approved by
Committee on Nomenclature of the American
Medical Association.)

Norte.~—Individual ofices may add to abovo list of undesir-
abla terms and refuse to accopt cortificates containing thom.
Thus the form In use In New York City states: *“Cortificates
will be returned for. additional information which give any of

. the followlng dizeascs, without explanuation, &8 the sole causo

of deatll: Abeortlon, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritls, erysipelas, meningitis, miscarringo,
necrosis, pedtonltis, phlebitis, pyemis, sapticemlia, tothnus.”
But gencral adoption of the minimum list suggested will work
vast improvement, and its scope can be extended at a iater
date.

ADDITIONAL SPACE FOR FURTHER BTATEMBNTS
BY PHYBICIAN,



o f faa

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Begi ba District l\n.//‘j/ ....... File No [, .
Befistered Noo oo
. { [OOSR | {11 §]

2. FULL NAME .. ..........coorne
{a) Resid No..., B
(Usual place of abode) - (Il oarcsident give city or wown and State)
Length of residence in cily or towa where dezth occurred s, mos. ds. How long in U.S, il of loreifn birth? s, mes. ds.
PERSONAL AND STATISTICAL PARTICULARS ' o MEDICAL CER;ﬂFICATE OF DEATH
3. SEX 4. COLOR COR RACE

5 S,;’,‘ﬁ%f’ahﬂ,‘“;jf 16. DATE OF DEATH (MoNTH, oAY AN v M & 1 2 ?{

7% w | HEREBY CERYIFY, Thatl attended du:ellcd Irom ..
5a. Ir|"I glgnmm Wiowep, or DivoRCED

(or) WIFE or

§. DATE OF BIRTH (wowrw, oav wo vear)”™> F ~ s |BUF
7. AGE YEARs MonTHS Davs , I LESS than §
br:

day,

————

8. OCCUPATION OF DECEASED
(a} Trade, prolession, or
particulnr kind of Work ..........ccoieiiiiiimnin e ree e seer e r e ecnsgee e D

(b) General palure of industry,
business, or esiablishment ia

INTRIBUTORY ........oovmuimiiiiiioriiisic e tieesee e e ss samntres sassesensene
(SECCHDARY)

which employed (o emplorer).......ooccreennirnrnees e QR AEiaaitl | RO OR OO OOV .1 > WS S wou.... .......dn.
(c) Name of employer A
18, WHERE WAS DISEASE CONTRACTED
9. BIRTHPLACE (ciTy or Town) .\)§’ IF MOT AT PLACE OF DEATHwomnoe o oeoeoeson
(STATE OR COUNTRY) .
1 - DD AN OPERATION PRECEDE DEATHL...........
10. NAME OF FATHER ‘V .
LN N WAS THERE AN AUTOPSY Lt oinreeereas aecuieaeueamaes vasrvas s msssbemie e re e eesemeeenerten e sesee e oo -
2 | 11 BIRTHPLACE OF FATHER (ciry et et WHAT TEST COMFINKED DIAGNOSIS........
£ (STATE OR CounTRY) A, e OO OY * % |
- N/
E 12. MAIDEN NAME OF MO‘(@}:\_A R - W19 (Address)
T
13. BIRTHPLACE OF MOTHER OR TOWN.revertormrcemmseemseimropmenreenne L *State the Dramuss Civatsg Dmatm, of in desths from Viewwsr Cavaes, state
I s . - (1) Mzuns axp Nituen or Ixyumr, sod (2) whether Accomrtar, Boicwwan, or
{STATE OR COUNTRTY) Homicroar.  (Seo reverse aide for additional space.) .
14, *
INFORMART ..ooooooioomermicoeens e cemtsanss st st s ssssmss erisnnsseneesennsneniodd | 19+ PI-ACE OF BURIAL, CREMATION, OR REMOVAL DATE OF BURIAL
(Addrexs) . N 19
/ 20, UNDERTAKER ADDRESS
/ Fnad O 193, ¥ . ? /f.fé@w“";:ﬂ -
4 r . _
=
/ ALL (HFORMIATION CALLEZD FOR [LUST BZ WRITTEN ON TRIS SUPPLEMENTARY.




Revised United States Standard
Certificate of Death

(Approved by U. 8. Census and American Public Health
: Assoclation.) )

Statement of Qccupation.—Precise statement of
oooupation is very important, so that the relative
healthfulness of various pursuits esn be known. The
question applies to each and every person, irrespec-
. tive of age. For many ccoupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Archilect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
eto. But in many cases, especially in industrial em-
ployments, it is necessary to know (a} the kind of
work and also (b) the nature of the business or in-
dustry, and therefore an additional line is provided
for the latter statement; it should be used only when
needed. As examples: (a) Spinner, (b) Coiton mill,
(a) Salesman, (b) Grocery, (a) Foreman, (b) Automo-
bile factory. The material worked on may form
part of the second statement. Never return
“Laborer,” *Foreman,” ‘*“Manager,” ‘'Dealer,” oto.,
without more precise specification, as Day laborer,
Parm laborer, Laborer— Coal mine, ete. Women at
home, who are engaged in the duties of the hoiuge-
hold only {not paid@ Housskespers who receive a
definite salary), may be entered as Housewife,
Housework or Al home, and children, not gainfully
employed, as A? school or At home. Care should
be taken to report specifically the occupations of
persons engaged in domestic servige for wages, as
Servant, Cook, Housemaid, eto. If the ocoupation
has been changed or given up on account of the
DISDASE CAUSING DEATH, state occupation at be-
ginning of fllness. If retired from business, that
faot may be indicated thus: Farmer (retired, 6
yrs.) For persons who have no ocoupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISBASE CAUSING DEATH (the primary affection with
respect to time and oausation), using always the

same accepted term for the same diseass., Examples:

Cerebrospinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis'); Diphiheria
(avoid use of *Croup”); Typheid fever (never report

1L, 7%81-A

“Typhoid pnoumonia"); Lobar pneumoenia; Broncho-
preumonia (' Pneumonia,” unqualified, is indefinite); .-
Tubsrculosis of lungs, meninges, peritoneum, eato.,
Carcinoma, Sarcoma, ete., of ~—(name ori-
gin; *Cancer” is less definite; avoid use of “Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart disease; Chronic tnleratitial
nephritis, ato. The contributory (secondary or in-
tarcurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonis (secondary); 10 de. Never
report mere symptoms or terminal conditions, such
as “Asthenia,” “Anemia” (merely symptomatie),
“Atrophy,” “Collapse,” *“Coma,” “Convulsions,”
“Debility” (*‘Congenital,” “Senile,” ste.),*' Dropay,”
*Exhaustion,” “Heart tailure,” *' Hemorrhage,'’ *In-
anition,” *“Marasmus,’” *“Old age,” ‘‘Shock,” *Ure-
mia,” *Weakness,” eto., when a definite disease can
bo ascertained as the caunse. Always quality all
diseases resulting from childbirth or miscarriage, ag
“PUERPERAL septicemia,” “PUERPERAL perifonilis,”
eto. State cause for which aurgical operation was
undertaken. For vIOLENT DEATHS state MEANS oOF
iviurY and qualily as ACCIDENTAL, BUICIDAL, OF
HOMICIDAL, or a3 probably auch, if impossible to de-
termine definitely. Examples: Accidenial drown-
ing; struck by railway train—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. 'The naturs of the injury, as fracture
of skull, and consequences (e. g., sepsis, felanus),
may be stated under the head of “Contributory.”
{Recommendations on statement of cause of death
approved by Committee on Nomenclature of the
American Medieal Assoeiation.)

Nora.~—Individual oficea may add to above lat of undeair-
able terma and refuse to accept certificates contalning them,
Thus the form in use In New York City states: Certificates
will be returned for additional information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion. cellulltis, childbirth, convulsions, hemor-
rhage, gangrens, gastritis, erysipelns, meningitls, miscarriage,
necrosls, peritonitis, phlebitis, pyemia, septicem!a, tetanus.’
But general adoption of the minimum st suggested will work
vast Improvement, and ita scope can be extended at a later
date.
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