MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
’ CERTIFICATE OF DEATH

2. FULL NAME.. (TAC*MJK

Do ol ose this space.
r
/25492
File No..
Refistered No. ...........?{....3. ............... \ N

.8t

8. OCCUPATION OF DECEASED

() Tm‘le, mimn, or
Cb) Geperel paiure of indlﬁry

{c) Name of _emphm

{n) Besidence. No............. #0800
(Usual place of ubode) (If nonresident give city or town and State)
Length of residecce in city or iown where desth occiared . mes. ds, How lond in D.8., i of loreifn hirth? sta. mes. da.
PERSONAL AND STATISTICAL PARTICULARS | % MEDICAL CERTIFICATE OF DEATH
3. sEX 4. COLOROR RACE | 5. 5,;7;';5,1,&'*(5:,?,&‘:’:;'3:5? °% || 16. DATE OF DEATH (uowrh. DAY AND YEAR) é 4L K 192 £
M ttde M 1.
| HEREBY CERTIFY, Thatl pltended & d [rem .......

5a. IF Magniep, W:wwm. of DIvoRCED g, M

HUseaNDor @ |l J, WRTONTIN 519, to. £ 0 I, Y

(on) WILE o (ba¢ 1 last 'saw boeer . alive om. M.?r...l.'i—

death occmred, on the date staied above, af........... C “‘s_ e
6. DATE OF BIRTH (wowrw. sy movers) So g0 S | FYS THE CAUSE OF DEATH® was AS FocLows:
7. AGE Years Monmis Pars 1f LESS than 1 i
/ day, .. hea
I’I q 0 ? J_Ro— Rait.

CONTRIBUTORY..........ooeeeerrnee
($ECONDARY)

d

1B. WHERE WAS DISEASE CONTRACTED

9. BIRTHPLACE (cITY oR Town) . J.
(STATE OR COUNTRY)

va
10, NAME OF FATHER ké ﬁég '!!3!5 z ig

11. BIRTHPLACE OF FATHER (cimy or Town).{l
(STATE OR COUNTRY) Vg i 5

12. MAIDEN NAME OF MOTH

WAS THERE AN AUTOPSY?]

WHAT TEST CONEIRN:

/"" e, W

PARENTS

*Btate the Dumuss Caomypa Dmuta, of in desths from Vtm..m(hwn.m
(1) Murs axp Navora or Irgomy, and {2) whether Acommwrar, Swmematy or
Houmicroar.  (Soe reverse side for additional spacs.)

19. PLACE OF BURIAL, CREMATION, OR REMOVAL DATE OF BURIAL
M Z/ 6 w2y

ADDRESS

A

et i




A

Revised United States Standard
Certificate of Death

(Approved_by U. 8. Census and American Public Health
Association.)

Statement of Occupation.—Precise statement of
occupation is very important, so that the relative
healthfulness of various pursuits can be known. 'The
question applies to sach and every person, irrespee-
tive of age. For many occupations a single word or
term on the first line will be sufficient, . g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stalionary Fireman,
ete. Butin many cases, especially in industrial em-
ployments, it is neeessary to know {a) the kind of
work and also (b) tho 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) Collon mill,
(a) Saleaman, (b) Grocery, (a) Foreman, (b) Automo-
bile factory. The material worked on may form
part of the second statement. Neaver return
“Laborer,” “Foreman,” ‘‘Manager,” “Dealer,” stec.,
without more preeise specification, as Day laborer,
Farm laborer, Laberer— Coal mine, ate. Women at
home, who are engaged in the duties of the house-
hold only {not paid Housekeepers who receive a
definite salary), may be entered as [HHousewife,
Housework or At home, and children, not gainfully
employed, ag Al school or At home. Care should
be taken to report specifically the ocoupations of
persons engaged in domestic service for wages, as
Servant, Cook, Housemaid, ete. If the ocoupation
has been changed or given up on aceount of the
DISEABE CAUBING DEATH, state oceupation at he-
ginning of illness, If rotired from business, that
fact may be indicated thus: Farmer (retired, 6
yrs.) For persons who have no oeccupation what-
ever, write None.

Statement of Cause of Death.——Name, first, the
DISEASE CAUSBING DEATH (the primary affection with
respoct to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebrospinagl fever (tho only definite synonym is
“Epidemic cerebrospinal meningitis); Diphtheria
(avoid use of "*Croup’'}; Typhoid fever {never report

- TTTTTCEEEEESS—SSSS

“Typhoid pneumonia™); Lobar prneumonia; Broncho-
preumeonia (" Pneumonisa,” unqualified, isindefinite);
Tuberculosis of lungs, meninges, periloneum, ote.,
Carcinoma, Sarcoma, ete., of (name ori-
gin; “Cancer” is less definite; aveid use of **Tumor”
for malignant neoplasm); Measles, Whooping ¢ough,
Chronic valvular heart disease; Chronic inlerstitial
nephritis, ete. The eoniributory (secondary or in-
torcurrent) affection need not be stated unless im-
portant. Example: Measles (diseasc causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such
a8 “‘Asthenia,” “Anemia’ (merely symptomatic),
“Atrophy,” *“Collapse,” "“Coma,” *‘Convulsions,”
“Debility’ (" Congenital,” ““Senile,” stc.), * Dropsy,”
‘Exhaustion,” ‘‘Heart failure,” **Homorrhage,” *“In-
anition,” *Marasmus,” “Old age,” *Shook,” *“Ure-
mia,”" “Weakness,"” ete., when a definite disease ean
bo ascertained as the cause. Always qualify all
diseases resulting from childbirth or miscarriage,as
“PUERPERAL seplicemia,’” “PUERPERAL peritonitib"
ete. State eause for which surgical operation waa
undertaken. For VIOLENT DEATHS state MEANS oF
1murY and qualify as ACCIDENTAL, 8UICIDAL, OF
ROMICIDAL, or a8 probably such, if impossible to de-
termine definitely. Examples: Accidental drown-
ing; siruck by railway train—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skull, and consequences (e. g., sepsis, tetanua),
may be stated under the head of ‘‘Contributory.”
{(Recommendations on statement of cause of death
approved by Committee on Nomenelature of the
American Medieal Association.)

Norn.—-Individual offices may add to above list of undesir-
eble terms and refuse to accept certificatos containing them.
Thus the form in use in Now York City states: **Certlflcates
will be returned for ndditional Information which give any of
tho following diseases, without explanation, as the solo cause
of death: Abortion, cellulitls, childbirth, convulsions, homor-
rhage, gangrene, gastritls, erysipelas, menlngitis, miscarrlage,
necrosis, peritonitis, phlebitis, pyemia, septicemia, totaous.''
But general adoption of the minimum list suggested will work
vast improvement, and its scope can be extended at a later
date.

ADDITIONAL BPACE FOR FURTHEN STATEMONTS
BY PHYDICIAN,



i@ @ ¥ P FWEIl Wil f sl fFodid oy witefie UTSVRas sSSPl

MISSOURI STATE BOARD OF HEALTH

BUREAVU OF VITAL STATISTICS
CERTIFICATE OF DEATM

1. PLACE OF _REATH

r—

Begistration Distvict [No.,

(4, L ST

2. FULL NAME%

(a) Residence. No.. S U POU. | PO | - VOV PO RSSO PP,
{(Usual p[ace of sbodey (1f nonresident give city or town and State) ]
Leogth of residence in cily or [own where death occarred yra. mas. ds. How kingd in U.S, f of foreifn birth? - yre. mos. ds.
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX 4 COLOR OR RACE | 5. 5",‘mm‘}f£thfﬁ:ﬁ° o 16. DATE OF DEATH (MONTH, DAY AND YEAR) M J L Z \f
5%7 17 7
W /)/V? | HEREBY CERTIFY, That I atiended d

5a, IF MARRIED, WiDOowED, oR DivoRcED
HUSBAND of

{or) WIFE oF S that' I l.ul saw b......... .

death vd, on § e neen e A st s hrnaa e M.
6. DATE OF BIRTH (MONTH, DAY AND YEAR) Tue CAl TH* was AS FOLLOW:

7. AGE YEARS MonTHs Dars 1f EESS than 1
TS T T | SRS S R s IR
JL_pR— in.
8. OCCUPATION OF DECEASED
{n) Trade, prolession, or N
particuler kind of work ... e e
(b) General paiure of indastry, ] NTRIBUTORY ...ocioiorvrrmmrrrereernevnnresne s sumennnagernvenesssespmnees
business, or esteblishment in ($ECOoNDARY}
which ¢mployed (or L2 2 TS

(c) Name of employer
18. WHERE WAS DISEASE CONTRACT

9, BIRTHPLACE [cr7Y OR TOWN)
{STATE QR COUNTRY)

IF NOT AT PLACE OF DEAT

DID AN OPERATION FRECEDE DEATHI............ -
10. NAME OF FATHER
WAS THERE AN AUTOPSY Touiisiisisiasssssarananssnssesrimssnsnsan
g 1. BIRTHPLACE OF FATHER (crry, % .......................................... WHAT TEST CONFIRMED DIAGNOSIS .uuriciirenivcrnnemnsssssnses
z (STATE OR COUNTRY) - {SIE0RAY..oo-cvrersrensrasscsernrsasorssecanennetesscnneeeenas flontscsimessmvrssmnnssornsr
4
E 12. MAIDEN NAME OF M s 18- (Addsess)
11, BIRTHPLACE OF MOTHER GR TOWMND ce.oeveeeeeeseee oot eee s eemeeeee s eneene #State the Diszasn Cavsrio Dmats, or in deaths from Viorewy Catges, state
{1) Mzaxs axp Nirowa op Jruger, and (2) whether Accroxnrar., Buremar, or
{STATE OR COUNTRY) HomrcroaL.  {Seo reverse sids for additional space.)
1.

INFORMAKT <oomen 19. PLACE OF BURIAL, CREMATION, OR REMOVAL | DATE OF BURIAL

(Address) ‘ 19

")( o fo o s T2

20. UNDERTAKER ADDRESS

ll

t ALL 1IFORNMATION CALLED FOR MMUST BE WRITTERN ON THIS SUPPLELRIENTARY.



T ate.

Revised United States Standard
Certificate of Death

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

Statement of Occupation.—DPrecise statement of
occupation is very important, so that the relative
healthfulness of various pursuits éan be known. The
question applies to each and every person, irrespee-
tive of age. For many occcupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Archilect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
But in many cases, especially in industrial em-
ployments, it is nocessary to know (a) the kind of
work and also () the nature of the business or in-
dustry, and therefore an additional line is provided
tor the latter statement; it should be used only when
nceded.: As examplea: (a) Spinner, (b) Coilon mill,
{a) Salssman, (b) Grocery, (a) Foreman, (b) Automo-
bile factory. The material worked on may form
pa.'rt of the socond statement. Nover return
“Laborer,”” “Foreman,” “"Manager,"” *'Desler,” ote.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, oto. Women at
‘home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who receive o
dofinite salary), may hbe entered as Housewife,
Housework or At home, and children, not gainfully
employed, as At school or At home. Care should
be taken to report specifically the occupations of
persons engaged in domestic service for wages, as
Servant, Cook, Housemaid, ete. If the occupation
has been changed or given up on account of the
DIBEASBE CAUBING DEATH, state occupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Parmer (relired, 6
yrs.) For persons who have no oceupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DIBEABE CAUBING DEATH (the primary affection with
respect to time and causation), using always the
same accepted term for the same diseass. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemis cerebrospinal meningitia); Diphlheria
(avoid use of “Croup’); Typhoid fever (never report

Lot 7

“Typhoid pneumonia’); Lobar pneumonia; Broncho-
pneumonia (" Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, ete.,
Carcinoma, Sarcoma, ete., of (name ori-
gin; ““Cancer' ia less definite; avoid use of “Tumor"
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heard disease; Chronic inferstilial
nephritis, ete, The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disonse causing death),
29 ds.; Bronchepneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such
as “‘Asthenia,” *“Anemia'’” (merely symptomatie),
“Atrophy,” "Collapse,” *Coma,” ''Convulsions,”
“Debility” (‘' Congenital,” “Senile,” etc.), *Dropay,"
“Bxhauation,” **Heart failure," ‘Hemorrhage,” *In-
anition,” *“Marasmus,” **Old age,” “Shock,” “Ure-
mia,” “Weakness,' ete., when a definite disoase can
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or misearriage, as
“PUERPERAL seplicemia,” “PUERPERAL perilonilis,"
eto. State cause for which surgical operation waa
undertaken. For VIOLENT DEATHS staloe MEANS oF
1NJURY and qualify as ACCIDENTAL, BUICIDAL, OF
HOMICIDAL, or as probably such, if impossible to de-
termine definitely. Examples: Accidental drown-
ing; struck by ratlway train—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skull, and consequences (e. g., sepsis, letanua),
may be stated under the head of ‘‘Contributory."
(Recommendations on statement of cause of death
approved by Commitiee on Nomenclature of the
American Medical Association.)

Note.~—Individual offices may add (o above list of undeslr-
able terms and refusc to accept certificates containing them,
Thus the form 14 use In New York City states: *'Certificates
will be returned for additional information which give any of
the following diseases, without explanation, ng the sole cause
of death: Abortion, collulitds, childbirth, convulslons, hemor-
rhage, gangrene, gastritis, erysipelas, meningltts, miscarriage,
necrosls, peritonitis, phlebitis, pyemia, septicomla, tetanua,*
But gencral adoption of the minimum list suggested will work
vast Improvement, and {ts scope can ho extended at a later
date.
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