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Revised United States Standard
Certificate of Death

(Approved by U, S, Consus and American Public Hezlth
Association,)

Statement of Occupation—DPrécise statement of
occupation is very impertant, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every petson, irrespec-
tive of age. For many oceupations a single word or
term on tho first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Archilect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
ete. Butin 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) Cotion mill,
() Salesman, (b) Grocery, {a) Foreman (b) Aulomox
bile factory. The material worked on may .form
part of the sccond statement. Never return
“Laborer,” *'Foreman,” ‘‘Manager,” “Dealer,” eto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, ete. Women at
home, who are cngaged in the duties of the house-
hold only (not paid Housekespers who receive a
definite salary), may bhe entered as Housewife,
Housework or At home, and children, not gainfully
employed, as At school or Al home. Care should
be taken to report specifieally the occupations of
persons engaged in domestic service for wages, as
Servant, Cook, Housemaid, etc. If the occupation
has been changoed or given up on account of the
DISEASE CAUSING DEATE, state occupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer, (retired, 6
yrs.) For persons who have no occupation what-
ever, write None.

Statement of Cause of Death—Name, first, the
DISBABE CAUSING DEATH {the primary affectidh 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 eerebrospinal meningitis’); Diphtheric
(avoid use of “‘Croup”); Typhoid fever (never report

¢ -

Ly

“Typhoid pneumonia’); Lobar preumonie; Broncho-
preumonia (Pnoumonis,’” unqualified, is indofinite);
Tuberculosis of lungs, meninges, pertioneum, ete.,
Carcinoma, Sarcoma, ete., of {(name ori-
gin; “‘Cancer’ is less definite; avoid vse of ""Tumor"
for malignant neoplasm}; Measles, Wheoping cough,
Chronic vaelvular hearl! disease; Chronic interstilial
nephritis, ete. The contributory (secondary or in-
terourrent) affaction need not be stated unless im-
portant. Example: Mecasles (disease causing death),
20 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such
as ‘*Asthenia,” ‘““Anemia” {merely symptomatio),
“Atrophy,” *“Collapse,” “Coma,” ‘'Convulsions,”
“Debility” (*‘Congenital,” “'Senile,” ete.), ‘‘Dropsy,”
“Exhaustion,” *‘Heart failure,” **Hemorrhago,' *In-
anition,” “Marasmus,” “Old age,’” ‘Shock,"” “Ure-
mia,” “Woeakness,” ote., when a definite disease ecan
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or miscarriage, a8
“PUERPERAL 8eplicemia,’’ “PUERPERAL perilonilis,”
eto. State cause for which surgical operation was
undertaken. For YIOLENT DEATHS state MEANS OF
INJURY and qualify 88 ACCIDENTAL, SUICIDAL, Or
HOMICIDAL, or as probably such, if impossible to de-
termine definitely. Examples: Accidental drown-
ing; struck by ratlway irain—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skull, and consequences (o. g., sepsis, letanus),
may be stated under the head of “Contributory."
(Recommendations on statement of csuse of death
approved by Committes on Nomenolature of tho
American Medical Association.) ‘

Nors.—Individual offices may add to above list of undesir-
able terms and refuse to accopt cortificates containing thom,
Thus the form in use in Now York City states: *Cortidcates
will be returned for additional Information which give any of
the following disanses, without explanation, as the sole cause
of death: Abortion, cellulltis, childbirth, convulsions, hemor«
rhage, gangrens, gastritis, erysipelas, meningitis, misearriago,
necrosls, peritonitls, phlebltis, pyemia, septicemia, tetanus.”
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 FURTHER BTATEMENTS
BY PHYBICIAN.



STATE OF MISSOURI )
CITY OF ST.LOUIS )

On this fourteenth day of January,1927
before me personally appeared A.M.Calabrese ,who belng duly

g¥®Brn,on oath, declares;

That he resldes at 4213 Castleman Avenus,
St.Louls,Missouri,and that he was a hrother of FIORE MARINO
CALABRESE, who died in St.Louls,Missourl,February 15,1925. That saild
brother was born in Italy on March 15,}%?%_and not Mgrch 15,1890

- ST —

as previously certified . That sald deceased left surviving hinm
a widow, Amorina Calabrese,nee Gallo, and two. children ,Joseph

and Rose Calabrese.

That the name of sald deceassd brother was
certified to the Bureau of Vital Statics of the Missouri State
Board of Health as FIORE CALABRESE, whereas the correct name

1s FIORE MARINO CALABRESE.

That the sald Fiore Calabrese and Fiore Marino
Calabrese were the same and identical person who died on February

15th,1925,a8 above stated.

That this affldavit is made for the purpose of
informing the State Board of Heallh as to the correct name of the
sald Flore Calabrese,so that the said Board may enter the proper

correction,FIORE MARINO CALABRESE,and note the year of his birth aé
1891 and not 1890, and issue its Certificate of Death accordingly.

Further deponent sayet not.

Subscribed and sworn to before me the day first above written.

My commission explres August 1928




MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS

ALL INFORMATION CALLED
FOR MIUST BE WRITYEN ON
THIS SUPPLEMENTARY.

/ CERTIFICATE OF DEATH
/ 1. PLACE OF DEATH
Conniy. Rudistration District Now..covvieieecmmnninranrensersnsansns Fila No.,
B Townthip .......ccomirririisnereirrt e aas s srrasrrerrens
i T PO -
2. FULL NAME .. ...
(a) Rexid N cssmserenersessisarssmesasnmsnrresersssssrssrssnsirassenssarss Bbon  vorvnsrsrminenns WRIEe et essesbeesebtnaeenenraaan
i (Usual place of abode) (lf nonresident g:ve c:ty or town and Siate)
Leagth of reaidence In city or town where death occarred T mes. ds, How long in U.S., if of lorcigo hirth? ITE. oS, ds.
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3, SEX 4. COLOR OR RACE 5. SINGAE, M?nmmih\:'lmﬁnon 16. DATE OF DEATH (MONTH, DAY AND YEAR) 19
17. .
1 HEREB T . That | attended d d from.......ooiieriiinne
SA. Ir Marmep, Winowen, ox Divorcsn Y cE Y from
: HUSBAND or e 0 i et [ |: .
! L | P oy T\, N AT »19....... . eod that
73 i \p‘{" I Ta e, gt reseenallle
l 6. DATE OF BIRTH (MONTH, DAY AND YEAS} MM/&-_ Ib’Y_I \ * WAS AS FOLLOWS
7. acE Years MonTHS Dars 1t LESS than 1
A day, T | LT, . LT TSR OP SV UURN serrerrannie .
. [ pe— - N
f A N B~ et 1 EUORURNE... 0y 000, . SO SEoUOU USSR e
i |l s occupsTion oF pecEasen =N
Iy {a) Trade, profession, or P
fur kind of wark................ ) USRI |, T BT NN da.
r (b) General noture of indoxiry,
) baxiness, or extablishment in
:g which employed (or employer)....., i O ¢ Y17 H . mes.............48 |
- (¢) Name of emplayer 0 \y _
. A 18. WHERE WAS DISEASE CONTRACTED i
8. BIRTHPLACE {CiTY OR TOWN) ...... v IF NOT AY PLACE OF DEATH . roucecenrnererereescenesrons
‘ (STATE OR COUNTRY) }
) oy AV DID AN OPERATION PRECEDE DEATHT....ocvrvees DATE OF .ot serrmssars e sranesenmees
¢ 10. NAME OF FATHER Q
u . WWAS THERE AN AUTOPSY L, 0vrvreresrisnmsroressrsssossnersssnsinsmsensssanss oot tent ssms sresevms soessameas
>
i o | 11- BIRTHPLACE OF FATHER (crrv on
\ z (STATE Ot coUNTRY) R .
fl g )
U E 12. MAIDEN NAME OF MOTHEBQ
13. BIRTHPLACE OF MOTHER (@U’l ............................................ *Hate tha Domsn Ciosva Deam, of in desths from Vieuesr Cionzs, state
(1) Mrars asp Natoms or Duomr, and (2) whether Accropwear, Svicrar, or
(STATE oR CoUNTRT) Howrrmar.,  (Ses reverse slde for additiona] spaee.}
I4.
| e 19, PLACE OF BURIAL. CREMATION, OR REMOVAL | DATE OF BURIAL
{Address} - 19
15 20. UNDERTAKER ADDRESS
[ 4 Fep, 19.
REGSTRAR
— =}




Revised United States Standard
Certificate of Death

ERPRIEs, - . .
(Approved by U, 8. Census and American Publlc Health
Asgzoclation,)

Statement of Occupation,—Precise statement of
oocupation is very important, so that the relative
healthtulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a single word or
torm on the first line will be sufficient, o. g., Farmer or
Planter, Physician, Compositor, Archilect, Locomo-
tive Engineer, Civil Engineer, Slationary Fireman,
oeto, But in many ecases, 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 Iatter statoment; it should be used only when
needed. As examples: {a) Spinner, (b) Colton mill,
(a) Salesman, (b) Grocery, (a) Foreman, (b) Aduto-
mobile faclory. The material worked on may form
part of the sscond statement. Never return
“Laborer,” “*Foreman,” ‘‘Manager,” *Dealer,” oto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, ote. 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 Housewife,
Housework or At home, and children, not gainfully
employed, as Af school or Al home. Care should
be taken to report specifically the occupations of
persons engaged in domestic sorvice for wages, as
Servant, Cook, Housemaid, ote. It the ocoupation
has been changed or given up on acecount of the
DISEARE CAUBING DEATH, state occupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (retired, 6
yrs.). For persens who have no occupation what-
over, write None.

Statement of Cause of Death.—Name, first, the
DISEABE CAUBING DEATH (the primary affection with
respect to time and causation), using always the
same aceeptod term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis’”); Diphtheria
{avoid use of “Croup’); Typhoid fever (never report

"

5

“Typhoid pneumonia'*}; Lobar pneumonia; Broncho-
pneumonia (‘Pneumonia,’”’ unqualified, is indefinite);
Tuberculosis of lungs, meninges, perilonsum, eate.,

Carcinema, Sarcoma, ete., of (name ori-
gin; “*Cancer' is less definite; avoid use of “Tumor"
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart disesse; Chronic {nterstitial
nephritis, etc. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
20 ds.; Broncho-pneumoenia (secondary), 10ds. Never
report mere symptoms or terminal conditions, such
ags “Asthenia,” ‘‘Anemia’ (merely symptotnatio),
““Atrophy,’”” “Collapse,” “Coma,” “Convulsions,”
“Dehility” (**Congenital,” “‘Senils,” ete.), “Dropsy,”
‘“Exhaustion,” “Heart failure,” *Hamorrhage,” *In-
anition,” “Marasmus,” “Cld age,” ‘‘Shock,” "Ure-
mia," ""Weakness,"” ete., when & definite disease can
be ascertained as the ocause. Always qualify all
diseases resulting from childbirth or miscarriago, as
“PUBRPERAL septicemia,” “PUERPERAL perilonilis,”
ota. State cause for which surgical operation was
undertaken. For vIOLENT DEATHS state MEANS OF
inJURY and qualily as ACCIDENTAL, BUICIDAL, or
BOMICIDAL, or a8 probably such, if impossible to de-
termine definitely. Examplea: Accidenial drown-
tng; struck by railway train—accident; Recvolver 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, tclanus),
may be stated under the head of ‘*Contributory.”
{Recommendations on statement of cause of death
approved by Committee on Nomenclature of the
American Medical Association.)

Nore.—Individual offices may add to above Lst of unde-
sirable terms and refuse to accopt certificates containing them.
Thus the form in use In New York Olty states: *'Certificates
will be returned for additlonal information which give any of
the following diseases, without explanation, as the sole causa
of death: Abortion, cellulitla, childbirth, convulsions, hemor-
rhage, gangrens, gastritis, crysipelas, meningitis, miscarriage,
necrosls, peritonitis, phlebitis, pyemins, sopticemia, tetanus.'
But general adoption of the minimum lst suggested will work
vast improvement, and its scope can be extended at a later
date.

ADDITIONAL BPACE FOR FURTHER ATATOMRNTS
BY PHYBICIAN.




