MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Do not oo (his space.

1. PLACE OF DEATH

Registration

4}""5’3

2. FULL NAME.. /é / P A ff 2 @
{a) Besidence. Naou..” Z ........................ 4 ”{4"&2’
{Usual phoe bode)
Length of residence in city of town where death yrs. mos.

Begistration District No.,.

-T{ (D.;.: g :) :’Il: i‘Wo...N. ..... 211(). -

LUty

(!fnonreudcnt give dt; “or town tn;imSnu)
How long in U.S., if of foreidn birth? i mes. ds.

PERSONAL AND STATISTICAL PARTICULARS

" MEDICAL CERT!FICATE OF DEAT

4. COLOR

3. SEX RACE 1 5, S5 . Marriep, WIDOWED 03
% / . A Divdacen (:write the word}
z 3
Ermrain 7/ Z/ o2

16. DATE OF DEATH (MONTH, DAY AND YEAR) F{ ,{/ 1845

5A. 4P-MasaieD, WIDOWED, onBrvorcrr:

m %,—/%} @z/j (C/cza,n_‘/_)

. ol o uh.
! HEREBY CERTIFY, That1atieaded decersed from.. Fer. 24

................................................ TR P T A S R
l.hllhslla'h L. alive om... .c_,Q_S— '7— 7"’ mzd‘. and (hat
denih , on the deto slated above. at... ./

Exact statement of OCCUPATION is very important,

6. DATE OF BIRTH (MONTH, DAY AND YEAR) %54 /3 /F4#3

7. AGE YEARS MonTHS ' D.ws If LESS than 1
51 e
[Y

8. OCCUPATION OF DECEASED
{a) Trade, profession, or

|
OF /%W,,

(b) Geoeral patore of induytry,
batiness, of esiablishment in
which employed {er cmployer)
{c) Nams of employer

LS

9. BIRTHPLACE (CITY OR TOWN)
{STATE OR COUNTRY}

10. NAME OF FATHER

11. BIRTHPLACE OF F,
{SIATE OR COUNTRY)

PARENTS

12. MAIDEN NAME OF MOTHER

THE CAUSE OF DEATM® was as FOLLOWS:

909-1.‘119 L‘smdrus) .t-l‘z.La ‘.&,US QM Re-c&

13. BIRTHPLACE OF MCTH ™
{STATE OR COUNTRY)

g — OTL Lo %‘# ....... é’ ...................

(Address) {203 f/rql

*State the Dupugy Cavming Drams, or in destts from Viowsore Cavxm, state
(1) Mmss axdb Narvmm or lmsoxr, and (2) whether Aocromwesr, Borcmoar, or
Hosrcmar. (Seemsi&afutuddiﬁamlm)

K. B.—Every item of information should be carefully supplied. AGE should be stated BEXACTLY, PHYSICIANS khould atate

CAUSE OF DEATH in plain terms, so that it may be properly classifled.

DATE OF BURIAL

F ! LF 1vidis

Hrog @ s A
£l

o rrog aut

19. PLACE OF BURIAL, CREMATION, OR REMOVAL
I orl 7L /@’Uf/z / 7y

UNDERTAKER
af}///_ﬂ Kireyr,

A3




Revised United States Standard
Certificate of Death

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

Statement of Qccupation.—Precise statement of
occupation {s very important, so that the relative
healthfulness of varioua pursuitz can 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, Physician, Compositor, Archilect, Locomo-
tiva Engineer, Civil Engineer, Stationary Fireman,
ete. But in many eases, especially in industrial em-
ployments, it is necessary to know (&) the kind of
work and also (b) the nature of the businesa or in-
dustry, and therefore an additional line is provided
for the latter statement; it should be used only when
nooeded. As examples: (a) Spinner, (b) Collon mill,
(a) Selecaman, (b) Grocery, (a) Foreman, (b) Automo-
bile factory. The material worked on may form
part of the second statement. Never return
“Laborer,” "“Foreman,” y Manager,” *Dealer,” ete.,
without more precise specification, as Day laborer,
Farm laboror, Laborer— Coal mine, otec. 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 Al 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 oeccupation
has been changed or given up on account of the
DISEASE CAUSBING DEATH, state oceupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (retired, 6
yre.) For persons who have no ocoupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISEASD CAUBING DEATH (the primary affeetion with
respeot to time and causation), using always the
samae ncospted term for the same diaease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemie cerebrospinal meningitia''); Diphtheria
(avold use of “'Croup”); Typhoid fever (never report

“Typhoid pneumonin’}; Lober preumonia; Broncho-
pneumonia (*Pneumonia,' unqualified, is indefinite);
Tuberculosts of lungs, meninges, periloneum, etfo.,
Carcinoma, Sarcoma, ote., of—————(name ori-
gin; "“Coneer’ ia lezs definite; avoid use of ''Tumor"’
for malignant neoplasm); AMeasles, Whooping cough,
Chronic vcalvular heart discese; Chronic inlcrstitial
nophritia, ete. The contributory (secondary or in-
tercurrent) nffection need not be stated unless im-
portant. Example: Mocaslcs (dizense causing death),
29 ds.; Bronchopneumonia (8econdary), 10 de. Neover
report mete symptoms or terminal conditions, such
as ‘“Asthenin,” ‘“‘Anemia’ (merely symptomatie),
“Atrophy,” “Collapse,” ‘Coma,' ‘‘Convulsions,”
“Debitity’ (*'Congenital,” “Senile,” ete.), ** Dropsy,”
“Exhaustion,” **Heart failure,” ** Hemorrhage,'’ *“In-
anition,” *Merasmus,” '*0ld age,” “Shoek,’” "Ure-
min,"” “Weakness,” eto., when a definite disease can
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or misearriage, as
“PUcRPERAL soplicemtia,” “PUERPERAL perifonilis,”
otc. State cause for which surgical operation was
undertaken. For vIOLDNT DEATHS state MDANS OF
inJorY and qualify a8 ACCIDENTAL, BUICIDAL, OF
HOMICIDAL, or £8 probably such, if impossible to de-
termine definitely. Examples: Accidental drown-
ing; struck by ratlway train—accident; Revolver wound
of head—homicido; Poisoned by carbolic acid—prob-
ably suicide. 'The nature of the injury, as fracture
of skull, and consequences (o. g., sopsis, felanus),
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.)

Nora—Individual offfces may adad to above Ust of undesir-
able terms and refute to nccopt certificates contalning them,
Thus the form In use in New York Olty states: **Certificates
will be returned for additional information which give any of
the following discaces, without explanstion, na the gole cause
of death: Abortion, cclluiitls, childbirth, convulsions, kemor-
rhage, gongrene, gostritio, erysipelas, meningitls, miscarriage,
necrogis, perftonitis, phlebitis, pyemis, septicomia, totanus™
But genernl adoption of the minimum st suggested will worl
vost Improvement, nnd Ity scope can be extended at o Inter
daotae.
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