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Statement of Occupation-—Precise statement of
occupation is vory 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
Planter, Physician, Composilor, Architect, Locomo-
tive Engineer, Civil Engineer, Stalionary Fireman,
ete. Butin many cases, espeeially 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 statoment; it should be used only when
needed. As examples: (a) Spinner, (b) Colion 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,” ote.,
without more precise specifieation, as Day laborer,
Farm laborer, Laborer—Coal mine, eto. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housckecpers who receive a
definite salary), may be entered as Housewife,
Housework or Al heme, and children, not gainfully
employed, as At school or A¢ home. Care should
be taken to report specifically the oceupations of
persons engaged in domestie service for wages, as
Servant, Cook, Housemaid, ete. If the oscupation
has heen changed or given up on acecount of the
DISEASE CAUBING DEATH, state occupation at be-
ginning of illness. If rotired from business, thai
fact may be indicated thus: Farmer, (retired, 6
yrs.) For persons who have no occupation what-
ever, write None.

Statement of Cause of Death—Namae, first, the
DISEASE 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 eerebrospinal meningitis’'}; Diphtheria
(avoid use of ‘'Croup”); Typhotd fever (never report

“Typhoid pneumonia’); Lobar prneumonia; Broncho-
prneumonia (“‘Pneumonia,’”” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ete., of———-—-(name ori-
gin; “Cancer” is less definite; avoid use of “Tumor"
for malignant neoplasm); Measles, Whooping cough,
Chroniec valvular heart disease; Chronic inferstitial
rnephritis, ete. The contributory (secondary or in-
tereurrent) affection need not be stated unless im-
portant. Example: Measles (disense causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such
as ‘‘Asthenin,” “Anemia’ (merely symptomatic),
“Atrophy,” ‘‘Collapse,” *“Coma,” *“Convulsions,”
“Debility” (*‘Congenital,” **Senile,” ate.), “Dropsy,”
“Exhaustion,” “Heart failure,"” “Hemorrhage,” “In-
anition,” ‘“Marasmus,” *0ld age,” “Shook,” “Ure-
mia,"” *“Weakness,”” ete., when & definite disease ean
be ageertained as the cause. Always qualify all
diseases resulting from childbirth or misearriage, a8
“PUERPERAL septicemia,” ‘‘PUBRPERAL peritonifis,”
etc. Stato cause for which surgical operation was
undertaken. For VIOLENT DEATHS 8tate MEANS OF
inyury and qualify 83 ACCIDENTAL, SGICIDAL, O
HOMICIDAL, or as probably such, if impossible to de-
termine definitely. Examples: Accidental drown-
ing; struck by railway train—accident; Revolver wound
of head—homicide; Poizoned by carbelic acid~—prob-
ably suicide. The nature of the injury, as fracture
of skull, and consequences (e. g., sepsis, tefanus),
may be stated under the head of “*Contributory.”
(Recommendations on statement of eause of death
approved by Committee on Nomenclature of the
American Medieal Association.)

Note,—Individual offices may add to above list of undesir«
able terms and refuse to accept certificates containing them.
Thus the form in use in Now 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, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritls, crysipelas, meningitls, miscarriage,
necrosls, peritonitls, phlebitls, pyemia, septicemia, tetanus."
But genoral adoption of the minimum lst suggested will work
vast Improvement, and its scope can be extended at a later
data,

ADDITIONAL BPACE FOR FURTHER STATEMENTS
BY PHYBICIAN,




MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS -
CERTIFICATE OF DEATH

Hegistration District No d-.?? Filt Mo, ciemicininnnrnesssiennieresesssessenssns

Primary Hegistration Disirict No‘/ss.s"é.l

t. PLACE OF D

Coonty........... 0.

2. FULL NAME ..........covverrvermeere e .
{8} Residence. N......... .
(Usual phce of abode) : (If nonresident give city or wown and State)
Length ol residence in city or town where death occmrred yea. mos, da. Bow loog in U.S., if of foreidn hirth? yrs. mos. ds.
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. sEX

4. COLOR OR RACE | & SieLE. Mmtzn WIDOWED 08 || 10 AT OF DEATH (MONTH. DAY AND YEAR) M 2y 1924,

Divorcep (: the word)
2 | J. "
i

S5a. IF MarriED, Wlnot’m, or DIvorRcED
HUSBAND or
{or) WIFE or

6. DATE OF BIRTH (MONTH, DAY AND YEAR)
7. AGE YEARS MonTHS ’ Days It LESS than 1

day,

AGE should be stated EXACTLY., PHYSICIANS should state

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

8, OCCUPATION OF DECEASED

REGISTRARS SHALL NOT RECEIVE A FEE FOR CERTIFICATES UNTIL THEY ARE COXIPLETE AS PRESCRIBED BY LAVY.

- (2) Trade, profession, or ., .

'%. particalar kind of work ..,.....c.ooooiicircc e rvsnr e e s sannresreees |

& (b} Geseral neiure of industry,

g businexs, ot establishment in

L) which employed (ar employer).......coviiiiiiniicinnniciccnccee B RN,

E {c) Name of employer . @

g D11 18, WrERE was DISEASE CoNTRACTED

° 3. BIRTHPLACE (CITY OR TOWN} oovovoooenssii i V IF KOT AT PLACE OF DEATHT. coceoeveeenecmeraeesnrrernssssnsessnssssmasisbesss smons someson sarsesesss
= {STATE 0% COUNTRY)

- DID AN OPERATION PRECEDE DEATHL...ccocvccs DATE OF.curemeriimiencnsisrsacicneesoneeernrns
El 10. NAME OF FATHER

g WAS THERE AN AUTOPSY?.......cun.

g E . BIRTHPLACE OF FATHER {cItr or To!@ WHAT TEST CONFIRMED DIAGNGSIST.

=

g & (STATE OR COUNTRY) ‘ (Stdoed)rnaid ... M %‘ e M.D
: 3 g MAIDEN NAME OF M(.)THER%3 19 {Addreas)

:§ E 12, 2\ ,

k] 13. BIRTHPLACE OF MOTHER (city W), e ovoecenaas s srareses st *Btate the Dumuss Civsiva Dimurs, or in denths from Vioumwy Cavexs, state
q STATE OR COUNTRY) (1) Meaxs axp Naruves or Imumr, and (2) whether Accmrmrar, Svicmar, or
o (Sra HomrcmaL. (Bee reverse side for additional space.)

- .

I INFORMANT ... 19. PLACE OF BURIAL, CREMATION, OR REMOVAL | DATE OF BURIAL

4
| T (Address) [ 19

o ., 20. UNDERTAKER ADDRESS

F

ALL INFORNMATION CAL!.ED FOR [IUST BE WRITTERN ON THIS SUPPLEMENTARY.




Revised United States Standard
Certificate of Death

+
»
'

(Approved by U. 8. Census nnd American Public Health &)

Association.)

Statement of Occupation.——Precise statement of
oceupation is very important, so that the relative
healthfulness of various pursuite can be known. The
question applies to each and every person, irrespeo-
tive of age. TFor many occupations a singls word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Architect, Locomo-
tive Engineer, Civil Engineer, Stalionary Fireman,
ete, Bu#éin many cases, especislly 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) Collon mill,
(a) Saleaman, (b) Grocery, {a) Foremen, (b) Aulo-
mobile faciory. The material worked on may form
part of the second statement. Never return
“Laborer,” *“Foreman,” ‘‘Manager,” ‘‘Dealer,” ete.,
without more precise specification, as Day laborer,
Farm loborer, Laborer—Coal mine, eto. 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 At school or At home. Care should
be taken to report epecifically the occupations of
persons engaged in domestic gervice for wages, as
Servant, Cook, Housemaid, ete. If the occupation
has been changed or given up on acoount of the
DISHABE CAUBING DEATH, state occupation at be-
ginning of illmess. If retired from business, that
fact may be indieated thus: Farmer (retired, &
yra.). For persons who have no osoupation what-
over, write None.

Statement of Cause of Death.—Name, first, the
DISEASE CAUBING DEATE (the primary affection with
respoct to time and causation), using always the
same aceepted term for the same disease, Hxamples:
Cerebroapinagl fever (the only definite synonym is
“Epidemie cerebrospinal meningitis''); Diphtheria
(avoid use of “Croup”); Typhoid fever (never report

o

-

“Typhoid pneumonia™); Lebar pneumonia; Broncho-
prneumonia (*‘Pnoumonia,” unqualifiad, is indefinite);
Tuberculesis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ote., of (name ori-
gin; “Cancer” iz loss definite; avoid use of *“Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronie rvalvular heart disease; Chronic interstitial
nephritis, eto. The contributory (secondary or in-
terourrent) affection need not be stated unless im-
portant., Examplo: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mare symptoms or terminal conditions, sueh
as “*Asthenia,” **Anemia’ (merely symptomatio),
“Atrophy,” “Collapse,” *Coma,” *Convulsicns,”
“Daebility” (** Congenital,” ‘‘Senile,”” ete.), **Dropsay,”
“BExhaustion,” “Heart failure,”” **Hemorrhage,” “In-
anition,” "*Marasmus,” *“0ld age,” “Shock,” “Ure-
mia,”” “Weakuness,” eto., when a definite disease can
be ascertained as the cause. Always quality ail
diseases resulting from childbirth or misecarriage, as
“PURRPERAL seplicemia,” “PUERPERAL perilonitia,”
ete. State cause for which surgionl operation was
undertaken. For YIOLENT DEATES state MEANS OF
t8nJuRY and qualify as ACCIDENTAL, BUICIDAL, Orf
HOMICIDAL, OT &3 probably such, if impossible to de-
termine definitely. Examples: Accidental drown-
ing; struck by railway train—accident,; Revolver wound
of kead—homicide; Poisoned by earbolic geid—prob-
ably suicide. The nature of the injury, as fracture
of skull, and eonsequences (e. g., sepsis, lelanus),
may be stated under the head of *'Contributery.”
(Recommendations on statement of cause of death
approved by Comuwittee on Nomenelature of the
American Madioal Association,)

Nore.—Individual offices may add to above list of unde-
sirable terms and refuse to accept certificates contalning them.
Thus the form in use in New York Clty states: *'Certiflcates
will be returnced for additional Information which give any of
the following diseases, without cxplanation, as the sole cause
of death: Abortlon, celinlitis, childbirth, convulslons, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitls, phlebitis, pyemia, septicemia, tetanus.”™
But general adoptjou of the minimum Mat suggested will work
wast Jmprovement, and 1ts scope can be extended at a later
date.

ADDITIONAL SPACH ¥OE FURTHER BTATEMENTS
BY PHYBICIAN.




