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Statement of occupation.—Precise statement of
occupation is very important, eo that the relative
healthfulness of various pursuits ean be known. The
question applies to each and every person, irrespec-
tive of age. For many occcupations a single word or
term on the first lino will be sufficient, . g., Farmer or
Planter, Physician, Composiler, Archilect, Locomoiive
engineer, Civil engineer, Slationary fireman, ste. But
in many cases, especially in industrial employments,
it is necessary to know (a) the kind of work and also
(b) the nature of the business or industry, and there-
fore an additional line is provided for the latter
statement: it should be used only when nesded.
As examples: (a) Spinner, (b} Colton mill; (a) Sales-
man, {b) Grocery; (a) Foreman, (b) Automebile factory.
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 laborer, Laborer—
Coal mine, ete. Women at home, who are engaged
in the duties of the household only {(noft paid House-
keepers who receive 3 definite salary), may be entered
as Housewife, Housework, or Al home, and children,
not gainfully employed, as At school or At home.
Care should be taken to report specifically the occu-
pations of persons engaged in domestic service for
wages, as Servant, Cook, Housemaid, ete. If the
oecupation has been changed or given up on account
of the DISEASE CAUBING DEATH, state occupation at
beginning of illness. If retired from business, that
fact may be indicated thus: Farmer (reiired, € yrs.)
For persons who have no oceupation whatever,
write None.

Statement of cause of death.—Name, first,
the DIBEASE 0AUSING brAaTH (the primary affection
with respect to time and causation), using always the
same gecepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemic cerebrospinal meningitis); Diphtheria
(avoid use of “Croup'’); Typhoid fever (never report

“‘Typhoid pneumonia’'); Lobar pneumonia; Broncho-
preumonia (*Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, perifonaceum, efec.,
Carecinoma, Sarcoma, ete., of..................(;name
origin;* Cancer’’ is less definite; avoid use of **Tumor®’
for malignant neoplasms); Measles; Whooping cough;
Chronie valvular heart disease; Chronic inlerstitial
nephritis, ete. The eountributory (secondary or in-
taercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as ‘‘Asthenia,”’ ‘‘Anaemia” (merely symptom-
atie), “Atrophy,” *“Collapse,” “Coma,” “Convul-
sions,” “Debility” (“*Congenital,” “Senile,”’ ete.),
“Dropsy,” ‘“Exbaustion,” ‘“Heart failure,” “Haem-
orrhage,” ‘‘Insnition,” “Marasmus,’” “Old age,”
“Shock,” “Uraemis,” ‘“Weakness,” etc., when a
definite disease c¢an be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, as “PUERPERAL seplichaemia,”
“PUBRRPERAL perifonitie,”” etc. State cause for
which surgical operation was undertaken. ¥or
VIOLENT DEATHS state MEANS OF INJURY and qualify *
a8 ACCIDENTAL, SUICIDAL, OR HOMICIDAL, OF 28
probably sueh, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way Irain—accident; Revolver wound of head—
homicide; Potsoned by carbolic acid—probably suicide.
The nature of the injury, as frasture of skull, and
consequences (e. g., sepsis, telanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomeneclature of the American
Medieal Association.)




MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Refistration Districi Ne. l '33 Filo Ne.

Priomary Begistration District No........ e 85—/ Befictered Nou.oooooocoovoeereceeessecesssesanes

1. PLACE OF DEATH.

Cownty......0...

2. FULL NAME..........cccceeeeeanee.

(8) Remidence, Moot cere oo e ooy 1] T Ward, ettt g e re s e e ae e e ne sy amareame s aann
{Usual place of abode) {If nonresident give city or town and State)
Length of residence in city or tewn where death occurred 3. mos. ds. How long in U.S., if of fereign birth? yea. mos. ds.
PERSONAL AND STATISTICAL PARTICULARS ‘ MEDICAL CERTIFICATE OF DEATH
3. sEX 4 COLOR ORRACE | 5. Smate, Mannieo, Wioo¥ED O || 16 DATE OF DEATH (MoNTH, DAY AND YEAR) N trag | & 9257
Lo l .,é 17. -
- | HERERY CERTIFY, Thatl aitended d d frem ..,

(or) WIFE or that 1 lzst maw b........... alivg(§ S

6. DATE OF BIRTH (MONTH, DAY AND YEAR)
MonTHs ' Dars ' If LESS iban 1

THE CAUSE ¥ was as FoLLOWS:

7. AGE YEARS
day,

&. OCCUPATION OF DECEASED
(a} Trade, prolession, or
(b) General pature of indeiry,
business, or establishment in
which employed (o7 employer)....cccririceeeenrire e e
(e} Name of employer

|

|

|

. IF MARRIED, WiDOWED, OR DIvORCED
HUSBAND or [eeeeeeeeen e s e snias - fo....... 18........
|

REGISTRARS SHALL NOT RECIIVEI A FEE FOR CERATIFICATES UNTIL THEY ARE COMPLETE AS PRESCRIBED BY LAYY,

9. BIRTHPLACE {CITY OR TOWN) oovoonceninnnimsnncirssncisssenss s e NP [ i (0T AT PLACE OF DEATHI s ooeeoeeemoo oo oeseoeessms et et eeeeeeeseee s ee oo
(STATE OR COUNTRY)
DiD AN OPERATION PRECEDE DEATHY............ o DATE O cecrrrmerisasrsessemsenenesaanas
10. NAME OF FATHER
WAS THERE AN AUTOPST?,
E tt. BIRTHPLACE OF FATHER (CITY oR ro& WHAT TEST CONFIRMED DIAGNOSIST. veerreriirsiissnnisssiisisissnnsceissnnnns sesssaessmmrererrssnmsnns ‘
z (STATE oR counTRr) (Sigued)..... |
x
E 12. MAIDEN NAME OF MOTHERfl[\ .19 (Address) |
13. BIRTHPLACE OF MOTHER (m\r‘f@wm ' *State the Drsmuss Cavana Drats, or In deaths from Vioreny Cuvsrs, state
STATE OR COUNTRT) L (1) Mrears ave Narvona or Domr, and  (2) whether Accmwvrar, Svictaz, or
(STATE 0 : HoxremaL.,  (Bee reverse side for additional space.)
4,
! [KFORMANT . 19, FLACE OF BURIAL. CREMATION, OR REMOVAL | DATE OF BURIAL
]
15. 2% ZZ 9 Z * 20. UNDERTAKER | ADDRESS
FILED# f” 1985, AL LA AL &MJ C& R
g 7€ TRAR
. ~

ALL INFORMATION CﬁLL&D FOR [JUST BE WRITTERN ON THIS SUPPLEMENTARY.




Revised United States Standard
Certificate of Death

tApprovad by VU. 3. Census apd American Public Health )

Aasoclatlon.)

Statement of Occupation.-—Procise statement of
occupation is very important, so that the relative
healthfulness 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
term op the first line will be sufficient, e. g., Parmer or
Planter, Physician, Composilor, Architect, Lacomo-
tive Engineer, Civil Engineer, Sialionary Fireman,
eto. But in many cases, especiaily in industrial em-
ployments, it is neosssary 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
neaded. As examples: (a) Spinner, (b) Cotton mill,
(a) Salesman, (b) Grocery, (a) Foreman, (b) Auio-
mobile factory. The material worked on may form
part of the” second statement. Never return
“Laborer,” *Foreman,” *Manager,” “Dealer,” ote.,
without more precise specification, as Day laborer,
Parm laborer, 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 ohildren, not gainfully
employed, as Al acheol or At home. Care should
be taken to report specifically the oceupations of
persons engaged in domestic service for wages, a3
Servant, Cook, Housemnid, ete. If the ooceupation
has been changed or given up on acoount of the
DISEABE CAUBING DEATH, state occupation at be-
ginning of illness, If retired from business, that
fact may be indicated thus: Farmer (retired, 6
yre.). For persons who have no occupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISBABE CAUBING pDEATH (the primary affection with
respect to time and causation), using always the
same accepted term for the same disease, Examploes:

Cerebrospinal fever (the only definite synonym is
“Epidemia ocerebrospinal meningitis”); Diphtheria
(avoid uee of ““Cronp’’); Typhoid fever (never report

S

“Typhoid pneumonia’); Lobar preumonia; Broncho-
pneumenia (' Pnoumonia,” unqualified, is indefinite);
Tuberculosia of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ete,, of (name ori-
gin; “*Cancer” is less definite; avoid use of “Tumor”
for malignant neoplasm); Measlee, Whooping cough,
Chronie valvular heart disease; Chronic interalitial
nephritis, eto. The contributory (seecondary or in-
tereurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopnsumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, sueh
a8 ‘“Asthenia,” “Anemia” (merely symptomatio),
“Atrophg,” *Collapse,” *“Comas,” *“Convulsions,”
“Debility” (‘‘Congenital,” ‘‘Senile,” ete.), **Dropsy,"
“Exhaustion,” “*Heart failure,’” ‘‘Hemorrhage,” *In-
anition,” “Marasmus,” *0ld age,'” “S8hoek,” “Ure-
mia,” “Woeakness,” eto., when a definite disease oan
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or miscarriage, as
“PUBRPERAL seplicemia,’” “PUERPERAL peritonilis,”
ete. State cause for which surgical operation was
undsertaken. For VvIOLENT DEATHS state MEANS oOF
INJURY and gqualify as ACCIDENTAL, BUICIDAL, O
HOMICIDAL, Or 85 probably such, it impossible to de-
termine definitely. Examples: Accidental drown-
ing; siruck by railwey train—accident; Revolver wound
of head—homicide; Poisoned by earbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skvll, and consequences (e. g., sepsis, lefanus),
may be stated under the head of *'Coentributory.”
{Recommendations on atatement of oause of death
approved by Committee on Nomenclature of the
American Medioal Agsoociation,)

Note.—Indlvidual ofices may add to above Hst of unde-
sirable terms and refuse to accept vortificates contalnlng them.
Thus the form In use in New York City states: *'Certificates
will be returned for additional Information which give any of
the following dlseases, without explanation, as the sole causo
of death: Abortion, collulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebitls, pyemia, septicemia, tetanus.”
But gencral adoption of the minimum list suggested will work
vast Improvement, and 13 scope can be extended at a later
date.

ADDITIONAL BPACER FOB FURTHRR MTATRMENTS
BY PHYBICIAN.




