Mkl iiks

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

(a) Besideme. No. W& 6L d
(Usual place of abode)

Lengih of residenpe in city or town wherg death oopmved

(If nonresident give cij
How loog in 1. 5., il of fnreign hirth?,

PERSOMAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

-

5. SiNGLE, MaRrmirp, WIDOWED OB
DHYORCED (write the word)

JW 4. COLORz RACE

5A. 1r Manriep, WiDoweD, or Divoacen
HUSBAND or
e ﬂ%f/—y ’%“ 2

16. DATE OF DEATH (MONTH, DAY AND YEAR) \M)/- / 3 19 ‘??
1.
I HE EBY CEHTIFY That 1 a [ 1Y T
B T /8. .uj‘
llhst aw w-p... alive on.. l’. ond that

Exact statomont of OCCUPATION is very important.

S /747

6. DATE/OF BIRTH (wontH, oaY asolfEan)

hould be stated EXACTLY. PHYSICIANS should state

1

7. AGE YEARS MontHs Da: i LESS than f
- dey, ... bBra.

>

»
L

8. OCCUPATION OF DECEASED
¢+ {n} Trade, mludun, or

{b) Geneesl natgre of lodustry,
buxincss, or establishment in

whirh employed (or empdoyes). ..o desresies s e

(c) Name of cmployer

s I VY IR AT A==l W A TRNAIVIATTRIVS

9. BIRTHPLACE (ctry om 10
(STATE OR COUNTRY)

EENE N P RMEIINET,

10, .NAME OF FATHE
E 11. BIRTHPLACE QF ;ATHE WN)
z (STATE OR COUNTRY) . GI. P )
el
< | i2. MAIDEN NAME OF MOTHER % Wf /ﬁa—v

13. BIRTHPLACE OF MOTHER fcr1r or Town)...

(STATZ OF COUNTRY) //d(o""

14,

K. B.~~Every itam of information should be carefully supplied. AGR?«

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

degth vd, o0 tbe date _d-M
THE CA

*Ststa the Drsmusn Cavspm Dmats, of in daths from Vieneer Cavses, state
(1) Maira axp Narvms of Iuume, and {2) whethe AocmxwtaL Sormar, or
Hapemwal, (Bee reverse pide for additional gpace.)

13, DATE OF BURIAL

7y G

LACE OF BURIAL, CREMATION, OR REMOVAL




Revised United States Standard
Certificate of Death

[Approved by U. 8B, Consus and American Publlc Health
Association.)

’

Statement of Qccupation.—Precise statement of
oceupation is very important, se that the relative
healthfulnesa of various pursuits 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, ¢. g., Farmer or
Planter, Physician, Compoatior, Archilect, Locomo-
tive engineer, Civil engineer, Stalionary fireman, ete.
But in many oages, egpenially in industrial employ-
ments, it is necessary to know (a) the kind of work
and also (b) the nature of the business or industry,
and therefore ad additional line is provided for the
latter statement; it should be used only when needed.
As examples: (a) Spinner, (b) Coilon mill; (a) Sales-
man, (b) Grecery; () Foreman, (b) Aulomobile fac-
tory. The material worked on may form part of the
socond statement. Never return *Laborer,” “Fore-
man,” *‘Manager,” *“Dealer,” eoto., without mors
precise specification, as Day laborer, Farm laborer,
Laborer— Coal mine, ete. Women at home, who are
angaged in the duties of the household only (not paid
Housekeepers who receive a definite galary), may bhe
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 persens engaged in domestio
service for wages, aa Servant, Cook, Housemaid, eto.
If the oecupation has been changed or given up on
account of the pIsEAS® CAUSING DEATH, atate ocou-
pation at beginning of illnesa. If retired from busi-
nesy, that faot may be indicated thus: Farmer (re-
tired, 6 yrs.) For persond who.have no occupation
whatoever, write None. -

Statement of cause of Death.—Name, first,

the DisEasp cavsiNg DEATH (the primary affeetion’

with respect to time and causation), using always the
same aocepted term for the same disease. Examples:
Cerebrospinal fever (the-only definite synonym is
“Epidemie ocerebrospinsal- meningitia’); Diphtheria
(avoid use of “Croup”); Typhoid fever (nover report

“Typhoid pnemnonia™); Lobar pneumonia; Broncho-
pneumonia (*Pneumonia,’’ unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, eto., of .......... (name ori-
gin; “Cancer’’ is less definite; avoid use of **'Tumor”
for malignant neoplasms) Measles; Whooping cough;
Chronic valvular hearl disease; Chronic inlerstitial
nephritis, ete. The contributory {secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing denth),
29 ds.; Bronchopneumonia (Becondary), 10 ds.
Never report mere symptoms or terminal econditions,
such a3 ‘“Asthenia,” “Anemia” (merely symptom-
atie), “Atrophy,"” “Collapze,” '“‘Coma,” “Convul-
siomns,” *‘Debility” (**Congenital,” *‘Senils,” ete.),
“Dropsy,” “Exhaustion,” ‘‘Heart failure,” “IHem-
orrhage,” 'Inanition,” “Marasmus,”" “Old age,”
*Shock,” “Uremia,” *“Weakness,” etc., when a
definite disease oan be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, a8 “PUERPERAL seplicemia,”
“PUERPERAL peritonilis,”’ eto. State cause for
which surgical operation was undertaken. ¥or
VIOLENT DEATHS state MEANS oF INJURY and qualify
83 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, Or 83
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—sprobably suicide,
The nature of the injury, as fracture of skull, and
consequences (e. 2., sepsis, telanus) may be stated
under the head of *Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committese on Nomenclature of the American
Medieal Association.)

Noru.—Individual offlces may add to above List of undesir-
able torms and refuse to accept certificates contalning them.
Thus the form in use in New York Qlty statos: “‘Oertificates
will be returned for additional information which give any of
thoe following dissases, without explanation, ad the golo caume
of death: Abortlon, eetlulitis, childblrth, convulsions, hemor-
rhago, gangrene, gastritls, erysipelns, meningltls, misearriago,
necrosin, peritonitis, phlebitis, pyemia, septicemia, tetanus.’’
But genaral adoption of the minimum list suggestod will work
vast lmprovement, and its scope can be extonded st a later
date.

ADDITIONAL B8PACE FOR FURTOEHR BTATEMENTS
BY PHYBICIAN.




