K. B.—Every item of information should be carefully supplied. AGE should bo ctated EXACTLY. PHYSICIANS should state

Ezact statement of OCCUPATION is very important.

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

Joriet, Logooe e

1. PLACE OF DEATH
Townshiy, .. f.
Gity...s.

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Registration District Ne... .
H - - d
Primary Beglstration Dh@m‘m‘..f...;... freeererionesenpsrnsgl e’

Do pof use this space.

28682

| 4173 U I
Registered No. ...... 89’)@ ........ -

enila Ward)

AT

{n) Be.ndtnce No. 4. ;
Usual place o lbode)
Length of re:ld:nte in cily or town where death occumred”

e

ds.

(If bonresident give city or town and State)

How long in U.S., if of foreidn birth? e mos. ds.

PERSONAL AND STATISTICAL PARTICULARS

o

MEDICAL CERTIFICATE OF DEATH

3. SEX 4., COLOR OR RACE

e, | Cof?

5a, Ir Marrieb, Winowep, or Divorten
HUSBAMD or
~ {om) WIFE of

5. SINGLE, MARRIED. WIDOWED OR
[2]] Jwrite the ward)

/7
6. DATE OF BIRTH (MONTH, DAY AND YEAR) j /- 24
7. AGE Yeans MoNTHS bakg I LESS thyf 1
' ) dayy o birs
/ Z 1-? 1 o mmin.

8. OCCUPATION OF DECEASED

{a) Trade, profeasion, or
particular iin_d of work .....c.oiiiens
{b) Genu'nl nature of indoxiry,
business, of establishment in
which employed (or loyer}
(¢) Name of emplbyer

'ISJDATE OF DEATH (MONTYH, DAY AND YEAR)

gé’é Zﬂ 10.2.5"

CERTIEY, Tha

l-ul saw h‘Mf\. alivs on...

9. BIRTHPLACE (ciry or Town}
(STATE OR COUNTRY)

CONTRIBUTORY.. £, ). T ereie i e
(SECONDARY)

18, WHERE WAS DISEASE CONTRACTED

IF NOT AT PLACE OF DEATHT.

i - ' DipaN T 2 pEATREY.
10. NAME OF FATHER 7 [ W af
b + E AN AUTOPST I . cine s
p 11. BIRTHPLACE OF FATHER (CITY or TOWN). /%' .................. WHAT TEST MED, DIAGH
é (STATE OR COUNTRT) (Sigoed)... . 4. {la XL X TN
< | 12. MAIDEN NAME OF Mm@%‘ ’f‘%—ﬁ%&l- 9 /g, m'h (Address)
13. BIRTHPLACE OF MOTHER (CITY OR TOWN)......, *State the Dmzasn Caumna Deare, or in deaths from Vionzwe Caunca, state
(1) Mrrs axp Narvue or Irsuer, and (2) whether Acetonrtar, Buicmar, or
(STATE OR COUNTRT) Houtcipal  {Bee reverze side for additionn] space.)
" ; f, 7
INFORMANT .{././ Mfff/i{y/. _______ 19, PLACE OF, CREMATION REMOVAL | DATE OF,BURIAL
(Address) P 6
15. 20. unnmnxm
FlLEn. s
VAR Z gg“— ao*/&,a{gé
=
”~




Revised United States Standard
Certificate of Death

{Approved by U, 8. Censuy and American Public Health
Agszoclation. )}

Statement-of Occupaﬁon._Pramse statement of
ocoupation is very 1mportant, ‘50 that the relative
healthfulness of various pursuits ean be known. The
question applies to ¢ach and every person, irrespec-
tive of age. For many occupations a single word or
term on the first line will be:sufficient, o. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-

tive Engincer, Civil Engineer, Slationary Fireman,

otc. But in 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 thercfore an additional line is provided
for the latter statement; it should be used only when
needed. As examples: {(a} Spinner, (b) Cotion mill,
(a) Salesman, (b) Grocery, (a) Foreman, (b) Auto-
mobile factory. The material worked on may: form
part of the second statement. Never rel;urn
“Laborer,” “Foreman,"” *Managor,” *‘Dealer,"” eto.,
without more precise specification, as Day laborer,
Farm lagborer, Laborer—Coal mine, etc. Women at
home, who are engaged in the duties of the houso-
held 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 specifically the ocoupations of
persons engaged in domestie service for wages, as
Servant, Cook, Housemaid, ete., If the ocoupation
has been changed or given up on account of the
DISEABE CAUBING DEATH, state ooccupation at be-
ginning of illness. If retired from business, that
fact may be indiented thus: Farmer (retired, 6
yrs.). For persons who have no occupsation what-
ever, write None.

Statement of Cause of Death.-—Name, first, the
DISEASE CAUSING DEATH (the primary affection with
respect to time and causation), using always the
same acgepted torm for the samo disease. Examples:
Cerebrospinal fever (the only definite synonym is
**Epidemio verebrospinal meningitls"); Diphiheric
(avoid use of *Croup”); Typhoid faver (never!report

Pt

.undertaken.

‘“Typhoid pnoumonia”); Lobar pneumonia; Broncho-
pneumonia (**Pooumonia,” unqualified, is indefinite);
Tuberculosts of lungs, meninges, periloneum, oto.,
Carcinoma, Sarcoma, ete., of (name ori-
gin; “Cancer” is less deﬂmte avoid use of “Tumor”

for malignant neoplasm); Measles, Whooping cough,
Chronic valvular hear! disease; Chronic inlerstitial
nephrilis, oto. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere gymptoms or terminal conditions, such
a8 ‘“‘Asthenia,” ‘**Anemia’ (merely symptomatio),
“Atrophy,” *Collapse,” *Coma,” ‘Convolsions,”
“Debility’’ (**Congenital,” **Senile,” ate.), ' Dropsy,”
‘““Exhaustion,' **Heart failure,” **Hemorrhags,"” *In-
anition,” “Marasmus,” “0ld age,” *‘Shock,” “Ure-
mia,” “Weakness,” eto., when a definite disease can
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or misearriage, 8s
“PyuERPERAL feplicemia,” *PUERPERAL perilonilis,’
oto. State ocause for which surgical operation was
For VIOLENT DEATHS state MZANS oF
inJury and qualify a8 ACCIDENTAL, SUICIDAL, Of
HOMICIDAL, or &3 probably sueh, if impossible to de-
termine definitely. Examples: Accidenial drown-
ing; struck by railway train—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skull, and oonsequences (e. g., sepsia, telanus),
may be stated under the head of *‘Contributory.”
(Recommendations on statement of eause of death
approved by Committes on Nomenclature of the
Amerioan Medical Assooiation.)

PR

Nore.~~Individual oMces may add to above list of unde-
sirable terms and refuse {o accept certificates containing them.
Thuas the form In use in New York City states: “Cortiflentes
will be returned for additional Information which glve any of
the followlng discases, without explanation, as the sole caouse
of death: Abortion, collulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelns, meningitls, miscarriages,
necrosis, peritonitis, phlebitls, pyemia, septicemia, tetanus.”
But general adoption of the minimum st suggested will work
vast improvement, and ita scope can bo extended at & Inter
date.
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requested to make every effort to obtain the :
cated by check marks, lacking from the death certificate:

Name: __c £§Zfélﬂi*;lqéﬂﬁﬂﬁl/’ yZ .
o died at: J Atc @f )}é}b////?—— /?52«5

Residence:; No. St. .
({If nodfesident, city or town)

Length of residence in city or _
town where death occurred: Years Months Days

- Sex: ______ Color or race: ______ Single, married, widowed or divorced: _____ -
Date of birth: . Age: Years ____ Months _____ Days _____
‘Occupation: {a) Trade _ {(b) Industry:

Birthplace {State or country)

Birthplace of father (State or country)

Birthplace of mother (State or country)

CAUSE OF DEATH:

E Contributory: ¢364b¢5§44h* 6;%é;%4GLDCLjﬁdz/eliojégaﬁbaﬂﬂ23@C>q44&%4/4&*£VL///
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Where was diaeaae contracted?

Did operation precede deathﬂ\ LD S :Date of
Was there an autopsy? What /test confirmed diagnosie? _

Name of physician:







