MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF/DEAJH

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

(2) Besidence. No
(Usual phce(af lbodc)

Length of residence in city or town where degth occurred ys. mes. ds. How long in U.S., if of foreidn birth? . mos. ds.

PERSONAL AND STATISTICAL PARTICULARS 3 MEDICAL CERTIFICATE OF DEATH

4. COLOR OR RACE | 5. S'Dfmg;}m";h‘:?m‘é? or 16. DATE OF DEATH (MONTH. DAY AND YEAR) W / g 1 28
17

3. SEX

Sa. IF MARRIED, WiDOWED, orR DIvORCED
HUSBAND orF
(or) WIFE of

e Jllasc o Jf di
9@1‘ A | 14 l_n:' B crpreetel U
ll’i/'

B
:‘

AGE should be stated EXACTLY, PHYSICIANS should state

80 that It may be properly classified. Exact statement of OCCUPATION is very important.

8, OCCUPATION OF DECEASED
(8) Trade, profession, or
particoler kind of work ................A..

FADING INK---THIS IS A PE'HANENT RECORD

(b} General natere of indastry, CONTRIBUTORY .cer 27,
business, or establishment in {seconpart)

(c) Neme of employer .

¢ i ) 18. WHERE WAS DISEASE CONTRACTED

9, BIRTHPLACE (crty or TWN)
(STATE OR COUNTRY)

/ DiD AN GFERATION PRECEDE DEATHT! "&9
10. NAME OF FATHER
p"’i’ﬂ / &d‘—-‘l WAS THERE AR AUTOPSYE... BT e

1. BIRTHPLACE OF FATHER ( TY OR TOWN).. N WHAT TEST CONFIRMED DIAGNOSIST.........

(STATE or counTRr) >0 LT 4

12. MAIDEN NAME OF MOTHER W & a&wl . »19 (Addreas)

13. BIRTHPLACE OF MOTHER (cITY oR mm/__,,_, *State the Distusn Cavsrva Drars, of in deaths from Vioresr Cavsrs, state
(1) Mreaxs aso Narvmn or Isrcer, and (2) whether Accozwesr, Smiemar, or
(STATE 08 COUNTRY) iy U 22 Howrcmar.  (See reverse gide for additionn! space,)

IF NOT AT PLACE OF DEATHT toctermricrnmienvrrnns artasstsmnmsas sene passsesenssssssmmmnn somerrsn

PARENTS

19, PLACE OF BURIAL, CREMATION, OR REMOVAL, DATE OF BURIAL

/f 1529

. UNDERTAKER ADDRESS
Lo )0 FL..
7 v s

N. B.—REvory item of information should be carefully supplied.

CAUSE OF DEATH in plain terms,

/L




Revised United States Standard
Certificate of Death

{Approved by U, 8, Oensus and Ameriean Public Health
Assoclation.}

Statement of Occupation.—Preclse statement of
oscupation is very Important, so that the relative
healthfulneas of various pursuita can be known. The
question applies to each and every person, Irrespeo-
tive of age. For moany cecupations a single word or
term on thea first line will ba suffiolent, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive engineer, Civl sngineer, Stationary fireman, eto.
But in many oases, especially In industrial employ-
menta, it 1s necessary to know (a) the kind of work
and also (b) the nature of the business or industry,
and therefors an additlonal line 18 provided for the
latter statement; {t should be ussd only when neaded.
As examplea: {a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; (a) Foreman, (b) Aulomobile fac-
tory. The material worked on may form part of the
socond statement. Never return ‘‘Laborer,’” * Fore-
man,” “Manager,” “Dealer,’ eto., without more
preoise speeification, ss Day laborer, Farm laborer,
Laborer— Coal mine, etoe, Women at home, who are
engaged In the duties of the household only {not paid
Housekespers who receive a definite salary), may be
entored as Housewifs, Housework or Al home, and
children, not gainfully employed, as At school or Al
home. Care should be taken to report specifically
the occupations of persons engaged in domestio
service for wages, as Servant, Cook, Houssmaid, eto.
It the occupation has been changed or glven up on
account of the pPI8BEASE CAUBING DBATH, state ocou-
pation at beginning of {llness. If retired from busl-
ness, that fact may be ludieated thus: Farmer (re-
tired, 8 yra.} For persons who have no oooupat.ion
whatever, write None.

Statement of cause of Death.—Name, ﬂrst
the pIsmAsE cavusing pBATE (the primary affection
with respeot to time and causation), using always the
same accepted term for the same disense. Examples:
Cerebrospinal fever (the only definite synonym Is
“Epldemio cerebrosplnal meningitis”); Diphtheria
(avold use of “Croup”); Typhoid fever (never report

“Typhold pneumonta”); Lobar pneumonia; Broncho-
preumonia (" Prneumonts,” unqualified, {s indefinite);
Tuberculosis of lungs, meninges, periloneum, ato.,
Carcinoms, Sarcoma, ebo., of .. ........ {(name ori-
gin; “Cancer’ s less definite; avoid use of *' Tumor”
for malignant neoplasms) Measles; Whooping cough;
Chronic volvular heart diseaze; Chronic interstitial
nephritis, eto. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measies (disonse oausing death),
29 da.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as “Asthenia,” *Anemia” (merely symptom-
abio), “Atrophy,” “Collapse,’” *Coma,” "Convul-
gions,” “Debility” (“Congenital,”” *'Semnile,” eto.),
“Dropsy,” ‘‘Exhaustion,” *“Heart failure,” “Hem-
orrhage,” “Innnition » “Marasmus,” *‘Old age,”’
“Shock,” “Uremin,” ‘‘Weakness,” ete., when a
definite disease can be ascertained as the cause.
Always qualify all diseases resulting from ohild-
birth or miscarriage, 88 “PUSRPERAL ssplicemia,”
“PUERPERAL pertionitia,” eto. State oause for
which surgical operatlon . was undertaken. For
VI{OLEONT DEATHS state MBANS oF INJURY and qualily
AS ACCIDENTAL, BUICIDAL, OF HOMICIDAL, Or as
probably sueh, if impeasible to determine definitely.
Examples: Accidental drowning; struck by rail
way rain—accident; Recolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide,
The nature of the injury, as fracture of skull, and
consequences {e. ., sepsis, letanus) may be stated
under the head of “‘Contributory.” (Recommenda~
tions on statement of cause of death approved by
Committee’ on Nomenclature of the Amerlcan
Maedioal Association.)

Nore.—Individual oMcos may add to above st of undeslir-
able terms and refuse to accept certificates contnlning them.
Thus the form In use In New York Olty states: ‘“‘Certliicates
will be returned for additional information which give any of
the following dissases, without explanation, as the sole causoe
of death: Abortion, cellulitie, chlldbirth, convulaions, kemor-
rhage, gangrene, gastritis, erysipelas, meaning!tla, mIBcarr!agu.
necrosis, peritonitis, phlebitls, pyemia, septicemia, totanua,’
But general adoption of the minimum Yst suggeated will work
vast improvemons, and Its scope can be extended at o later
date.
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