TeaER T TS S T AddE A AL A

[N

2FULL NAME %&»—QM&«/ W

{NO..

Regiotration District No..$

Primary Rogiatration Disgtrict

MISSOURI ST&TE BOARD CF HEALTH
] BUREAU OF VITAL STATISTICS
N CERTIFICATE ORDEATH o ... .
30374

LI L N

File No..ooviiiiverieareacna,

Rogistored No. .........

1M death occurred in a
Bospital or institution,
glve its NANE instead
of street and gumber.}

..Ward)

bw%f/

PERSONAL AND STATISTICAL PARTICULARS

MEDRICAL CERTIFICATE OF DEATH

3 sEX

-

L

. LE
4 coLon of hace [ -0 BINGLE
. WIDOWED
é OR DIVORCED
| Clirrite the ool

16 DATE OF DEATH

..........................................................

8 DATE OF BIRTH

&4

{/  (Month)

?(Ym)

that I last paw

M?/

and that death cocurred, on tha date otated above, at. v-?-—w ﬂm.

...... alive on..

(Dny)
7 AGE If LESS than
/ 1 day,......hzs.
........................ yr-....#.- mos..l,id._ or.....min.?
[ §
8 OCCUPATION /
(a Tr-d.. thnnlon.
Of WOPK tiiiteimrerrresrssint s senss s s ran st 00t st s e sen e sene e

b) G al'nature of industry
;:n)sl.n:::.r or establishment in /
which employed (or amployer) ... e et sereenas

9 BIRTHPLACE

éﬁ'-f’i’rmm)jm 777(: _

The CAUSE OF DEATH" was aa followa:

10 NAME OF

11 BIRTHPLACE
OF FATHER d/@ a__ ,
{City or town, State or foreign country)

3
/CONTRIBUTORY ..o
{Secondary)

....................................... = (Dypat!

(Bigned)........

‘F.l?-‘, lag‘r(ﬂddrons)

PARENTS

12 MAIDEN NAMEé . L
OF MOTHER ¢ Lie M

13 BIRTHPLACE
OF MOTHER

z .
{City or lown, Stte or foreign country) % . U o

14 THE ABOVE 1S TRUE TO THE BEST OF MY KNOWL!DGE

(Informant) /aZa&—ﬂ—W

*State the Dioeana Causing Death, cr, in deaths from Vielont Causeas, state
{1) Maano of Injury; and {2) whether Accidental, Buicidal or Homicidal.

I8 LENGTH OF RESIDENCE (For Hoapitalg, Ingtitutionn, Tranalents,
or Recent Raecidents)

At place -

of doath........ Fra......... 1.7, OO ds.
Where wan diseaas centrncted

if not at place of doath?... "

Formor or
usual reaigepcl........‘....g..

! 20 UNDERTAKE

DATE OF BYRIAL
/////a 19

24>
ADDRFES

~

—




Revised United States Standard Certificate
of Death

{Approved by U, 8. Census and American Poblic Health
Assoclation.}

Statement of occupation.—Precise statement of
occupation is very important, so that the relative
healthfulnesa of various pursuits ean be known. The
question applies to each and every person, irrespectite
of age. For many occupations a single word or term
on the firat line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomstive
engineer, Civil engineer, Stationary fireman, etc. But
in many cases, especially in Industrial employments,
it is necessary to know (@) 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 needed.
Ag examples: (a) Spinner, (b) Collon mill; (a) Sales-
man, (b) Grocery; (a} Foreman, (b) Aulomobile faclory.
The material worked on may form part of the second
statement. Never return “Laborer,” *“Foreman,”
“Manager,” ‘Dealer,” eoto., without more precige
specification, as Day laborer, Farm laborer, Laborer—
Coal mine, eto. Women at home, who are engaged
in the duties of the household only (not paid House-
keepers who receive a definite salary), may be entered
a3 Housewifs, Housework, or At home, and children,
not gainfully employed, aa At school or At home.
Care should be taken to report specifically the oocu-
pations of persons engaged in domestio service for
wages, as Servant, Cook, Housemaid, ete. II the
occupation has been changed or given up on account
of the DISEABE CAUBSING DEATH, state occupation at
beginning of illness. If retired from business, that
fact may be indieated thus: Farmer (reiired, 8 yrs.)
For persons who have no oocupation whatever,
write None.

Statement of cause of death.—Name, first,
the visease cavsing pBaTH (the primary affection
with respeot to time and eausation), using always the
same accepted term for the same disease. Examples:
Cerebroepinal fever (the only deflnite synonym is
*Epidemio cerebrospinal meningitis’); Diphtheria
(avoid use of “Croup”); Typhoid fever {nover report

“Typhoid pneumonia’); Lobar preumonia; Broncho-
pneumonia (“Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, perilonacum, eto.,
Carcinoma, Sarcoma, otc., of .ooooovcvevveineeenn, {name
origin; “Canecer”’ ia less definite; avold use of “Tumor"
for malignant neoplasmas); Measles; Whooping cough;
Chronic valoular heart disease; Chronic interstitial
nephritis, eto. Tho 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 symptoms or terminal conditions, such
a8 “Asthenis,” "“Anasemia’ (merely symptomatic),
“Atrophy,” ‘“Collapse,” *‘Coma,” “Convulsions,”
*Debility”” (“Congenital,” *“Senile,” ete.), ' Dropsy,”
“Exhaustion,” “Heart failure,”” *“Haemorrhage,”
“Inanition,” “Marasmus,” *“0ld age,” *“Shook,”
“Uraemia,” ‘“Weakness,” eto., when a definite
disense can be ascerteined as the cause. Always
qualify all diseases resulting from childbirth or mis-
carriage, as “PuBRPERAL septichaemia,” “PUERPERAL
perilonilis,” etc. Btate cause for which surgical oper-
etion was undertaken. For vioLENT DEATHS state
MEANS OF INJURY and qualify as ACCIDENTAL, 8UI-
CIDAL, OR HOMICIDAL, or as probably such, if impos-
sible to determine definitely. Examples: Accidental
drowning; Struck by railway train—accident; Revolver
wound of head-—homicide; Poisoned by carbolic acid—
probably suicide. The nature of the injury, as
fracture of skull, and consequences (e. g., sepsis,
{etanus) may be stated under the head of *‘Con-
tributory."” (Recommendations on statemant of

. cause of death approved by Committee on Nomen-

clature of the American Medical Assoclation.)
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Statement of Occupation.—-Precise statament ot
ooccupation iz very important, so that the relative
healthfulness of various pursuits ean be known. The
question applies {0 each and every person, irrespec-
tive of age. For many cccupations & single word or
term on the first line will be sufficient, o. g., Farmer or
Planter, Physician, Compesilor, Architec!, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
ote. But in many cases, especially 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) Cotion mill,
(a) Salesman, (b} Grocery, (a) Foreman, (b) Auto-
mobile factory. The material worked on may form
part of the second statement. Never return
“Laborer,” “Foreman,” ‘“Manager,” “Dealer,” eto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, ete. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who receive a
definite salary), may bo entered as Housewife,
Housework or At home, and children, not gainfully
employed, as Al school or Al home., Cars should
be taken to report specifically the ocoupations of
persons engaged in domestic service for wages, as
Servant, Cook, Housemaid, ote. If the ogcupation
has been changed or given up on aceount of the
DISEABE CAUBING DEATH, State ocoupation 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
DIBEABE CAUSBING DEATH (tho 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 cerebrospinal meningitis”’); Diphtheria -

{avoid use of **Croup’); Typhoid fever (never report

o
N

“Pyphoid pneumonia’); Lobar preumonia; Broncho-
pneumeonia {{'Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eato.,
Carcinoma, Sarcoma, etec., of (name ori-
gin; “Cancer” is less definite; avoid use of “*‘Tumor’
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart disease; Chronic inlerstitial
nephritis, eta, The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease oausing death),
20 ds.; Broncho-pneumonia (secondary), 10ds. Never
report mere symptoms or terminal conditions, such
as “Asthenia,” ‘‘Anemia” (merely symptomatioc),
“Atrophy,” *“Collapse,” *Comsa,” *“Convulsions,”
“Debility" (*‘Congenital,’” *‘Senile,” ete.), ‘‘Dropsy,”
‘“Exhaustion,” “Heart failure,'” ‘' Hemorrhage,' *‘In-
anition,” **Marasmus,” “0ld age,” “‘Shock,” "“Ure-
mia,” ““Weakness,” eto., when a definite disease ean
be ascertained as the oause. Always qualify all
diseases resulting from childbirth or misearriage, as
“PUBRPERAL seplicemia,” “PUERPERAL perifonilia,’”’
ete. State eause for whieh surgical operation was
undertaken. For VIOLENT DEATHS stalée MEANS OF
inJURY and qualify as ACCIDENTAL, BUICIDAL, Of
HOMICIDAL, OF a8 probably such, if impossible to de-
termine definitely. Examples: Accidental 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 consequences (e. g., sepsis, iclanua),
may he stated under the head of *“Contributory.”
{(Recommendations on statoment of cause of death
approved by Commitice on Nomeneclaturs of the
American Medical Association.)

Noto.—Individual offices may add to above lst of unde-
sirable terms and refuss to accept cortificates containing them.
Thus the form [n use in New York City states: '"Certificates
will be returned for additional Information which give any of
the fgdowing diseases, without explanation, as the sole cause
of death: Abortion, cellulitls, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, moningitis, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, septicemia, tetanms.*
Bu¢ general adoption of the minfmum list suggoested will work
vast improvement, and its scope can bo extended at & later
date.

ADDITIONAL BPACD FOR FURTHOR BTATDMONTS
BY PHYBICIAN.




