? Do oot we this'space.
/g MISSOURI STATE BOARD OF HEALTH

L}

~ e v BUREAU OF VITAL STATISTICS

CERTIFICATE OF DEATH § i
1. PLACE OF W Z-

Bedistration District No..........cc.... ﬁﬂ ....................

Primary Begistration District No.... 53 L

2. FULL NAME

(a) Resid, N s WEIe e rreerere e e s nas smse
? * {Usual ph:_e of sbode) (If nooresident give city or town and State)
Length of residence in cily or town where death occrred o /d omna., da. How bong in U.8., il of loreign hirth? e mos, da.
. -
PERSONAL AND STATISTICAL PARTICULARS 2' MEDICAL CERTIFICATE OF DEATH
= id
:_" S8 ; 4. €OLOR O;R_RACE 5 Smc::ég?n.rm";b\‘:l'l:gm oR 16. DATE OF DEATH (MONTH. DAY AND YEAR) // B d [
[ 4
- it HEREBY CERTIFY, That [2jlended deceased frgap..........ooceerees
5A Ir Mumzn thowsn. or DivorceD ié
HUSBAN i LT T S
(or} WlFEor lhdnww e on...

d, ot the daie muﬂfﬂnn. at...

4 ) ‘
6. DATE OF BIRTH (MONTH. DAY AND YEAR) / 5% 01-_2 ‘-/5; 9 / THE CAUSE OF DEATIM® was As FotLows:

7. AGE Years MowTHs “Bar It LESS then 1
day, oo re
g/ BT e min.

8. OCCUPATION OF DECEAS! . .
{a) Trade, profession, or
particatar kind of wark ..., N A F C b Al o e et eeeesirierraneend ”
(b) Generel nature of industry,
basiness, or establishmes? in
which emplayed (= loyer).......
(c) Namo of employer

9. BIRTHPLACE (cITY OR TOWN)

Trrenn e T A PP 4. et i S NI .l'l' PILACE OF DEATH!. o ol A )
ST, COUNTRY,
(STaTE Of ) / TION ntzcmz DEATHT. St ,@D.m: WM
10. NAME OF FATHER /7://5[44«% N/ﬁfmﬂ«]v WAS THERE AX AUTORSY
A% Al L (e PSR
jp [ 11 BIRTHPLACE OF FATHER (ciTy o Town).,« WHAT TEST e blnsuos:.ty‘ M’f’ A
5 (STATE OR COUNTRY) e ?4 ,/ff.... T M. D
el § / b
g | 12 MAIDEN NmEOFumm,MW Mtwm)((‘/r/ //,a,/ ,, At Ty
) OTHER Toun),, vt Biate the Domurn Cavaiva Dnm. or in deatts fram ‘rxu.m Cum:;, state
13. RIRTHPLACE OF M (erry oa (1) Mmuxs axp Naromn or Dumay, snd (2) whether Accmaweay, Suvrcmat, or
(‘SH‘IE OR COUNTRY) Howrwat.  (Bse reverss side for additions] spaca )
14,

CE OF BURIAL, CREMATION, OR REMOVAL DATE OF BURIAL




Revised Unite& States Standard
Certificate of Death

(Approvothy V. 8. Census and American Public Health

Assoctation.)

Statement of Occupation.—Precise statement of
oceupation iz 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.
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stalionary Fireman,
ete. Butin 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) Coiton mill,

(e} Salesman, (b) Grocery, (a) Foreman, (b) Automo-

bile factory. The material worked on may form
part of the second statement. Never return
“Laborer,” *Foreman,'” “Manager,”” “Dealer,” ote.,
without more precige specification, as Day laborer,
Farm laborer, Laborer— Coal mine, ote. 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 Al home, and children, not gainfully !

employed, as Al school or At home. Care should
be taken to report specifically the occupations of

persons engaged in domesbw service for wages, as. ~

Servant, Cook, Housemaid, etc. If the occupation
has been changed or given up on account of the
DIBEABE CATUSBING DEATH, state ocoupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (refired, 6
yre.) For persons who have no occupatmn what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DIBEASE CAUSING DEATE (the primary affection with
respect to time and causation), using always the
same sccepted 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 -

For many occupations o single word or -

q

“Typhoid pneumonia™); Lobar pnsumam‘a, Broncho-
preumonia (“Pneumonia,” unqualified,'is indefinite);
Tuberculosis of lungs, meninges, pentonoum. eto.,
Carctnoma, Sarcoma, ete., of (name ori-
gin; “Cancer’ is less deﬂnite; avoid use of "“Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart diseass; Chronic {interatitial
nephritis, ete. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles {(disease causing death),
29 ds.; Broanchopneumonia (socondary), 10 ds. Never
report mere symptoms or terminal conditions, such
as ‘‘Asthenia,” “Anemia’ (merely symptomatic),
“Atrophy,” ‘Collapse,” “Coma," *CofVulsions,”
“Debility’ (“Congenital,"” **Senile,” ote.), “ Dropsy,”
‘“Exhaustion,” “*Heart failure,” *Hemorrhsige," “In-
anition,” “‘Marasmus,” **0ld age,” “Shock,” “Ure-
mia,” “Weaknaess," eto., when a definite disease ean
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or miscarriage, as
“PUERPERAL septicemia,” ""PUERPERAL peritonilis,”’
etc. State cause for which surgical operation was
undertaken. For VIOLENT DEATHB 5tate MEANS OF
iNJURY and qualify a8 ACCIDENTAL, BUICIDAL, OF
HOMICIDAL, or a8 probably such, if imposaible to de-
termine deofinitely. 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 consequences {(e. g., sepsis, tetanus),
may be stated under.the head of “Contributory.”
(Recommendations on statement of cause of death
approved by Committee on Nomeneclature of the
American Medical Association.)

Nore.—Individual ofices may add to above list of undesir-
able terms and refuse {0 accept certificotes containing them.
‘Thus the form in use In New York Oity states: *'Certificates
wili be returned for additional information which glve any of
the following dlseases, without explanation, as tho sole cause
of death: Abortlon, cellulit!s, childbirth, convulsions, hemor-
rhage, gangrono, gastritls, erysipelas, meningltis, miscarriage,
necrosls, peritonitis, phlebitls, pyemia, septicemin,{tetanus.™
But general adoption of the minimum list suggested will work
vast ilmprovemont, and its scope can be extended at a later
date,
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Ay BV

e F mim ¥ WA W TR Pl Wil ke s i Wil ik B = Mad | FR Rl W Al W R

1. PLACE OF

ALL tNFORMATION CALLED
FOR [GUST BE WRITTEN ON
THIS SUPPLEMENTARY.

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

2. FULL NAME.

(a) Resideoce. No..
(Usual place of abode)

Lendth of residence in city or town whers death voenrred

(If noaresident give city or town and Stare)

How loog in U.8., il of [oreign bﬂf\

yra. mos.

PERSONAL AND STATISTICAL PARTICULARS

{
MEDICAL CERTIFICI\\TE #F DEATH

3, SE)(

4, CO LOW

3 Smu_: MARRIED, WIDOWED OR

%/\ 16. DATE OF DEATH (MONTH, DAY AND YW % 19%

. [F MARRIED, Wmowzn ok DivoRCED
HUSBAND
{oRr) WIFE oF

6. DATE OF BIRTH (MONTH. DAY AND YEAR)

7. AGE " YEARS

MonTus I

Dars

8. OCCUPATION OF DECEASED
(a) Trade, profcasion, o

(b} General patre of indastry,
business, or estahlishment in
which employed (or employer).....

{c) Name of employer

5. BIRTHPLACE {cITY or TOWN)

(STATE OR COUNTRY)

10. NAME OF FATHER

(STATE OR COUNTRY)

1. BIRTHPLACE OF FATHER (citr on

«\%"

)
X

PARENTS

12. MAIDEN NAME OF M!‘.‘Tl‘lEd"\V

19 {Address)

{STATE GR COUNTRY)

13. BIRTHPLACE OF MOTHER (CITY%UIN) ...........................................

stnte the Dipumy Catttng Diama, of in deathy from Vicesws Cavsra, state
(1) Mmaxs axp Narvem or Jwuxy, and (2) whether Accroawear, Buiemar, or
H L. (Boo reverse side for additiona! space.)

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

20. UNDERTAKER




Revised United States Standard
Certificate of Death

{Approved by U. 8. Census and American Public Health
Association.)

Statement of Occupation.—Precise statement of
occupation is very important, so that the relative
healthfulness of various pursuits ¢an be known. The
question applios to eanch and every person, irrespéc-
tive of age. For many occupations a single word or
term on the first line will be sufficient, ¢. g., Farmer or
Planter, Physician, Composilor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
ete. 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,” “Foremaz,” “Manager,” *‘Dealer,” ote.,
without more preeise specifieation, as Day laberer,
Farm laborer, Laborer—Coal mine, etc. Women at-
hoime, who are engaged in the duties of the house-

-hold only (not paid Housekeepers who receive a

definite sala.ry), may be entered as Housewifs,
Housework or At home, and ohildren, not gainfuily
employed, as Ai{ school or At home. Care should

- be taken to report specifically the occupations of

persons engaged in domestie service for wages, as
Servant, Cook, Housemaid, oto. If the occupation
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
yrs.). For persons who have no ocoupatlon what-
ever, write None.

Statement of Cause of Death.—Name, firgt, the
DISEASE CAUBING DEATH (the primary affection with
respect to time and ecausation), 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

S-L5B

“Chronic valvular hear! disease;

*'Typhoid pneumeonia’); Lobar pneumonia; Broncho-
preumonia (‘Pneumonia,”’ unqualified, is indefinite};
Tuberculosis of lungs, meninges, peritoneum, eto.,
Carcinoma, Sarcoma, eta., of {name ori-
gin; “Cancer’ is less definite; avoid use of “Tumor"
for malignant neoplasm); Measles, Whooping cough,
Chronic inleretitial
nephrilia, ete. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Broncho-pneumonia (secondary), 10 ds. Never
report mere symptoms or terminal ¢onditions, such
as “Asthenia,” “Anemia” (merely symptomatia),
“Atrophy,” “Collapse,’”” *‘Coma,” *“Convulsions,"”
"“Debility’ (*Congenital,’”” “‘Senile,” ete.}, * Dropay,”
““Exhaustion,’” ‘“Heart failure,”” ‘‘Hemorrhage,” “*In-
anition,” “Marasmus,” “0Old age,” ‘‘Shoek,” “Ure-
mia," ‘*Weakness,”' etc., when o definite disease can
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or miscarriage, as
“‘PUBRPERAL septicemis,” ''PUERPERAL perilonilis,”
etc. State cause for which surgical operation was
undertaken. For VIOLENT DEATHS stato MEANS oF
inyory and qualily &s ACCIDENTAL, SUICIDAL, Or
HOMICIDAL, or a8 probably such, 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 consequences (e. g., s#psis, lelanus),
may be stated under the head of *‘Contributory.”
{Recommendations on statement of eause of death
approved by Commitiee on. Nomenclature of the
American Medical Association.)

Nota.—Individual offices may add to above list of unde-
sirable terms and refuse to accept certificates containing them,
Thus the form in usoe In New York Qity states: *'Certificates
will bo returned for ndditional information which give any of
the following disenses, without oxplanation, as the sole cause
of death: Abortion, cellulitis, childbirth, eonvilsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningltis, miscarriago,
necrosis, peritonitis, phlebitis, pyemla, septicomia, tetanus.'
But genernl adoption of the minimum list suggested will work
vast Improvement, and {ts scope can be extendoed at o later
date. :
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