MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Filo Ne.
Begistered No.

St

FtRMANENT RECORD

AGE ahould be stated EXACTLY. PHYSICIANS ghould state

2. FULL NAME............. L T4 (20 e o SO D o, el or =t ot s ool OO -
(2) Hesideote. Noo............. St Ward. . " .
(Usual p!ace of abode) (I nonresident give city or town and State)
Length of residenco in city or town where death occarred Jra. mos. ds. How kong in VU.S., if of foreign birih? e mos. s
*PERSONAL AND STATISTICAL PARTICULARS 2 MEDICAL CERTIFICATE OF DEATH
£~ P ¥
3 2 4 COLOR OR RACE | 5. S, A e word). " || 16. DATE OF DEATH (MONTH, DAY AND YEAR) 7 1056
6(/ ' .
T ~ = IJHEREBY CERTIFY, eoe_u:dlmm ....................
A R UCBAND op o o OR DiIvORCED /Z SRR 1. £ - BT S f ... L0 L,
{on) WIFE or bat T st saw h A alive om Vi /? ........................... s (a v acd it
pge death » on the dste sinted shove, at. " .............. X7 i
6. DATE OF BIRTH (MONYH, DAY AND YEAR) 25~ yd 5 4 TiE CAUSE OF DEATH® was A3 FoLLowS:
7. AGE Years Montis Pars If LESS thao 1 L.
day, bra. e R A
{3 il 7> Sl | I /7 - . % W
8. OCCUPATION OF DECEASED _—— ,// / A A
03] Trnde, protession, ot ) J/ IAY _.? A
fonbor Lind of otk ... 3, I e, S
(B) Genera! taturs of industry, CONTRIBUTORY
business, or eatabliskment in (sEconDART)

which employed (or employer).
{c} Name of employer

9, BIRTHPLACE {CITY OR TOWN)
(STATE GR COUNTRY)

WRITE PLAINLY, lVITH UNFADING INK---THIS IS A

10.

NAME OF FATHER / / /& 5!‘

BIRTHPLACE OF FATHER {crry om Town)
(STATE OR COUNTRY)

1.

. MAIDEN NAME OF MOTHER

PARENTS

18. WHERE WAS DISEASE CONTRACTED

IF NOT AT PLACE OF DEATH . mvranrirrnrrarsnmnes
= ———
{ DID AN OPERATION PRECEDE DEATHI......on-... . DATE o
A
WAS THERE AN AUTOPSY L. octeisisesiistsiantimmemsencrnsnesbibiotis bobnntbnsnsssssant s rarsamanstsasrns

WHAT TEST CONFIRMED DIAGNOSIST.

I1g 19(, st

CAUSE OF DEATH in plain terms, so that it may be properly classified. Ezact statement of QCCUPATION is very important.

N. B,~—Every item of information should be carefully aupplied,

| (Agdress)

* Jte tbe Drszase Cavstia Deats, or in deésths from Vievrawr Cavsza, stats
[o)] FE %D NaTUBE OF Jnrgar, snd () whether Accmenrar. Bucmar, o
Houtetoal.  (Ses reverse side for additional spaze.)

19. CE OF BURIAL, CREMATION, OR REMOVAL
EM—'L ooy
2

DATE OF BURIAL

#@u—-ﬁzéc}(‘fﬁ e

20. UNDERTAKERWP (

v




Revised United States Standard
Certificate of Death

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

Statement of Occupation.—Preciss statement of
ocoupation is very important, so that the relative
healthfulness of various pursuits ¢ean be known, The
question applies to each and every person, irrespoc-
tive of age. For many occupations a single word or
term on the first line will be sufficient, e, g., Farmer or
Planter, Physician, Compesitor, Architecl, Locomo-
tive Engineer, Civil Engincer, Siationary Fireman,
ote. But in many cases, especially in industrial em-
ployments, it is necossary 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 statoment; it should be used only when
necded, As examples: (a) Spinner, (b) Coiton mill,
(a) Salesman, (b) Grocery, (a} Foreman, (b) Aulo-
mobile factory. The material worked on may form
part of the second statement. Never return
“Laborer,”” “Foreman,” *Manager,” *‘Dealer,” oto.,
without more procise specification, as Day Iaborer,
Farm laborer, Laborer—Coal mine, eto. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who recelve a
definite salary), may be entered as Hougewife,
Housework or Al home, and children, not gainfully
employed, as At school or Al home. Cuare should
be taken to report specifieally the ocoupations of
persons engaged in domestie service for wages, ag
Servant, Cook, Housemaid, ete. If the ooceupation
has been changed or given up on account of the
DISEABE CAUSBING DEATH, state ocoupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (reiired, O
yre.). For persons who have no oscupation what-
ever, write None.

Statement of Cause of Death..—Namse, first, the
DISEABE CAUSING DEATH (the primary affection with
respect to time and causatlon), using always the
same aogeptoed term for the same disense. Examples:
Cerebroapinal fever (the only definite synonym is
‘‘Epidemioc ocerebrospinal meningitla); Diphtheria
(avold use of “Croup”); Typheid fever (neverroport

*“Typhoid pneumonia™); Lobar pneumonia; Broncho-
preumonia (*Poeumonts,” unqualified, is indefinite);
Tuberculoats of lungs, meninges, periloneum, ots.,
Carcinoma, Sarcoma, eto,, of {name ori-
gin; “Cancer” is loss definite; avold use of “Tumer”
for malignant neoplasm); Measles, Whooping cough,
Chronie valvular heart disease; Chronic interstitial
nephritis, eto. The contributory (secondary or in-
tercurrent) affection need not be stated unless {m-
portant. Example: Measles (disease oausing death),
29 ds.; Bronchopneumonia (gecondary), 10 da. Never
report mere symptoms or terminal conditions, such
as *‘Asthenia,” ‘“Anemia” (merely symptomatie),
“Atrophy,” "Collapse,” *“Coma,” *“Convulsions,”
“Debulity” (*“Congenital,” *‘Senile,” ete.), *Dropsy,”
“Exhaustion,” *Heart faflure,” *“Hemorrhage,” “In-
anition,” *Marasmus,” *“0ld age,” *“Shook,” *Ure-
mia,"” *Weakness,' ots., when a deflnite disease can
be ascertained as the oause. Always quality all
diseases resulting from echildbirth or misenarringe, as
“PyeRPEnAL seplicemia,” “PUuERPERAL peritonilis,’”
eto, State oause for which surgical operation was
undertaken. For viOLENT DRATHS state MEANS oOF
1NJURY and qualify A8 ACCIDENTAL, SUICIDAL, Or
HOMICIDAL, or as probablpy sueh, 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, lslanus),
may be stated under the head of ““Contributory.”
(Recommendations on statement of eause of denth
approved by Committee on Nomeneclature of the
American Medioal Association.)

Noro-~~Individual offices may add to above list of undo-
sirable terms and refuse to accept certificates containing them.
Thus the form in use in New York Oity statea: *Certificates
wili be returned for additional information which give any of
the following diseases, without oxplanation, as the sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritls, erysipelns, meningltls, miscarringe,
necrodis, peritonitls, phlebitls, pyemis, septicemia, tetanus’
But general adoption of tho minimum st suggestod will work
vast improvement, and its scopa can be extended at a later
date.
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