MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

(a) Residence. No....

e pleee o ey

" (lf nonresident give city or town and State)}

Length of residence in cily or lown where desth occorred . mos. ds. | How ko in U.S., il of fareifn hirth? TS, mas. ds.
PERSONAL AND STATISTICAL PARTICULARS ‘/ MEDICAL CERTIFICATE OF DEATH
’é._(jsx 4 COLOR OR RACE | 5. ssmatmp.‘h?:m? 9 || {6 DATE OF DEATH (MONTH, DAY AND YEAR) (4 { / g,_f 524
Al
m@&- ﬁa’l/

5A. [F Marrien, Wipowen, or DIvORCED

AGE should be stated EXACTLY. PHYSICIANS should statoly

HUSBAND or
{or) WIFE or
o ri —
6. DATE OF BIRTH (MONTH, DAY AND mm)UGZL S0— /éﬂ_{'/
7. AGE Mom-m Dars If LESS tha 1
g L. A— . hrs.
7 ! .

1 HERE@ CERTIFY, Thot I atteaded deceased from ..M ...

B, OCCUPATION OF DECEASED

(a} Trnde. profession, M M

oy ind Of Work .ot oo ecemmooeeseseessoessrsesssteaneeseere s et

(b) Geneenl patare of indastry,
of catablishment in

which emphozed (0 ETBIOYErY... ... seeceommsemsrosissresssasassssmarssssasarssaessesasesessese

{c) Name of esployer

9. BIRTHPLACE {crry oR TDHN)’ z
(STATE OR COUNTRY)

10. NAME OF FATHER}'/ % /haﬁuﬂk

(STATE OR COUNTRY)

11. BIRTHPLACE OF FATHER;(mm mn) ............................................

PARENTS

12. MAIDEN NAME OF MOTHE{}{L&‘{-,C,W ﬁ)"-o‘ék 2/2. .lszémam:) 31{

18. WHERE WAS DISEASE CONTRALTED

IF NOT AT PLACE OF DEATH?.

DIt AN OPERATION PRECEDE mmr..).‘.\r.‘?... DATE WFuriuarsresnsarsnisenssmssessnsanssorvane

.
© WAS THERE AN AUTOPSYT

(Sig0ed)..esmmerremererecmeersare

13, BIRTHPLACE OF MOTH ITY_OR TOWN}
{STATE ﬁ cw)m) , W -

" A et

'Sute the Dhspasn Cavaing Drarm, or fo desths from Vi
(1) Mzars axp Natoee or Insumr, and (2) whether Acom

Cavara, state
L, Soerar, or

BEowmicioal. (Ses roverse side for ndditiona! space.)

/JPPLACE OF BURIAL, ?ION OR RWAL
|

CAUSE OF DEATHE in plain terms, go that it may be properly classified. Ezact statement of OCCUPATION is very importan

N. B.—~Every item of Information should be carefully supplied.

\ Lo remerrssrenesssanes s s
{Address 0/4/4’*‘/'(/ e £

15. 4
Fiten. Z..=

PATE OF BURIAL

/ Gl 24

UNDERT. ADDR

W%eﬂ.@«/ = Co LAt ?,@

_

rig T
M%@&{ Jtro.
</ Y




\

Revised United States Standard
. Certificate of Death

(Approved by U, 8. Census nnd American Poblic Health
Assoelation.)

Statement of Occupation.—Precise statoment of
occupation is very important, so that the rolative
healthfulneas of various pursuits can be known. The
question applies to each nnd every person, irrespec-
tive of ago. For many oceupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositer, Archilect, Locomo-
tive Engineer, Civil Engineer, Slationery 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-

dusiry, and therefore an additional line is provided
for the lattor statement; it should be used only when
neoded. As examplea: {a) Spinner, (b) Cotlon mill,
{e) Salesman, (b} Grocery, (a) Foreman, (b) Aulo-
mobile faclory.” The material worked on may form
part of the sccond siatement. Never return
‘‘'Laborer,” *Foroman,” “Manager,” *Dealer,” oto.,
without more precise specification, as Day lsborer,
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 be entered as Housewife,
Houscwork or AL home, and children, not gainfully
employod, as Al school or A! home. Care should
be taken to report spocifieally the ocoupations of
persons engaged in domestio service for wages, as
Servant, Cook, Housemaid, eto. I the coeupation
has been changed or given up on aceount of the
DIBEABE CAUSING DBATH, state occupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Parmer (relired, 6
yre.). Tor persons who have no occupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISBASE cAUBING DEATH (the primary affeotion with

respect to time and causation), using always the-

same acgepted term for the same discase. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis''); Diphtheria
(avoid use of *Croup’"); Typhoid fever (neverireport

“Typhoid pneumonia™); Lobar preumonia; Broncho~
pneumonia (**Poeumonia,” unqualified, is indefinlte};
Tuberculosiz of lungs, meningez, periloneum, olo.,
Carc¢inoma, Sarcoma, eto., of {(name ori-
gin; “Canoer'’ is less definite; avoid use of “Tumar”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular hear! discase; Chronic intersiitiol
nephritis, ote. The contributory (secondary or in-
terourrent) affection need not be stated unless fm-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Nover
report mere symptoms or terminal condltions, such
a8 ‘“‘Asthenia,” **Anemia’ {merely symptomatic),
“Atrophy,” *“‘Collapse,”” *Coma,” ‘‘Convulsions,”
“Debility’ (**Congenital,” ‘‘Senile,’ ote.), *Dropsy,’"
“Exhaustion,” “Heart taflure,” ““Hemorrhage,” *'In-
anition,” **Marasmus,” “0ld age,” “Bhook,” "“Ure-
mia,” “Weakness,' ets., when a definite disease ¢an
be ascertained as the cause. Always quality all
diseases resulting from childbirth or miscarriage, as
“PuERPERAL seplicemia,” “PUERPERAL perilonitis,’
eto. State oause for which surgical operation was
undertaken. For vIOLENT DBATHS state MEANS oF
iNJUury and cqualify as ACCIDENTAL, SUICIDAL, Or
HOMICIDAL, or a8 probably such, if impossible to de-
termine definitely. Examplos: 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, telanus),
may be stated under the head of *‘Contributory.”
(Recommendations on statement of cause of death
approved by Committee on Nomenclature of the
Américan Medieal Association.)

Norr.—Individual officea may add to above Ust of unde-
sirable terms and refuse to accept certificates containing them.
Thus the form in use in New York Olty states: ' Certificates
will be returned for additional! information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, cellulltis, childbirth, convulsions, hemor-
rhoge, gangrene, gastritis, eryeipelas, meningitls, miscarringe,
necrosls, peritonitis, phlebitls, pyemia, septicemia, tetanus.”
But general adoption of the minimum Ust suggested will work
vast improvement, and its scope can be extended at o later
date.
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(If nonresident, city or town)
Length of residence in c¢ity or ~- -

Who died at:

Residence:.No,

town where death occurred: Years _________ Months _________ Days _____
Sex: ___.___ Color or race: ______ Single, married, widowed or divorced: _____
Date of birth: @;%_éﬁj_ﬂ%’ Age’ Years ﬂ*uonths _3__ Days _[___)/
v, OCf¥vri® TS
Occupation: (a)} Trade (b) Industry

Birthplace (State or country)

Birthplace of father (State or country)

Birthplace of mother (State or country)

CAUSE OF DEATH:

Contributory:

 Where was disease contracted? -

Did operation precede death? Date of _____

Was there an autopsy? ______ What test confirmed diagnosis? ______ . ___







