Do not use this space

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL_ STATISTICS

i . CERTIFICATE OF DEATH . '
; 16945

]

=
=D
&

Lal-a -2 g al g

24 .

35 1. PLACE OF W&/b

o a_.

-3 evereiondl : tien District No............. 6 <

B8 . . =

[} .l

ip

28

g;' 2. FULL NAME... /"¢ 2t €L

a o ( ) " (¥ ) N

Lo {Usual place of abode) (If nonretident give city or town and State)

E E Leagth of residence in city o¢ town whern deaih occarred fo mos. ds, How long in U. 8., il of foreign birth? yra. meos, da.
PERSONAL AND STATISTICAL PARTICULARS | ! MEDICAL CERTIFICATE OF DEATH

sx 4. COLOR OfJRA 5. SiNcAE, MARRIED. WInONSNOYP 16. DATE OF DEATH (wowmh, bar ap vear) e, 227 . |9_4_;
17. P4 .
B | HEREBY CERTIFY nﬂl ttended 4 d from ..
5A. IF MaRRieD, , or DivorceD
HUSBAND or
)wlrsj%l/ﬂ/ x

.1925
6. DATE OF BIRTH (MONTH. DAY AND TEAK) 20 I 8 ‘Ls

7. AGE YEARS MonTns Davs It LESS than 1
p— .
gol N L Pt

8. OCCUPATION OF DECEASED

AGE should be stated EXACTLY.

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statemeat of OCC

{2) Trade, professicn, or —_—

yarticular kind of work

(b) Geperal nature of indastry, CONTRIBUTORY....................
butiness, ot estsblishmeni (SECONDARY)

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

18. WHERE WAS DISEASE

. BIRTHPLACE (city or Town) 0.0 0 L0
(STATE OR COUNTRY)

10. NAME OF FATHER

IF KOT AT PLACE OF

Db AN OPERATION PRECEDE DEATHY.

WAS THERE AN AUTOPEY?,

orl| WEFEEE WIS FifEfTaN FeYEY"TT H sEYW dawr N I'EI'"IHI‘EI‘I

t1. BIRTHPLACE OF FATHER {(ary o vomu).J.. WHAT TEST CONFIRKED DIAGNOSISIIT,

{STATE OR COUNTRY)

12 MAIDEN NAME OF Momzm,
y

13. BIRTHPLACE OF MOTHER (crry om Towa).J.off.vooovesreresrmnsssenns o . *Stta the Dismas Cavmwe Durs, or in deaths from Viousors Cavess, state
{STATE 08 COUNTRY) (1) Mzixs axp Nitonw or lmoay, and (1) whether Aocomrrat, Buwcmar, or
.  (Seareverss sids for additional space)

" IHFORMANT '... -E ............ v A OF BURIAL, CREMATION, OR REMOVAL | DATE GF BURIAL
m)n%é , Aﬂmﬁy ‘g‘ 01926

15, 1b

Furn. AL .1 . Rocsia wa

PARENTS

K

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

wwE'R N W=  ARE




m

Revised United States Standard
Certificate of Death

(Approved by U. 8. Census and American  Public, Henith i

Association.) N

Statement of Occupation.-—Precise statement of
oocoupation is very important, so that the-relative
healthfulness of-various pursuits can be known, The
question applies to each and every person, irrespeo-
tive of age, For many ocoupations a single’ word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
ete. But in many cases, especially in ingusprial om-
ployments, it is necessary to know (a} kind of
work and also (b) the nature of the business or in-
dustry, and tberefore an additional line is provided
for the latter stateménb: it should be used only when
needed. Asg examples: {(a) Spinner, (b) Cotton mill,
(a) Salesman, (b) Grocery. (a) Foreman, (b) Auto-
mobile factory. The material worked on may form
part of the .seqond statement. Never return
“Laborer,” “Foréman,” ‘“Manager,” *“Dealer,” oto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, ete. Women af
home, who are engaged in the duties of the house-
hold only (not _paid Housekeepers who receive &
dofinite salary)” may be ontered as Housewife,
Housework or Al home, and children, not gainfully
employed, as Al scheol or At homs. Care should
ba taken to rerrt specifieally the oocupations of
persons engage?l‘ 'iq domaestic serviee for wages, as
Servant, Cook, JMpusemaid, ete. Tt the ocooupation
has bean changet: or given up on account of the
DISEASE CAUSINGADEATH, state occupation at be-
pinning of iliness. If retired from business, that
fact may be indicated thus: Farmer (retired, 6
yrs.). For persons who have no occupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISEABE CAUBING DEATH (the primary affeotion with
respect to time and ocausation), using always the
same aocepted term for the same disease. Examples:
Cerebrospinal fever (the ounly definite synonym is
“Epidomic ocerebrospinal meningitis"’); Diphtheria
{avoid use of *‘Croup’’}; Typhotd fever (nover roport

“Typhoid pneumonia™); Lobar. pneumonia; Broncho-
pneumonia (“Preumonia,” unqualified, is indefinite);
Tuberculosgis of lungs, meninges, periloneum, eto,,
Carcinoma, Sarcoma, oto., of = (name ori-
gin; “Cancer” is less defipite; avoid use of “Tumor"
for malignant neoplasm); Measles, Whooping cough,
Chronic valpular heart diseafe; Chronio inlerstitial
nephrilis, ete. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (dizease causing death),
29 da.; Bropchopneumonia (sacondary), 10 da. Never
report mere symptoms or terminal conditions, such
as ‘“‘Adthenia,” *“Anemia” (merely symptomatio),
“Atrophy,” “Collapse,” “Coma,” ‘'Convulsions,”

“Debility” (**Congenital,” ‘*“Senile,” ete.), ‘' Dropsy,’ .

«Exhaustion,” “Heart failurs,” *‘Hemorrhage,"” *'In-
anition,” “Marasmus,” “0Old age,” ‘‘Shock,’”” *'Ure-
mia,” *Weakness,” ete,, when a definite direase can
be aseertained ngﬁ.the oause. Always qualify all
diseases resulting from childbirth or miscarriage, ns
“PyErRPERAL septi emia,’”’ “PUERPERAL perilonitis,’
ote. State cause for which surgieal operation was
undertaken. For vIOLENT pEATHS state MEANS OF
inJurYy and qualify as ACCIDENTAL, SUICIDAL, Or
HOMICIDAL, or &3 probably such, if impossible to do-
termine definitely. Exawmples: Accidenial drown-
ing; struck by railway lrain—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of gkull, and eonsequences (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
American Medieal Assooiation.)
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Note.—Individual offices may add to above lat of unde-
sirable terms and refuss to accopt certificatas contalning them.
hus the form In use In New York City states: **Certificates
will be returned for additional Information which give any of
the following diseases, without explanation, as tho sole cause
of death: Abortion, callulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitls, miscarriage,
pecrosls, peritonltis, phlebitis, pyemin, septicémin, tetanus.”
But general adoption of the minimum Llst suggosted will worlk
vast improvement, and its scope can be utandﬂ/at a Iater
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