JO DOL wee luns Space.

MISSOURI STATE BOARD OF HEALTH

BURERL OF WAL STATIc 17728

4. PLACE OF DEATH

m';:"::::::::4949‘““

Wind)

(If nonresident give city or town sad State)

lmi&drw&mhqbummm«:wmd 3. mos. da, How long in U.8,, if of foreign birth? yrs. mYs. ds.
PERSONAL AND STATISTICAL PARTICULARS ’ / MEDICAL CERTIFICATE OF DEATH
—— = ¥J
3. SEX 4. COLOR CR
RACE | & Siuaie, Magmien, WinoWS” ™ || 16. DATE OF DEATH (mowry, paY anp vEAR) ,_{'T- & ~ 46

Maby | wHl

ﬁ o/ .
I HEREBY CERTIFY, Thatl aftended d 4 from
5A. IF MARRIED, WiboweD, or DIvORCED : '
AR W VA 5 SOV ™SO | B
(om) WIFE o that I last maw b alive oo 19......., aod et
death occurred, on the dain stated abave, at... /a d« ...... m.

6. DATE OF BIRTH (unN.rH. DAY AND YEAR) zjzi M /fé 2 /g,‘

2 W/f—( Years MoNTHS ] Dars 1t LESS than 1

é\B LI\ —

’ o E—_ 1
8. OCCUPATION OF DECEASED

(a) Trode, professio
0 Tk i (“ 2 fo

(b) Gmal roinre of indostry,

:rh::h employed .(w.emhm) / Zaﬂ/-b‘? / W

(c) Name of employer

9. BIRTHPLACE {crrr o Town) ........ ﬂfd}bf_mr& ]Ho

(STATE ot COUNTRY)

10. NAME OF FATHER, /é j {M—

1. BIRTHPLACE OF FATHER (m( GR TOTN)
{STATE Ot COUNTRY)

12. MAIDEN NAME OF MOTHER }w—f' &‘(/m

13. BIRTHPLACE OF MOTHER (cr1y or Town).. gl il dasty . .. f ) Mmss N 1 (2) whether Acommwrear, Sticmar,
AND ATTRED OF INJURY, AD ar
{STATE OR COUNTRY) Howcrmar.  {Bee reverzs sids for additional spacs.)

I‘. B .
LHFORMANT M ..... (be 5 TR | I L5 E OF BURIAL, CREMATION, OR REMOVAL
15- s
. /
el 11 f5e

AGE sghould bs etated EXACTLY, PHYSICIANS should state

CAUSE OF DEATH in plaln terms, so that it may be properly classified. Exact statomont of OCCUPATION is very important,

PARENTS

DATE OF BURIAL

%/} 4/19 1{
AD!

I yry#

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




Revised United States Standard
Certificate of Death

(Approved by U. 8. Census and American Publlc Health
Assoclation.)

Statement of Occupation.—Precise statement of
coccupation is very important, so that the relative
healthfulness of various pursuits ean be known. The
guastion applies to each and every personm, irrespec-
tive of age. For many occupations a single word or
term on the first line will be sufficient, o. g., Farmer or
Planter, Physician, Composilor, Arckitect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
ete. But in many cages, 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) Cotlon mill,
(a} Salesman, (b) Grocery, (a) Foreman, (b) Auto-
mobile factory, The material worked on may form
part of the seoond statement. WNever return
“Laborer,” “Foremsan,” “Manager,” **Dealer,” eto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, eto. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepcrs who receive s
definite salary), may be ontered as Housetrife,
Housework or Al home, and children, not gainfully
employed, as At school or At homs. Care should
be taken to report specifically the occupations of
persons engaged in domestio service for wages, as
Servant, Coak, Housemaid, eto. If tho ocoupation
has been changed or given up on sccount of the
DISEABR CAUSING DEATH, state ocoupation at be-
ginning of illness. If rotired 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
DISEABH CAUSING DEATH (the primary affoetion with
respect to time and oausation), using always the
same accopted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemic ocerebrospinal meningitis''); Diphtheria
(avoid use of “*Croup’); Typhoid fever {never raport

‘“T'yphoid pneumonia”); Lobar pneumonia; Broncho-
pneumonia ("*Prnoumonia,” unqualified, is indefinite);
Tuberculoste of lungs, meninges, periloneum, eto.,
Car¢inoma, Sarcoma, ete., of ————— (name ori-
gin; “Cancor’ is less definite; avoid use of “*Tumor"”
for malignant neoplasm); Measles, Whooping cough,
Chronte valvular hcarl discase; Chronic inlcerslitial
nephritis, oto. Tho contributory {secondary or in-
terourrent) affection neod not be stated unless im-
portant. Example: Mcasles (disease causing death),
29 ds.; Broncho-pneumonia (secondary), 10ds. Never
report, mere symptoms or terminal conditioms, such
as ‘“‘Asthenia,” “Anemia”™ {(merely symptomatie),
“Atrophy,” “Collapse,’ *‘Coma,” *Convulsions,’”
“Debility’’ (*Congenital,” *“Sanile,"” ete.), *'Dropsy,"
“Exhaustion,” *“Heart foilure,” ‘“Hemorrhage,”’ *‘In-
anition,” *Marasmus,’” **0ld ege,” “Shock,” “Ure-
mia,” “Weakness,”” ete., when o definite disease ean
be ascertsined as the cause. Always qualify all
discases resulting from childbirth or miscarriage, as
“PUBRPERAL scplicemia,” “PUBRPERAL perilonitis,”
ete. State cause for whioch surgical oporation was
undertaken, For vIOLENT DEATHS statc MEANS oy
1NJURY and qualify &8s ACCIDENTAL, SUICIDAL, or
HOMICIDAL, OT &5 probably such, if impossible to de-
tormine definitely. Examples: Accidenial drown-
ing; struck by railway train-—accident; Revolver wound
of head—homicide; Poigoncd by carbolic acid—prob-
ably suicide, The nature of the injury, as fracture
of skull, and consequences {e. g., sepsis, lelanus),
may be stated under the head of “Contributory.”
{(Recommendations on statement of cause of death
approved by Committee on Nomenslature of the
American Medical Assoeiation.)

Notp.—Individual offices may add to above list of unde-
sirable terms and refuso to accept certificates containing them.
Thus the form In uso In New York Qity states: *'Certificates
will be returned for additional information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, collulltis, childbirth, convulslong, hemor-
rhage, gangrene, gastritis, eryelpetas, meningitls, miscarrtago,
necrosls, peritonitis, phlebitls, pyemia, septicemia, tetanus.’'
But general adoption of the minimum list suggested will work
vast lmprovement, and its scope can be extended at a later
date.

ADDITIONAL BPACD FOR FURTHER STATDMINTS
BY PHYBICIAN.




