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Revised United States Standard
Certificate of Death

{(Approved by U. 8. Census and Americaon Public Health
Assoclation.)

Statement of Qccupatipn.—Procise statement of
occupation is very important, so that the relative
hesalthfulness of various pursuits ean be known. The
question applies to each and every person, irrespec-
tive of age. For many oceupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Architecl, Locomo-
tive Engineer, Civil Engineer, Stalionary Fireman,
ete. But in many eases, 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 usod only when
neaded. As examples: (a) Spinner, (b) Colton mill,
{a) Salesman, (b) Grocery, (a) Foreman, (b) Aulo-
mobile faclory. The material worked on may form
part of tho second statement. Never return
“Laborer,” “TForeman,”’ “Manager,” “Dealer,” eto.,
without more precise 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 ontered as Housewife,
Housework or At home, and children, not gainfully
employed, as At school or At home. Care should
be taken to report specifically the cceupations of
persons engaged in domestic sorvice for wages, as
Servant, Cook, Housemaid, ote, If the oeeupation
has been ehanged or given up on acoount of the
DISEABE CAUSING DEATH, state ocoupation at be-
ginning of illpess. If retired from business, that
fact may be indicated thus: Farmer (refired, 6
yrs.). For persons who have no occupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISEABE CAUSING DEATH (the primary affection with
respect to time and oausation), using always the
same aecopted term for the same disease. Examples:
Cerebrospinal fever {the only definite synonym is
“Epidemic cerebrospinal meningitis’'); Diphiheria
(avoid use of “Croup”}; Typhoid fever (never report

.

“Typhoid pneumonia’}; Lobar pneumonia; Broncho-
pneumonia (“Pneumonia,' unqualified, is indefinite);
Tubereulosis of lungs, meninges, peritoneum, ota,,
Carcinoma, Sarcoma, ate., of —————— (name ori-
gin; “Cancer” is less dofinite; avoid use of “Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronie valvular heart disease; Chronic inlersiilial
nephritis, oto. 'The eontributory (secondary or in-
terourrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Broncho-pneumonta (secondary), 10ds. Never
report mere symptoms or terminal conditions, such
as ‘“Agthenia,” “‘Anemia” {merely symptomatie),
“Atrophy,” *“Collapse,” ‘‘Coma,” *“Convulsions,”
“Debility’” (‘‘Congenital,’”” “Senile,” ato.), “Dropsy,”
‘‘Exhaustion,” “Heart failure,” ‘*Hemorrhage,” “In-
anition,” “Marasmus,” ‘“‘Old age,” “Shock,” *'Ure-
mia,” ‘‘Weakness,” ete., when a definite disease can
be ascertained as the eause. Always qualify all
diseases résulting fromn childbirth or misearriage, as
“PUERPERAL seplicemia,” ‘“‘PUERPERAL perifonilis,’
etc. State cause for which surgical operation was
undertaken. For VIOLENT DEATHS state MEANS OF
inJury and qualify 88 ACCIPENTAL, BUICIDAL, O
HOMICIDAL, Oor a8 probably such, if impossible to de-
termino definitely, Examples: Accidendial drown-
ing; struck by ratlway train—accident; Revolver wotnd
of head—komicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skull, and consequences (e. g., sepsis, lelanus),
may bo stated under the head of “Contributory.”
{Recommendations on statement of eause of death
approved by Committee on Nomeneclature of the
Ameriean Medical Association.)

Norz.~—Individual offices may add to above_Hst of unde-
girable terms and refuse to accopt certlficates containing them.
Thus the form in use in Now York Oity states; *'Certificates
will be roturned for additional information which give any of
the following diseases, without oxplanation, as tho sole causo
of death: Abortion, cellulitis, childbirth, convulsions, homor-
rhage, gangrene, gastritis, erysipelas, meningitls, miscarrlago,
necrosis, peritonitis, phlebitis, pyemia, septicemia, totanus.”
But general adoption of the minimum list suggested will work
vast improvement, and its scope can be extended at a later
date.

re

ADDITIONAL BPACE FOR FURTIHIDR BTATEMENTS
BY PHYBICIAN.




AZG .. - aRS SHALL NOT RECEIVE A FEE FOR CERTIFICATES UNTIL THEY ARE COMPLETE AS PRESCRIBED BY LAW

h ~'MISSOURI STATE BOARD OF HEALTH ALL INFORMATION CALLED
BUREAU OF VITAL STATISTICS FOR MUST BE WRITTEN ON
CERTIFICATE OF DEATH THIS SUPPLEMENTARY,
1. PLACE OF DEATH
Cornty Refistration District No. 3 9#

::MQ&.Q.Q .................. (Mo escesonsrasinsnasasnain sisssiesssaih st st e S84t bbbt s enmsaretsaesservrnTen
2. FULL NAME%.O’&ML(J[

(a) Resid Ot oo iiinsssssssnpssssrissmsasnsansssrsssssnssisssssnsssanasssses Sloy  sevmnnnnnett?en WaIde et e
{Usual place of abode) (If nonresident give city or town and State)
'znﬂlhdruﬂmlndbw_bwnmmm 3. Do dn Hew bong in [1.5., il of foreign birlh? . mos. ds.
vj —
PERSONAL AND STATISTICAL PARTICULARS Q@ MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR RACE

5 Sucte, Mimien, Wipowen o || 16. DATE OF DEATH (esern. oay awo vew) S A fo & — 10,94
’YV\ Lo—

\’V\ 17,

58, IF Marrten, WiDowen, os Divoscep
HUSBAND w ------------------------------------------------
{or) WIFE or

6. DATE OF BIRTH (MONTH, DAT AND YEAR)

dayy —.brs.

7. AGE Years Monmis l Davs | If LESS han 1
] o ..._...._mh.

8. OCCUPATION OF DECEASED
(x) Trade, profession, or
parficalar kind of work
(b} Gepersl nalore of industry,
business, or estahlishment in
which employed (or employer)......

{c) Name of employer

9, BIRTHPLACE (cITY OR TOWK)
{STATE OR COUNTRY)

10. NAME OF FATHER
r_: 11. BIRTHPLACE OF FATHER (ctry om
E, (STaTe on countY) < \ (Sigoed) ) rreeerenerenerenssereey Mo I}
E 12. MAIDEN NAME OF MOTHERﬁ ,19 (Address)
13. BIRTHPLACE OF MOTHER ( ) U ‘Sate the Dismasn Civawne Drate, or in desths from Vioumrr Cavers, stat:
(St CouNTRY) (1) Mmxs ivp Nareas or Iruvay, and (2) whether Aocnmmesr, Soretour, or
TE OR Hoxdrmar. {Bes reverss zids for additional gpace.}

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

20. UNDERTAKER ADDRESS







