1l . MISSOURI| STATE BOARD OF HEALTH"
BUREAU OF VITAL STATISTICS
£ » 4
ea CERTIFICATE OF DEATH 29630
% g
H
S
L
T
S_e 2. FULL NAME
ot ]
wno (a) Besid Noo A - : 5
E g {Usnal plees of abode) (If nomresident give city or town and State)
“é " Length of residence in city or town whers death oecurred ¢33 yrs. - ds  How bead in U.S., if of foreidn birth? ™ mes.  da
»8 ‘f . MEDICAL CERTIFICATE OF DEATH A
Ho - ri
S'ﬁ" 16. DATE OF DEATH (WONTH, DAY AND YEAR) 67 19 é
-
- | | HEREBY CERTIFY. That 1 aifeaded Fececged frgm _....vvvcncsvariae
% M- 2. Ko e 7.—.-? TS 4
&8 hM..nr. .. g 195, and ot
2 ’a’ +10.. a...r ..... m.
% = AS EpLLOYTS:
o -
3
4] - .
5% 7 al 1/ i
'5 8. OCCUPATION OF DECEASED .é, . I
1§ | exmemelodaed o
’ » -1 = Y
28 Scular kind of work.....| 1 a3 :
88 () Gexeral natare of indastry, CONTRIBUTQRY......, eet{]. S
v e Briness, or establiskment in {sgronparT) d
4 , Which employed (or emgloyer)... @ﬁm%ﬂ&m 2508) s orene lr?m ........... do.
° Name of empk: .
5 E © e _F/ Q‘ /-7_) 18, WHERE TAS DISEASE CONTRACTED
23 9, BIRTHPLACE (CITY OR TOWN) ..... /%WQQ ........ ' w o a7 puace or penti...
- -E {STATE OR COUNTRY) n -
Be \
o ME OF FATH .
ag 10. NAME m,&ﬂ Al
o
& Ie 11. BIRTHFLACE OF FATHER (crTy or Toun)..[.
E] g z (STATE or couNTaY) .
1> - —=n
ﬁ: E 12. MAIDEN NAME OF MOTH ;
s ] #3tate the Dispaan Cacstrg Dt orin da& from Viorexr Causcs, state
He (1) Mmxz ixo Nawozn of Ixwver, and (%) whether Accomwrai, Bmcmat, or
.%ﬁ Hoaemar.  {See reverse side for additional space.)
BR 14, -
v Fa INFORMANT .....
T n (Addreas)
s o
AP 15.
g's Fne.. X/ b 192.4 -




ited States 'S:tanda-rd
Certiticate of Death

(Approved by U. 8. Census and Amerlcan:-Public Health
- Assoclation. )

Révis’éd U

.
+

Statement of Occupatmn.—l"reclse statement of
ocoupation ia very important, so that the/relhtlve
healthfulness.of various pursuits oan be known.: The
question’ apﬁfles to,each and every person ircespec-
tive of age. ’ I‘orrma.ny ocoupations’ S smgle word or
torm on the ﬁrst. lme will be sufficient, e. g., Farmer or
Planter, Phystcum,- Compositor, Archilect, Locomo-
tive L’ngmcer. Civil: Engineer, Stalionary. Fireman,

eto. But in many ¢ases, especially in industrial-em--

ployments, it {a-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 prov1ded ,

for the latter statement; it should be used only when
neoded. As examples: (a) Spinner, {b) Cotton mill,
(a) Salesman, (b) Grocery, (a) Foreman, (b) Auto-
mobtle factory. The ‘material worked on may form
part of the aegpnd statement.”” Never return
“Laborer,” “Foreman,” “Manager,” “Deszler,” oto.,
without more precise specification, as Day laberer,
Farm laborer, Laborer—Coal mine, oto, Women at
home, who are engaged in the duties of the houso-
hold only (not pa.id Housekeepers who receive a
definite sa.la.ry) ~mey be entered as Housewife,
Housework or Al home, and children, not gainfully
employed, as At school or At home. Care should
be taken to report specifically the cocupsations of
persons engaged in domestie service for wages, as
Servant, Cook, Housemaid, eto. If the oeccupation
has been changed or given up on account of the
DISEABE CAUBING DEATH, state occupation at be-
ginning of illness. If retired from business, that
fact may be indieated thus: Farmer (refired, 6
yrs.}). For persons who have no oecupation whab-
aver, write None, :
Statement of Cause of Death. —Name, firét, the
DISEABE CAUBING DEATH (the primary affection with
respect to time and causation), using always the
same accepted term for the same disease. Examplea:
Cerebrospinal fever (the only definite synonym is
“Epidemiec cerebrospinal meningitis”): Diphtheria
(avoid use of “'Croup”); Typhoid fever {(fiever report

.
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“‘Atrophy,” “Collnps?a

“Typhoid punenmonia’)}; Lobar pneumonia; Broncho-
pneumonia (**Prneumonia,” unqualified, is indefinita);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ete., of (name ori-
gin; “Cancer" is less definite; avoid use of “Tu'mm_"'
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular hearl disease; Chronic inlersiitial
nephritiz, sto. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: “Measles (disense cansing death),

.29 ds.; Broncho—pneumoma (seconda.ry) 10 ds. Never

report mere symptoms or term:nal conditions, such
as ‘*Asthenia,” %YAnemia” (marely symptomatie).
“Coma,” *“Convulsions,”

“Debility” (“Congerital,” “Scrile,” ete.), *“Dropsy,”

“Exhsustion,” “Henrt failure,” *Homorrkags,” *‘In-
anition,” "Mamsmus.” “0ld age,” *Shock,” “Ure-
mia,"” “Weakness, ate., when a definite disease can
be ascertained as-the eause. . Always qualify all
diseases resulting froin childbirth or misearriage, a.s
_“'"PUERPERAL sepmemw " “PUERPERAL peniomt:a

“eto. State cause for whioh surglcal opsration was
undertaken. For VIOLENT DEATHS slate MEANS oF
inJurYy and qualify as. ACCIDENTAL, SUICIDAL, Or
HOMICIDAL, or a8 probably sueh, if impossible to de-
termine definitely., Examples: Aecidental drewn-
ing; struck by railway train—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suieide, The nature of the injury, as fraoture
of skull, and consequences (e. g., sepsts, lelanus),
may be stated under the head of “Contributory.”
{Recommendations on statement of eause of death

approved by Committese on Nomenolature of the .

Ameriean Medieal Assoociation.) -
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NorTe.—Individual offices may add to above lst of unde-
slrable terms and refuse to accept certificates contalning them.
Thus the form In use in New York City states: *'Certificates
will be returned for additfonal Information which give any of
the foilowing diseases, without explanation, ns the Sole cause

of death: Abortion, ceilulitis, childbirth, convulsjons, hemor.

rhage, gangrene, gastritis, erysipelas, meningitls, miscarrlage,

necrosis, peritonitis, phlebitis, pyemla, septicomaia, tetanua.' .
But general adoption of the minimum list suggested -will, work

vast fmprovement, and its scope can be extendsd- m‘.,n later

date, I -
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