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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

Ezact statement of OCCUPATION is very important.

CAUSE OF DEATH in plain terms, so that it may be properly classified.

bpgy wee

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

M_ T

- Il
1. PLACE orﬁm _
c..

2. FULL NAME™:

(a) Desid No T
(Usaal place of sbode)

T8 /7 e 2Lt

(If nonresident give city or town and State)

Length of residence in city or town where death m:l:m'l'm{= How lbong in U.S., if of foreiga birlk? iz M08 ds.
PERSONAL AND STATISTICAL PARTICULARS /?) MEDICAL CERTIFICATE OF DEATH
3 SEX 4. COLORGRRACE | 3. Sucic. Mm’mm‘:m? % | 15 DATE OF DEATH (MoNTH, OAY AND YEAR) M_ F TA
17.
HEREBY CERTIFY, Thai I attended ¢ d from ..... .
5“ "m'j'“"'m- u"'.‘,"”"’“ o é { .......... M ........ RIS 7S5 ol - 925
{or) WIFE or that 1 st saw b.. £, ulive on., é‘C.’JL ........ I 2L, and that

death occwred, nn the date siated ll\ore, at..

6. DATE OF BIRTH {MONTH, DAY AND 'rz:u) @% // ‘A/é’%/d

7. AGE YEARS Days If LESS iban 1
o] - L1} F— Jhrs.
Xé 2 )—— o J— N

TH® wWas As FoLLOwWS:

T; CAUSE_OF
] e

8. OCCUPATION OF DECEASED
() Trade, prlession s W
particoler kiad of work

* (b} General nature of industry,
businesy, or eslablishment in

. (daration).. 4’

10.-NAME OF FATHER

11. BIRTHFLACE OF FATHER (04 or
(STATE OR COUNTRY)

PARENTS
e
z
>
=
m
z
z
>
=
m
o
-
z
)
g
m
§ ;§
[0

which employed (or coployer) Pon ] ""g qﬂ‘ SUVUUSURVTRRTOPORN (. | T~ %.3 T, DR, WO .~ > SRR
(¢} Name of employer . . ,'ﬂ Y 18, WHERE WAS DISEASE CONTRACTED 7L //y/‘ %
. BIRTHPLACE {ary o8 omis A B 2227 LH22 “ ? F NOT AT FLACE OF DEATHIL.... L0 ZLc :7 4‘5 Z
{STATE OR COUNTRY) -~
MAIE O s isasntiisstasiornnanacsarraane

-
Wmﬁ T

WHAT TEST CONFIRMED DIAGNOSISY..

(Signed)........ o

/4 ﬂé/ 2L (Address)

13, BIRTHPLACE OF MOTH
{STATE OR COUNTRY)

15.

d #State the Dramasp Caumna Duams, or in deaths [roth Viorzxr Cavara, state
{1) Meaxs a¥p Narcee or Imsoey, and (2) whetber Accorwrar, Buretvat, or

ATE OF BURIAL

Houmrcoar.  {See reverse side for additional space.)

19. PLACE BURIAL, CREMATION OR REMQVAL
4 M a
ADDRESS

24




Revised United States Standard
Certificate of Death

(Approved by U, 8. Census and American Public Health
Association.)

Statement of OQccupation.—Prooise statement of
ocoupation is vory important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many occupations o single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Archilect, Locomo-
tive Engineer, Civil Engineer, Stalionary Fireman,
eto. But in many cases, especially ininduostrial em-
ployments, it is necessary to know (g) the kind of
work and also (b} the nature of the business or in-
dustry, and therefore an additional line is provided
for the Iatter statement; it should be used only when
nesded. As oxamples: {a) Spinner, (b) Cotlon mill,
(a) Salssman, (b) Grocery, (a) Foreman, (b) Aule-
mabile factory. The material worked on may form
part of the second statement., Never return
“Laborer,” “Foroman,” “Manager,” *Dealer,” eto.,
without moro prociso speoification, as Day laborer,
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 entersd as Housewife,
Housework or Al home, and children, not gainfully
omployod, as Al school or Al home, Care should
be taken to report specifically the ocoupations of
persons engaged in domestio service for wages, as
Servant, Cook, Housemaid, etec. IIf the occupation
has been changed or given up on aceount of the
DIBEASE CAUSING HEATH, state occupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (relired, 6
yrs.). For persons who have no occupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISBEASE CAUSING DEATH (the primary affection with
respeot Lo time and causation), using always the
same socoptod torm for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio ocerebrospinal meningitis’'); Diphtheria
(avoid use of **Croup”); Typhoid fever (noverJreport

——

“Typhoid pnoumonia’’); Lobar pneumonia; Broncho~
pneumonia (‘' Pneumonia,” unqualified, is indefinite);
Tuberculosia of lungs, meninpes, periteneum, ato.,
Cereinoma, Sarcomas, ete., of —————— (name ori-
gin; “Canocer™ is less definite; avoid use of *Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart disease; Chronic interstitial
nephritis, ote. The contributory (secondary or in-
tercurrent) affection need not be stated unless Im-
portant, Example: Measles (disease causing death},
29 da,; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, sush
as “Asthenia,” ‘'Anemia’ (merely symptomatio},
“Atrophy,” *Collapse,” “Coma,” ‘Convolsions,”
“Debility” (*Congenital,’ **Senile,” ete,), “Dropsy,”
“Exhaustion,” ‘‘Heart failure,” ‘‘Hemorrhage," *“'In-
anition,” “Marasmus,” “0Old age,” *‘Shook,” ““Ure-
mia,’” “*Weakness,” ete., when a definite disease can
be ascertained ss the cause. Always qualify all
diseases resulting from childbirth or misoarriage, aa
“PUERPERAL seplicemia,’” “PUERPERAL perilonilis,”
eto. State cause for whish surgical operation was
undertaken, For VIOLENT DEATHS state MEANS OF
iNJURY and qualify 88 ACCIDENTAL, BUICIDAL, Or
HOMICIDAL, or 88 probably such, if impossible to de-
termine definitely. Examples: 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 fraoture
of skull, and consequences (o. g., sepsis, felanus),
may be stated under the head of *Contributory.”
{Recommendations on statement of cause of death
approved by Committee on Nomenclature of the
American Medical Association.)

Norn.—Individual offices may add to above list of unde-
sirable terms and refuse to accept certificatos containing them,
Thua the form In use In New York Olty states: ‘" Cortificates
wilt be returned for additional information which give any of
the following diseases, without oxplanation, as the sole cause
of denth: Abartion, cellulitls, childbirth, convulsions, hemor-
rhage, gangrene, gastritls, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, gepticemia, tetanus.”
But general! adoption of the minimum list suggested willi work
vast improvement, and its scopo can be extended at a later
date.
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