MISSOUR! STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS

CERTIFICATE OF DEATH
1. PLACE OF na‘%
Commty......covveiiiean e Estri s e

Township......ccorervrmnrssisnsnsnanee.

2. FULL NAM AR T,

(a) Hesidence. No/a?./ 4/ WA ‘,

{Usual place of abede)
Length of residence in city of town where desth occurred yTa. How kot in U.8., if of loreifn birth? . mos. ds

PERSONAL AND STATISTICAL PARTICULARS 7/ MEDICAL CERTIFICATE OF DEATH

Z 5. %gfﬁ?mth?mﬁn OR 16. DATE OF DEATH (MONTH, DAY AND YEAR} a&vc_ 'z 3 19%
22¢ 26 ﬁf@@— 4 12.
HEREBY .CERTIFY, Thall attended d d rem .......

P iy :ij C@» @W Zﬁ ..... M;ﬁlm - Aa’i’&" Y.

4, COLO R RACE

EXACTLY. PHYSICIANS should state

80 that it may he properly classified. Exact stntement of OCCUPATION is very important.

o

K-l

3 6. DATE OF BIRTH (MONTH, BAY AND YEAR)

K] 7. AGE YEARS MonThs Daws If LESS than 1

o P SN | m—
g fj r1am—_N

8. OCCUPATION OF DECEASED
(s) Trade, pofession, or /‘%l 222y
porticeler kind of work ........<0..

(k) Geperal pature of indistry,
business, or establishment in
which employed {or employer)....... .o rrecceesirsenrserias e s s ars e R 4 vf 1

{c) Neme of employer
18. WHERE WAS DISEASE CONTRACTED

9. BIRTHPLACE [ciTr oR T

{STATE OR COUNTRY)

. IF NOT AT PLACE OF DEATHY.

D DID AN GPERATION PRECEDE uu‘rﬂﬂd . DATZ o

&

L

!

B

-]

"

Py

!

7

o

=

3

] 10. NAME OF FATHER % /éﬂ

qa 73 0/%7 WS THERE AN AUTOPSTL. A R o

a

gg p | 11. BIRTHPLACE OF L) ) SR

gs z (STATE OR Cou [

53 S

i | 12. MAIDEN NAME OF MOTHEM W «4

hoft:

;E 13, BIRTHPLACE OF Momm((o e vsgeeeserersien.

] {STATE 91 aurmrr %

o= g )ﬁ

o=

™ e CE OF/BURIA CREMATION OR REMOVAL | DATE OF BURIAL

®ne

I & (‘“"’”’( % m Z s on 8206

Aap 15. ADD % >6
;S FlLEBDec‘ A - R

KO y




- lemodn B G cogree JITCEAEH badar wi L

tvow | VIO "‘A‘IUD"" Toomsmatats 3,00 T

Revised United States Standard
Certificate of Death

(Approvod by U. 8. Census and Awncrican Public Health
Association.)

Statement of Occupation.—Preeise statoment of
ccoupation is very important, so that tho relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-~
tive of age. For many occupations a single word or
term on the first line will be sufficiont, e. g., Farmer or
Planter, Physician, Compositor, Archilect, Locomo-
live Engineer, Civil Engineer, Stationary Fireman,
ete. But in many cases, 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 ba used only when
needed. As oxamples: (a)} Spinner, (b) Colion mill,
() Salesman, (b) Grocery, (a) Foreman, (b) Auto-
mobile factory. Tho material worked on may form
part of the sscond statement. Never return
“Laborer,” *Foreman,” “Manager,” “*Dealer,” ete.,
without more precise specification, as Day Ilaborer,
Farm labgrer, Laborer—Coal mine, otc. Women at
home, who are engaged in the duties of the house~
hold only {(not paid Housekeepers who receive a
definite 'salary), may be entered as Housewife,
Housework or At home, and children, not gaintully
omployed, as Al school or At home. Caro should
be taken tq roport specifieally the occupations of
persons engaged in domestic service for wages, as
Servant, Cook, Housemaid, oto. If the occupation
has been changed or given up on account of the
DISEASE CAUSING DEATH, stato ococupation at be-
ginning of illness. If retired from business, that
fact may bhe indicated thus: Farmer . (retired, 8
yrs.). For persons who have no occupation what-
over, write None.

Statement of Cause of Death.—Name, ﬂrst the

DIBEASE CAUBING DEATH (the primary affection with
respect to time and causation), using always the
same acceptéd term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemic cerebrospinal meningitie''); Diphtheria
(avoid use of ‘‘Croup”); Typhoid fever (naver report
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“Typhoid pneumonia’); Lobar preumonia, Broncho-
paeumonia (“*Pneumonia,” unqualified, is indefinite);
Tuberculosis of Ilungs, meninges, periloneum, oto.,
Carcinoma, Sarcoma, eto., of ~—————— (name ori-
gin; “Cancer" is less definite; avoid use of “Tumor”
tor malignant neoplasm); Measles, W hooping cough,
Chronic valvular heart disease; Chronic inlerstitial
nephritis, ote. The contributory (socondary or in-
tercurrent) affection need not bo stated unloss im-
portant. Example: Measles (disease eausing death),
29 ds.; Broncho-pneumonia (socondary), 10ds. Nover
report mere symptoms or terminal ¢onditions, such
as “Asthenia,”” *Anemia" (merely symptomatie),
“Atrophy,” *“Collapse,” *“Coma,” “Convulsions,”
“Debility” (“*Congonital,” ‘*Senile,” ete.), *“Dropsy,”
“Exhaustion,”” “Heart failure,” *Hemorrhage,” “In-
anition,” “Marasmus,” *0ld age,” “'Shock,” *Ure-
mia,"” “Weakness,” ete., when a definite disease can
be nscertained as the cause. Always quality all
diseases resulting from childbirth or miscarriage, as
“PUERPERAL seplicemio,” “PUERPERAL perilonifis,”
ete. State cause for which surgical operation was
undertaken. For vioLENT DEATNS sinte MEANS oF
1¥JoRY and qualify as ACCIDENTAL, BUICIDAL, O
HOMICIDAL, or as probably such, if impossible to de-
termina definitely. Examples: Accidental drown-
sng; siruck by railway irain—accident; Revolver wound
of head—homicide;, Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skuil, and consequences {(o. g., sepsis, lelanus),
may be stated under the bhead of “*Contributory.”
(Recommendations on statement of cause of death
approved by Committee on Nomenelature of the
Amorican Medical Association.)

Nore.—Individual offices may add to above list of nnde-
girable tarms and refuss to accept certificatos contailning them.
‘Thus the form in uso in New York City states: “"Certificates
will bo returnocd for additional information which glve any of
the following dizeases, without explanation, as the sole causo
of death: Ahortion, cellulitis, childbirih, convulsions, hemor-
rhago. gangrene, gastritis, erysipelas, moenlngttis, miscarriago,
necrosls, peritonitis, phlebltls, pyemia, septicemin, tetanus.”

- But general adoption of the minimum Hst suggestod wilt work

vast Improvement, and its scope can bo extended at a later
date. o
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