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

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS ‘g. (}'0

d @ CERTIFICATE OF DEATH

el 2, “"", - st s o LT
District N..... 99,'—[![ .......

2. FULL NAME . Crls. . ol Bt R e e et e e e e st bttt

(8} Besid No Ward, s s e e
{Usual place of abode} (If ponresident give cty or towh sod State)
Length of residence in city or town where desth occarved 8. . ds, How Jang in U.S., if of loreign birth? . mes. ds.
PERSONAL AND STATISTICAL PARTICULARS ,PC}- MEDICAL CERTIFICATE %EATH
L=l
5. Smw.}wm{:wm OR 16. DATE OF DEATH (MONTH. DAY AND YEAR) ':75/{. ¢

12

?sex A cos.ogn RACE

5A. Ir ManrieD, Winowep, or DjvorRcED
HUSBAND o~ ~ _ F . AN N . Heereeeeen.
(oR) WIFEOF '\

AY
6. DATE OF BIRTH (MoNTH, DAY ARD tgs}’,@—&—/ \f04 r ﬁ
7. AGE rm MonTes /| Dars If LESS idan 1

day, .. brs.
8. OCCUPATION OF DEC ‘ \ I | .
(a) Trade, profession, or 3 j
pardicalar kind of work W I | T et i

or .. %
(b} Geseral natore of hdn:ﬁ'y
bosiness, or estahlishment in
which employed (or employer)

(c) Name of employer

9. BIRTHPLACE {CITY OR TOWN) .2, ......
{STATE OR COUNTHY)

10, NAME OF FATHER L,_‘,_J__,(/ T WAdHERE AN AUTOPSY (44-‘9
4

11. BIRTHPLACE OF FATHER (CITY OR TOWN)..co.coireecmmnimsarsmnnisinssintscmneninae WHAT TEST CONFIR AGNOFIST..ogfs L

{
12. MAIDEN NAME p@m /‘_LJM L1 (Address)

11. BIRTHPLACE OF MOTH OR TOWN).. *State the Dmmasn Cavsing Drats, or in desths from Viorewe Civarcs, state

&A—‘-—-{ T 1y Mraws asp Navomz or Inuumy, asd  (2) whetber Acemrsmar, Suemat, or
(STATE ORt COUNTRY) ( Howacroat.  (See reverse side for additional space.)

FARENTS

lgﬁ,ﬂCE OF BURIAL CREMATION, OR REMOVAL DATE OF BURIAL

20 U /[ %ESS 2 t/(,




‘Revised United Stat;g ‘Standard
Certificate of Death

(Approvcd by U 8. Census and American Public Health
Asscclation.)
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Statement of Occnpaﬂon.nPraefsa statement of
oecupation is very important, so that the relative
healthfulness of various pursuits ean be known. The
quostion npplies to each and every person, irrespec-
tive of age. For many occupations & single word or
term on the first line will be sufficient, e. g., Farmer or
- Planter, Physician, Compositor, Archilect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
ete. But in many cases, espeeially in industrial em-
ployments, it is necessary 'té6 know (e) 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
neaded. As examples: (a) Spinner, (b) Cotton mili,
(a) Salesman, (b) Grocery, (a) Iforcman (b) Auto-
mobile factory. The material worked on may form
part of the second statemoent. Never return
“Laborer,'” *Foroman,’” *“Manager,” **Dealer,”’ eto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, otc. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekespers who receive a
definite salary), may be entered as Housewife,

Housgework or Al home, and children, not gainfully’

employed; as At school or Al home. Care should
be taken to¢ report specifically the ocoupations of
persons engaged in domestio service for wages, as
Servant, Cook, Housomaid, ete. If the oocupation
has been changed or given up on sccount of the
DIBEASE CAUSING DEATH, state ocoupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (retired, 6
yrs.). For persons who have no ccoupation what-
ever, write None. ‘

Statement of Causs of Death.—Name, first, the
DISBABE CAUSING DEATH (the primary affection with
respect to time and eausation), using always the
same aoceepted term for the same disease., Examples:
Cerebrospinal fever (the only definite synonym is
‘Epidemio cerebrospinal meningitls’); Diphtheria
(avoid use of *Croup”); Typhoid fever (noverjreport

“Typhoid pnenmonin’); Lobar pnesumonia; Bronchow
preumonia (" Pnenmonia,” unqualified, is indefinite);
Tuberculosis of Ilungs, meninges, periloneum, oto.,
Carcinoma, Sareoma, eto., of (name orl~
gin;: “Canoer” is less definite; avoid use of “Tumeor”

for malignant neoplasm); Measles, Whooping cough,
Chronie valvular heart disease; Chronic interstitial
nephritis, eto. The eontributory (secondary or in-
tereurrent) affection need not be stated uanless Im-
portant. Example: Measles (disease oausing death),
29 ds.; Bronchopneumonia (seoondary), 10 ds. Nover
report mere symptoms or terminal condltions, suoh
as “*Asthenis,” ‘““‘Anemia’” (merely symptomsatia),
“Atrophy,” *“Collapse,” *“*Coma,” *Convolsions,”
“Debility"” ("' Congenita),’” *‘Senile,” ets.), “Dropsy,”
“Exhaustion,” ‘‘Heart fallure,” *Hemorrhags," *'In-
snition,” “Marasmus,” “0Old age,” *‘Shook,’” "Ure-
mia,” “Weakness,” eta., when o definite disease ¢an
‘be ascertained as the cause, Always quality all
diseases resulting from ohildbirth or miscarriage, as
“PUERPERAL sapiicemia,” “PUERPERAL perilonitis,”
etc. State casuse for whioch surgical operation was
undertaken. For viOLBNT DEATHS stale MEANS OP
inJURY and qualify A8 ACCIDENTAL, BUICIDAL, O
HOMICIDAL, Or a3 probably such, if impossible to de-
termine definitely. Examples: Aceidental drown-
ing; struck by railway irain—accident; Revolver wound
of head-~homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skull, and consequences (e. g., sepsis, felanis),
may be stated under the head of “Contributory.”
{Recommendations on statement of ecause of death
spproved by Committese on Nomonclature of the
American Medioal Assooiation.) .

Nora.—Individual offices may add to above list of unde-
sirable terms and refuse to accept certificates containing them.
Thus the form In use in Now York City states: *Qertificates
will ba returned for additional information which give any of
the followlng diseases, without explanation, as the gole cause
of death: Abortion, cellulitls, childbirth, convulsions, kemor-
rhage, gangrene, gastritis, erysipclas, meningitis, miscarringe,
necrosls, peritonitis, phlebitls, pyomia, septicemia, tetanus.”
But genera! adoption of the minimum Ust suggested will work
vast Improvement, and its scope can be oxtended at & later
date. .

ADDITIONAL BPACE FOR FUEBTHER BTATRMENTS
BY PHYBIOIAN.

*




T AR W VAWM Vi LS

cated by check marks, lacking froszzj’death certificate:
Nam % W
_____ v __f,g,Z/ o,/ f 2—7

st. .
(If nonresident, city or town)

Who died at:
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Did operation precede death? Date of __ __

Was there an autopsy? €  What test confirmed dlagn031e9

Name of physician: M M M&%QQ







