&4

MISSOURI STATE BOARD OF HEALTH

2. FULL NAME

(a) Bmdem. No..
(Usual pla:e of abodd )

Leagth of residence in city or town where denth occrrred

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

159995

mos, da,

ds, How loog in U.8., if of foreign birth?

e

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

Y

3. SEX 4. COLOR OR RACE 5. SINGLE. MARRIED, WIDOWED OR

o . DivORCED (torits the word)
Levincd |

16. DATE OF DEATH (HONTH, DAY AND YEAR)

/32 w27

MW
5a. Ir Masmien, WiDOWED, or DIVORCED

17,
| HEREBY CERTIFY, That I sttended

. .m‘*,?
ﬂ:ﬂlhslnwh Wahvaln.
death eccurred, nnlhednbs!niednhurc.al

The CAUSE OF DEATH?* was s FoLLows:

(or} WIFE of /O/L-,fﬁ @,{’/2/-

6. DATE OF BIRTH (MONTH, DAY AND YEAR) SN /543

7. AGE YEARS MonTHS Dn’ /| & LESS than 1
\3 day, .........hrs.

AGE should be stated EXACTLY. PHYSICIANS whould stata

CAUSE OF DEATH in plain terms, so that it may be properly claesified. Exact statement of QCCUPATION i very important.

8. OCCUPATION OF DECEASED
(n) Trade, profesxion, or

20. URDERTAKER 7.MI'DRESS

|\ T heby [ Tosts Sobom g,

:é particular kind of work ..o Ml s e e
E (b) Geoeral taicre of odostry,
2 basiness, or esizhlishment in
. which employed {or employer) ... .o o e
E {c) Name of employer
=
g 9. BIRTHPLACE (ciT¥ o Town) . ﬁ,«/ ‘(C%‘ ...................... A OO
.g (STATE OR COUMTHT) 3 oo l $%7]
. M F F.
' g 10. NAME © ATHERJA -p WM KL AP~ WAS THERE AN AUTOPSYH..cveirririnnns %9 ...................................................... -
]
g ﬂ 1. BIRTHPLACE OF FATHER {(cITr or Town).. 7/- WHAT TEST CONFIRMED D TASonfl, . et S~y AV
=
E E (STATE OR COUNTRY) (Sigoed)... ﬁk e Y A M. D
e
LR || e mm.e% o Hpeoss s { et ooen
; 13. BIRTHPLACE OF MOTHER (crrr o= Town)... #5iate the Dmmuan Catmixe Doata, or in deathy frem Victnwr Camira, state
(1) Mzuws axp Natvan or Irover, and (2) whether Aocomerst, Bricmar, or
E (STaTE 04 CoUNTRY) )/c‘—(— Homemat.  (See reverss aids for additionsl space.)
: 1‘ L e —— — —
g INFORMANT .2 om0 oo ecvcraressenscnmincnceneess 19. PLACE OF BURIAL. C“”:;g‘- OR REMOVAL | DATE OF BURIAL
T ‘ L4
T‘? (Address) LU F el - y %21/ 19.2 7
PR il Sy
o
&




Rewsed United States Standardf
Certificate of Death -

(Approved by U S Census and Americnn Pubuc Health
Ansociation.) .

. \

Statement of Occupation.—Precise statoment of
ocoupation is "\'@ry important, so that the relative
henlthfu.lness o!:vnnous pursuits can be known: The
question apphes to each and every person, irresped-
tive of age. - For many.ocoupations & single word or
term on the first line- w1ll be sufficient, e. g., Farmer or
Planter, Physidian, Compos:tor. Architect, Locomo-
tive Engineer, Civil® Engineer, Stationary Fireman,
etec. But in many cases, especially in industrial em-
prloyments, it is necessary to know (¢) 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 bo used only when
needed. As examples: 1“ (a) Spinner, (b) Cotton mill,
(a) Salesman, {b) Grocery, (a) Foreman, (b) Auto-
mobile factory.. Thé material worked on may form’'
part of tho "mecdnd statement, Never return
“Laborer,” “Foreman,”” “Manager,” “Dealer,” ota.,
without more precise specification, as Day laborer,
Farm Iaborer, Laborcr—Coal mine, eto. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housckeepers who receive a,
definite ealary), may be entered as Houaemfe, .
Housework or At home, and children, not gainfully ~
employed, as At school or At home. Care should ,:
be taken to roport specifieslly the occcupations of
bersons engaged in domestic service for wages, as .
Servant, Cook, Housemaid, ete.

DISEASE CAUBING DBATH, Etate 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 ocoupation what-
ever, write None.

Statement of Cause of Death.—Name, ﬁrst the
DISEASE CAUSING DEATE (the primary aﬁactlon with
respect fo time and eausation), usmg always the
same accepted tarm for the samo disease. . Fizamples:
Cerebrospinal fever (the onmly definite synonym is
“Epidemio cerobrospinal meningitis"); Diphtheria
(avoid use of “Croup™); Typhoid fcuer (uever report

If the oncupation ?
has becn changed or given up on account of the ...

o

“Typheid pneumonia’’); Lebar pneumonia; Broncho-
pneumonia (“‘Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, peritoneum, ete.,
Carcinoma, Sarcoma, etc., of (name ori-
gin; “‘Cancer” is less definite; avoid use of “Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart disesse; Chronic interstilial
nephritis, oto, The contributory (secondary or in-
tercurrent) affeation need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Broncho-pmumoma (secondary), 10 da. Never
report mere symptoms or tarminal conditions, such
a8 “Asthenia,” “Anemia” (merely symptomatie),

.- “"Atrophy,” “Collapse,” *“Coma,” **Convulsions,”

“Debility” (**Congenital,” *Senils,” ate. ), “Dropsy,"”
‘*Exbaustion,” “Heart failure,” **Hemorrhsags,” *In-
snition,” “Marasmus,” “0ld age,”" “Shoock,” *Ure-
mia,” ‘“Weakness," etc., when a definite disease can
be ascertained as the caunse. Always qualify all
diseases resulting from childbirth or misoarriage, as
. “"PUERPERAL seplicemia,’”’ “PUERPERAL perilonilis,”
eto. State eause for whiech surgical operation was
undertaken. For vIOLENT pEaTHS stato MDANS oF
1IMJURY and qualify 88 ACCIDENTAL, BUICIDAL, or
HOMICIDAL, Or a3 probably suah, it impossible to de-
termine definitely. Examples: Aeccidental drown-
ing; siruck by railway train—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, tetgnus),
mdy be stated under the head of “Contributory.”
{(Reeommendations on statement of cause of death
approved by Committee on Nomenclature of the
Amerioan Medical Association.)

’

(w
Nore,—Individual offices may add to above llst of unde-
ai.rable terms and refise to accept cortificates cunt.nlnlng them.
Thua the form in usa in New York City states: “‘Certificates
wu! be returned for additional Informiation which give any of
the' following diseasos, without explanation, as tho sole cause
of death: Abortion, cellulitls, childbirth, eonvulsions, kemar-
rhage, gangrene, gastritls, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebliis, pyamia, septicomis, tetanus.'"
But general adoption of the minimum list suggested will work
,Og“ﬁ improvement, and ita scope can be extendéd at a later

ate.

ADLITIONAL BPACE FOB FURTHER BTATRMENTS
BY PHYSICIAN.




