LAL

. ' Mlssou RI STATE BOARD OF HEALTH Do not vse this spave.

BUREAU OF VITAL STATISTICS ) 8 l ~

o of % CERTIFICATE OF DEATH SEs N . .l. )

',é "'2)%! \-1. PLACE OF DEAT .
‘ il | Fily Nowoiniianincare Do [P
3’3‘5 ‘

2. : /Be{iﬂered Noo Sl St e

S o st Wesd)

g 2. FULL NAME.... ONoZl 8 ekt S]] ool s

=

@ () Besidence. No........ 0., - 25t s

] (Usual place of abode) (If nonresident give city or town and Stare)

E Lengih of residence in city or town where death occmrred mos. qch. . ilow long in U.S, if of lareign hirth? . 0. ds.

PERSONAL AND STATISTICAL PARTICULARS \}( MEDICAL CERTIFICATE OF DEATH

3. SEX 4. COLOBOR RA

| 5. Sincas, Mareied, Winowso O% || 16. DATE OF DEATH (MONTH, DAY AND YeaR) /- R 97
777 — | p i ij m et ‘
.Y o 5 - | HEREBY CERTIFY, Thatl ajtended d d from .. - -
F MaRRIED, IDOWED, OR LIVORCED \ ”
HUSBAND oF 4 %Iw,'l.}(.ma .\ to /

y supplied. AGE should be stated EXACTLY,
be properly classifled. Exact statement of OCCUPATION is ver

(or) WIFE or — thet T last saw b, aear slire,on, S/ 0. ...... B —
£ death d, on the date staled AbOvE, 8L, st reerne o,
. - I e d -
6. DATE OF BIRTH (xowH, DAY AND YEAR) M!A .4 L;’ 27 THE CAUSE OF DEATH® ®as a5 roiome Voooaare
7. AGE YEARS e

Mo ‘ Dars ’

§

N

8. OCCUPATION OF DECEASED
(n) Trade, profession, or
parlicolar kind of work..........,
(b General natore of indostry,
business, or establishment in
which emgloyed (or employer)

{c} Name of employer

9. BIRTHPLACE (CITY or TowH) ... S ,,L‘.’.M(f;ﬂ;o
/i LS

{STATE OR COUNTRY) 4

10. NAME OF FATHER

7
11. BIRTHPLACE OF o «Jes 21
(STATE OR 4 —77’ o X

12. MAIDEN NAME OF MOTH]

PARENTS

13. BIRTHPLACE OF MOTHER (crTy on - 72; smasn Cavaise Deard, of in deaths from Vieuorr Cavses, stats
st ¢ (] (1) M=xixs arp Katoem or Insorr, and (2) whether Accorxrar, Buicioar, or
(S7aTe o8 counvTRy) /.0 Eoacmar.  (See raverss side for additional epace.)

. l9._PLACE°F BURIAL, C EMATIQH. R OVAL DATE GF BURIAL
W?ﬂg 25 27
Gt i) Sl

K. B.—Every item of information should he careful]

CAUSE OF DEATH in plain terms, so that it may




Revised United States Standard
Certificate of Death

(Approved by U. 8. Cemsus and American Puble Health
Association,)

Statement of Occupation.—Precise statement of
occupation is very important, so that the relative
healthfulnoss of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age, For many ocoupations a single word or
term on the first line will be sufficient, e, g., Farmer or
Planter, Physician, Compositor, Archilect, Locomo-
tive Engineer, Civil Engineer, Slationary Fireman,
oto, But in many cases, espocially in industrial em-
ployments, it is nocessary to know (a) the kind of
work and also (b) the nature of the business or in-
dustry, and therefore an additional line {8 provided
tor the latter statemont; it should be used only when
neaded. As examples: (g) Spinner, (b) Cotlon mili,
(a) Salesman, (b) Grocery, (a)} Foreman, (b} Aule-
mobile factory. The material worked on may form
part of the second statement. Never return
“Laborer," “Foreman,” '"Manager,” “Dealer,” eto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, ote, Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who receive a
dofinite salary), may be entered as Housewife,
Housework or At home, and ohildron, not gainfully
employed, as At school or At home. Caro should
be taken to report specifically the ocoupations of
persons engaged in domestic service for wages, as
Servani, Cook, Housemaid, eto. I the occupation
has been ochanged or given up on acoount of the
DISEASE CAUSING DEATH, state ocoupation at be-
ginning of illness. If retired from bhusiness, that
fasct may be indicated thus: Farmer (refired, 6
yra.). For persons who have no ocoupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISEASE CATUSING DEATH (the primary affection with
respoct to time and eausation), using always the
same accepted term for the same disease, Examples:
Cerebrospinal fever (the only definite synonym Is
“Hpidomio cerebrospinal meningitis”); Diphtheria
{avoid use of *Croup’’); Typhoid fever (never report

“Typhoid pneumonia’); Lebar pneumonia; Broncho-
pneumonta (“Poeumonia,’” unqualified, is indefinite);
Tuberculosiz of lungs, meninges, peritoneum, ote,,
Carcinoma, Sarcoma, ele., of ————— (namo orj-
gin; “Cancer” is less definite; avoid use of “Tumor"
for malignant neoplasm); Measles, Whoeping cough,
Chronic valyular heart discase; Chronic inlerstilial
nephritis, oto. The contributory (sccondary or in-
tercurrent) affeotion need not be stated unless im-
portant. Example: Measles {diseaso causing death),
29 ds.; Broncho-pneumonia (secondary), 10ds. Never
report mere symptoms or terminal conditions, such
as ‘‘Asthenis,” **Anemia’ (merely symptomatio),
“Atrophy,” *‘Collapse,” “Coma,” *Convulsions,"”
“Daobility" (*‘Congenital,” “Senile,” ato.), “*Dropsy,”
“Exhaustion,” *“Heart tailure,” “Hemorrhage,” “In-
anition,” “Marasmus,” "Old age,” *‘Shook,” “Uro-
mia,” “Weakness," ete., when a definite disease can
bo ascertained as the eause. Always qualify all
diseases resulting from ochildbirth or miscarriage, as
“PUERPERAL seplicemia,” “PUEBRPERAL perilonitis,”
ete. Siate cause for which surgicsl operation was
undertaken. For vIOLENT DEATHS state MEANS OF
inJurY and qualify 88 ACCIDENTAL, SUICIDAL, OF
HOMICID AL, or as probably such, il impossible to de-
tormine 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 fracture
of skull, and consequences (o. g., sepais, lelanus),
may be stated undor the head of ““Contributory.”
(Recommendations on statement of cause of death
approved by Committee on Nomenelature of the
American Medical Association.)

Norn.—Individual offices may add to above_llst of unde-
sirable terms and refuso to accept certificates containing them.
Thus the form in use [n New York Clty states: ""Certificatos
will be returnod for ndditional Information which glve any of
the following diseases, without explanation, as tho sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhago, gangrono, gastritis, erysipelas, moningitis, miscarringe,
necrosis, peritonitls, phlebitls, pyomias, septicomia, tetanus.”
But general adoption of the minimum Ilat suggestod will work
vast improvement, and jta scope can bo extended at o later
date.
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