nt

. 1. PLACE OF DEAF

By

Do nol nse this space.

MISSOURI STATE BOARD OF HEALTH

R ehmimoaTe oF peata. 1 Cc ¥ 31417

Coumty.... " o i Stert T Registration District Ne.........:... r) Q‘ L’H Pile No."2'52- ..........
8. CT.CI‘- b~ I

Towaship..... M. o L Primary Begisiration District No.....

2. FULL NAME...__#. (. )

suahplace of abode) (If nonresident, give city or town and Srare)
Length of residence in city or town where death occorred yes. mos. “ds. How long in U.S., if of foreign hirth? yTa. mos, da.
PERSONAL AND STATISTICAL PARTICULARS / MEDICAL ‘CERTIFICA'I;E QF DEATH
3. SEX 4. COLOR OR RACE | 5. S","ﬁfe J‘}Z‘E&i";ﬁft’.’:ﬁ'&%" % | 16. DATE OF DEATH (HONTH. DAY AMD YERR) 3% /L Ty =
e |- 7 f o
ma’eé LA = — " 8Y CERTIFY, That [ at
5a. IF Mnnmzn WIDOWED, or Divorcen fz. 19,_1 V
(oRr) WIFE oF - ihat I [nst se l:_)c,d/ alive on,, , and that

death occarred, oo dhe date stated lhnve, :té}p’m

. DATE OF BIRTH (Mowtw. pay anp vean) /)] CM// 2, /22 L1

. AGE YEARS MonNTHS If LESS than 1
\3 day, ..........hrs.
(¥ 1=

AGE should be stated EXACTLY. PHYSICIANS should sta
assified, Exact statement of QCCUPATION is very importa

¥ supplied.

. OCCUPATION OF DECEASED
(a) Trade, profession, or
particalar kiod of work ... NS LY A

(b) General satore of indasiry, CONTRIBUTORY.
business, ot establishment in {SECONDARY)
which employed (or employer)......o..vuiiieiiseniene st

{c) Name of employer

22O B P

n plain terms, s¢ that it may be properly cl

PARENTS

. BIRTHPLACE (ciTY or - . . IF NOT AT PLACE OF DEATHZ . iocttr i iicateestreenrssmmssasns st sereareeereressmmsssstn smsomms san
{STATE OR COUNTRY)
vy 7 DiD AM OPERATION PRECEDE DEATHT............ *« DATE OF it srrtieee e
10. NAME OF FATHER d
WAS THERE AN AUTOPSYZ.contienesimrtsrtansnssstbarssessenss ecrmsanresssssss seesssemetasssssssesesnen
11. BIRTHPLACE OF FATHER (cIty on 'rown)-d I 78 W WHAT TEST CONFIRMED DIAGN

{STATE OR COUNTRY) '? (? M (Signed)... vl
. ’ Friee ?/ 9} ?Addre.u)

13. BIRTHPLACE OF MOTHER (ciTv or oW ) e AALA ‘Sme the Dmsmssr Cavsizg Drara, desths from Viorxst Cavses, state
(1 Mnxﬂoann Nirgse or Ixsory, snd V(2) whether Accromwrar, Smetbar, ar
HomictoaLl. (See revemse side for additional space.)

19. PLACE OF BURIJAL, CREMATION, OR REMOVAL DATE OF BURIAL

%m e mﬂw(o . 3%//3 w2k

N. B.—Every item of information should be carefull

CAUSE OF DEATH i

[NFORMANT
(Address) W
20. UNDERTAKER ADDRESS




Revised United States Standard
Certificate of Death

{Approved by U. S, Census and American Tublic Health
Assoclation,)

Statement of Occupation.—Precise statement of
eccupation is very important, so that the relative
healthfulness of various pursuits ecan 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 sufficient, . g., Farmer or
Planter, Physician, Compositor, Archilect, Locomo-
" live Engineer, Civil Engincer, Stationary Fireman, eto.
. But in many cases, especially in industrial employ-
- ments, it is necossary to know (a) the kind of work
and also (b) the nature of the business or industry,
and therefore an additional line is provided for the
latter statement; it should be used only when needed.
As oxamples: {a) Spinner, (b) Cotion mill; (a)} Sales-
man, (b) Grocery; (a) Foreman, (b) Automobils fac-
tory. The material worked on may form part of the
second statement. Never roturn *‘Laborer,” *“Fore-
man,'" ‘“Manager,” “‘Dealer,”” ato.,, without more
procise specification, as Day laborer, Farm laborer,
Laporer—Coal mine, ote, Women at home, who are
engaged in the duties of the household only (not paid
* Housekeepers who receive a definite salary), may be
entered as Housewife, Housework or At home, and
children, not gainfully employed, as A! school or At
home. Care should be taken to report specifieally
the occupations of persons engaged in domestic
service for wages, a8 Servant, Cook, Housemaid, eto.
If the oceupation has been changed or given up on
account of the p1IsEASE causiNG DEATH, state ocou-
pation at beginning of illness, If retired from busi-
ness, that faet may be indicated thus: Farmer (re-
tired, 8 yra.} For persons who have no oeccupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the pIsEASE cAuUsING DEATH (the primary affection
with respect to time and causation), using always the
sameo aceepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synmonym is
‘‘Epidemic cerebrospinal meningitis'"); Diphtheria
{avoid use of “Croup'’}; Typhoid fever (never report

“Typhoid pnoumenin''); Lobar pneumonia; Broncho-
preumonia ('Poneumonia,’” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eote.,
Carcinoma, Sarcoma, ete., of.......... {name ori-
gin; “Canecer’ is less definite; avoid use of “Tumor”
for malignant neoplasma); Measles, Whooping cough;
Chronic valvular heart disease; Chronic interstitial
nephritis, ete. The contributory (secondary or in-
tercurrent) affection neced not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (seeoiﬂﬁry), 10 ds.
Never report mere symptoms or terminal eonditions,
such as “Asthenia,”’ “Anemia’ (merely symptomn-
atie), “Atrophy,” *Collapsd,’>' Coma,” **Convul-
sions,” *“‘Debility" (“Congénﬁ{l." “Senile,” etec.),

“Dropsy,” ‘‘Exhaustion,” * t failure,” “Hem-
orrhage,” *“Inanition,” “Mardfmus,"” “0ld age,'
“Shook,” *Uremin,"” *‘Wenkashs,"” oto., when a

definite disease can be ascerfgined as the cause.
Always qualify . all diseases resulting from child-
birth or miscartiage, as “PURRPRRAL seplicemia,”
“PUERPERAL perilonilis,’’ ete. State cause - for
which ‘Eurgical operation ,was undertaken. For
VIOLENT DEATHS stato MEANS oF INJURY and qualify
838 ACCIDENTAL, BU{CIDAL, OF, HOMICIDAL, Or 48
probably such, it impossible to determine definitely.
Exzamples: Accidental drowning; siruck by rail-
way irain—accident; Revolver wound of head—
komicide; Potsoned by carbolic acid—probably suicide,
The nature of the,injury, as frasture of skull, and
consequenoces (e. g., depsis, lefanus), may be stated
under the head of **Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature of the American
Medieal Association.)

Nore.—Individual offices may add to above list of undesir-
able terms and refuse to accapt cortificntes contalning them,
Thus the form in use in Now York City states: * Certlficates
will be returned for additional information which glve any of
the following diseases, without explanation, s the sole cause
of death: Abortlon, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gasiritis, erysipelas, meningitls, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, septicomlia, tetanus.'
But general adoption of the minimum list suggested will work
vast fmprovement, and Its scope can bo oxtendad nt a later
date.
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