170 NGt use (D13 space.

O i . MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS

205 CERTIFICATE OF DEATH ' 1 41 2 {)
?& \dmc: o;éuﬂ A | T |

E. 2. FULL NAME........... m .....

(a) Residences Now.oocoooorsrovimcnn. -
(Usual place of abode)

Length of residencs in city or town where death occmmed N mos. ds, How leng in [.5., il of Fareign birth? yra. moa. ds.
PERSONAL AND STATISTICAL PARTICULARS , MEDICAL CERTIFICATE OF DEATH
Pl 1. COLOR ORRACE | 5. Smuate. Mammien, WIoWED 0% || 16 DATE OF DEATH (wonT, naY AND Year) W —1/ - vwlq
: U I) & ? . 17. j ]
p“ “,-Qu:ti - | HEREBY CERTIFY, Tbailattended decensed from.
IF MaRRIED, WIDOWED, or DivorcED . :
HUSBAND or e | FPTS SOOI S18...... PO U

(or) WIFE or -~ . ' that I Iast saw h............ alive on.......

o
3 F death d, on the dato staled a.bove, ................. /‘3 ...... F ...... m.
6. DATE OF BIRTH (MONTH, DAY AND YEAR) ; N - é/é/ .
7. AGE : MonTHS Dars If LESS than 1
dl’| - h.. EEEPEE TN x s 11 T s PN arvaad e ollel -

@og I/
OCCUPATION DECEAS
No || e 6'/( fﬁ”""(f

~2,

P T ) RN, . TP CMe....oereri, da,
L(?}, + (b) General nature of indusiry, ' CONTRIBUTORY .. R s ensnesse e s sse s
basiness, or establishment in . . (SECONDARY)
= : which employed (or employer) :

{c) Name of cmployer

BIRTHPLACE (cIrr or TO'N)
(STATE OR COUNTRY)

jﬁ 10..NAME OF FATHER

11. BIRTHPLACE OF FA (CITY OFt TOWH)....coviviiiriisessississmsinereamannans WHAT TEST CONFIRMED DI

(STATE OR CouNTRY) i (Sidood).. ’yl o V] M
12. MAIDEN NAME OF MOTHER Ha 7 ( < lf/// Jq(ﬂﬁm)ﬁ@aﬁnig 214,'“; g /VM-D

13. BIRTHPLACE OF MOTHER ( / "SState the Dumuss Civmxa Duumm, or in destbs from Capxxs, state
S, 3 . {1) Mmxs axp Naroep or Luvny, and (2) whether Acemexwar, Smcmar, er
(SraTE oR Homrmat.  {Ses roverse side for additional apacs.)

{| 19. PLACE OF BUHIAL. CREMATION, OR REMOVAL ?JF BURIAL

20, UNDERTAKERU 7 ADDRESS

tféma_ - (4/6

W
- A—
PARENTS




Revised United States Stz;ndard
Certificate of Death

{Approved by U. 8. Census and American PubMe Henlth
Asgsociation.)

Statement of Occupation.—Precise statement of
occupation is very important, so that the relative
healthfulness of various pursuits ¢can be known. The
question applies to each and every person, irrespec-
tive of age. For many oscupations & 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,
ete. Buf in many cases, espeeially in industrial em-
ployments, it is necessary to know (a) the kind of
work and also {4} 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
noeded. As oxamples: (a) Spinner, (b) Cotlon mill,
{a) Saleaman, (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,” stc.,
without more precise specification, as Day laborer,
Farm leborer, Leborer—Coal mine, eote. Women at
home, who are ongaged in the duties of the house-
hold only (not paid Housekeepers who receive a -
definite salary), may be entered as Housewife,-
Housework or At kome, and ohildren, not gainfully
employed, as At school or At home. Care should
be taken to report specifically the ocoupations of
porsons engaged in domestio service for wages, as
Servant, Cook, Housemaid, sto, If the oececupation
has been chanped or given up on account of the
DIBEASBE CAUBING DEATH, atate occupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (relired, 6
yrs.). For persons who have no occupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DISEASE CAUSING DEATH (the primary affection with
respect to time and causation), using always the
same aceepted term for the same disease., Examples: .
Cerebrospinal fever (the only dofinite synonym is
“Epidemic ecerobrospinal meningitis’); Diphiheria
(avoid use of ““*Croup”); Typhoid fever (never report

*Typhoid pneumonia’); Lebar pneumonia; Broncho-
pneumonia (“‘Pneumonin,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, peritonsum, eto.,
Carcinoma, Sarcoma, eto, of (name ori-
gin; “Cancer” is less definite; avoid use of ‘“Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular hearl disease; Chronic inferstitial
nephritis, eto, The contributory (secondary or in.
tercurrent) affection need not be stated unless im-
portant., Example: Measles (disease causing death),
29 ds.; Broncho-pretimonia (socondary), 10 ds. Never

" report mere symptoms or terminal conditions, such

as “Asthenia,” ‘“*Anemia"” (merely sympiomatio),
“Atrophy,”” ‘“Collapse,” *Coma,” *“Convulsions,”
“Deobility'’ (“Congenital,”’ *‘Senils,"” ets.), *Dropsy,”

““Bxhaustion,” ‘‘Heart failure,” “Hemorrhage,” “In-

anition,” *Marasmus,” “0Old age,” ‘‘Shock,’” ‘“Ure-
mia,” **Weakness,”’ ete., when a dofinite diseaso can
be ascertasined as the cause. Always quality all
diseases resulting from childbirth or miscarriago, as
“PUERPERAL seplicemia,” ““PUERPERAL perilonilis,’
etc. State eause for which surgical operation was
undertaken. For VIOLENT DEATHS state MEANB OF
inJjury and qualify a8 ACCIDENTAL, BUICIDAL, oOr
HOMICIDAL, or 88 probably such, if impossible to de-
termine definitely. Examples: Accidental drown-
ing; slruck by railwaey lrain—uaccident; Revolver wound
of head—honitcide; Poisoncd by carbolic acid—prob-
ably suicide., The nature of the injury, as fracture
of skull, and eonsequences (e. g., sepsis, lelanus),
may bo stated under the head of “Contributory.”
{Resommendations on statoment of eause of death
approved by Committee on Nomeneclature of the
American Medical Association.)

Nore.—Individual offices may add to above list of unde-
sirable terms and refusoe to accept certificates contalning them.
Thus the form in use in New York Oity states: *Cortificates
will be returned for additional information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, cellulitls, childbirth, convulsions, homor-
rhage, gangrene, gastritis, erysipelas, monlngitis, miscarriage,
necrosls, peritonitis, phlebitis, pyemia, septicomia, tetanus.'’
But general adoption of the minlmum list suggestod will work
vast improvement, and its scope can be extended at o later
date,
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