®

1. PLACE OF DES

2. FULL NAME . ALCA 8N

Length of residence in city or fown where

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS .
czn'l'lrlc‘:t!rr: OF m:‘:ﬂ!l 2 8 3 "1 7

....St. erreerenessnnssereers Ward}

{If nonresident give city or town and State)

f of foreign hirth? A bl

(a) Resid No.
(Usual place of abode)

PERSONAL AND STATISTICAL PARTICULARS Z" MEDICAL CERTIFICATE OF DEATH

3.

S

5A. ll;_{MABRRIED. Wipowep, or DivorceEn

4. COLOR O $. SINGAE, MARRIED, WIDOWED oRr :
Divonten (s the word) , ,16. DATE OF DEATH (MONTH. DAY AND VHRW‘ 4 ﬁ: L!l[ 2
17, re
/ _! | MEREBY CERTIEY, ThatLpitdfded deccased-fpony’ YL ,%‘

(or) WIFE oF . o that 1 last saw b L0, alive on. SAACE L a2k 1OE T » ond that
- = = death ocomrred, ox the date sinied above /2t .. 5
6. DATE OF BIRTH (MONTH, DAY AND YEAR) THE CAUSE OF DEATH® wWas as Fottows: 0 !
7. AGE YEaRs MonTHs Dars If LESS than 1 /é, (/ :
dnyy coee D -
8. OCCUPATION OF DECEASED

(a) Trade, prolession, or
particular kind of work ....... .. ol LU QTG O L | T e
(b) ‘General mature of indusiry, CONTRIBUTORY ... ., 2
business, of establishment in i ¢ Y

which employed (or employer)........&0 o oivinraricnsriinnren ey sares e e
(c) Name of employer

. BIRTHPLACE (CITY oft TowN) . Wkt he0

(STATE OR cou;rjhv)

PARENTS

e livafly U7 1 ag g

t
n BlRTMCE OF FATHER (ciry osW/lW

(srae on cogéel AV (smd)
.
12 MAIDEN N /WE?R/K//) ' ,19 (Address) fa . 'y mﬂ
sl Ll <L,

*State the Dmmisn Cavsixg DrxarH, or in deaths from Vierewr Civaza, stats
¢1) MEaxg axp Natvmm or Inuvey, and (2) whether Accmenran, Sticmar, ar
Hoaremat.,  {Bee reverse gids for additional spacs.)

)

13. BIRTHPL‘C/OF MOTHER (cI1Ty
{STATE OR cp_gmv)

DATE OF BURIAL

j’-ué‘-s |9Z9,

ADD!




Revised United States Standard
Certificate of Death
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Statement of Occupation.—Precise statement of
oecupation is very important, so that the relative
healthfulness of various pursuits can be known, The
question applies to each and every person, irrespeo-
tive of nge. For many occupations a single word or
term on the first line will be sufficlent, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive engineer, Civil engineer, Slationary fireman, eto.
But in many oases, espeeially In industrlal employ-
ments, it Is necessary to know (a) the kind of work
and also (b) the nature of the business or induatry,
and therefore an additional line {s provided for the
latter statement; it should be used only when needed.
As examples: (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; {(a) Foreman, (b) Automodile fac-
tory. The material worked on may form part of the
second statement. Never return “Laborer,” “Fore-
man,” ‘“Manager,” ‘‘Dealer,” ete., without more
precise specification, as Day laborer, Farm laborer,
Laborer— Coal mine, ete. 'Women at home, who are
‘ongaged In the duties of the household only (not paid
Housekeepers who recelve a definite salary), may be
entered as Housewife, Housework or At home, and
children, not gainfully employed, a8 At school or At
home. Care should be taken to report apecifically
the ocoupations of persons engaged In domestic
servioe for wages, as Servant, Cook, Housemaid, eto.
It the veoupation has been changed or given up on
account of the piaEASE cAvusiNag DRATH, state ocou-
pation at beginning of fllness. If retired from busi-
ness, that fact may be fndicated thus: Farmer (re-
tired, 6 yrs.) For persons who have no occcupation
whatever, write None.

Statement of cause of Death.—Name, first,
the pisEASE cAUsiNG DEATH (the primary affection
with respeot to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebroapinal fever (the ounly definite synonym fs
“Epidemie ocerebrospinal meningitls”); Diphtheria
{avold use of “Croup’’); Typhoid fever (nover report

“'f'vr hoid pneumonlia’); Lobar pneumenia; Broncho-
preumonia (“Poeumonia,” ungualified, Is indefinite);
Tuberculosis of lungs, meninges, periloneum, eoto.,
Carcinoma, Sarcoma, eto,, of, . ......... {name orl-
gin; “Cancer" Ia less definite; avold use of “Tumer”
for melignant noeplasms); Measles; Whooping cough;
Chronte valvular heari disease; Chronic interstitial
nephrilis, ete. ‘The contributory (secondary or in-
torourrent) affectlon need not be stated unless im-
portant. Example: Measles (disoase oausing death),
29 ds.; Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or terminal conditions,
such as ‘“Asthenia,” *“Ansmia” {(merely symptom-
atio), “Atrophy,” *Collapse,” **Coms,” “Convul-
siona,” “Debility"” (“Congenital,” *‘Senlle,” ets.),
“Dropay,” “Exhaustion,” *“Heart failure,” ‘Hem-
orrhage,” “Inanition,” *Marasmus,” '‘Old age,”
“Shock,” *“Uremla,” *“Weaknees,"” eto., when a
definite disease can be ascertained as the ecause.
Always qualify all diseases resulting from child-
birth or mircarriage, as “PucrPERAL seplicemia,”
“PUBRPERAL perifontiis,’’ ete. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS etate MzaNs oF INJURY and qualify
88 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, Orf 88
probably such, if impossible to determine definitely.
Exsmples: Aceidental drowning; struck by rail-
way train—accideni; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsig, telanus) may be etated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committese on Nomeneclature of the Amerlean
Medical Assoclation.)

Norn.—Indlvidual offices may add to above liat of undesir-
able torms and refuss to accept certificates contalning them.
Thus the form in uss in New York Clty states: “Certificates
will be returned for additional Information which glvo any of
the followlng diseases, without explanatlon, ns the sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhago, gangrene, gastritls, erysipelas, meningitis, miscarriage,
necrosis, peritonitls, phleblitls, pyemia, septicemla, tetanus.”
But general adoption of the minimum list suggested will work
vast improvement, and it8 scope can be extendoed at a later
date,

ADDITIONAL BPACH FOR FURTIIER STATEMENTS
BY PHYBICIAN.
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