Do nol use this space.

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS

1. PLACE OF

City......
|
2, FULL NAME .7 D5y
(a) Resid

No.
(Usual place of abede)
Lengih of residence in city or town where death sccorred

CERTIFICATE OF DEATH

Registration District No. "
Primary Registrafion District No....... é LG

ident.give city or town and State)

llow ’lnni in U.S., il of foreign hirth? yro. mos. ds.

PERSONAL AND STATISTICAL PARTICULARS

/

MEDICAL CERTIFICATE OF DEATH

4. COLOR OR RACE

3. SEX 5. SINGAE, Maraien, WIDOWED OR
DivoreeD {errite the word)

SA. 1IF MagrrieD, Winowep, or Divoscen -
HUSBAND oF
{or} WIFE oF

6. DATE OF BIRTH (MONTH, DAY AND YEAR) ﬁq 7 ..\/d’,‘é(

7. AGE YEARS MoNTHS 1
le. P—
7 // 0 i / ) OF BRI

16. DATE OF DEATH (MONTH, DAY AND YEAR) a 193/
|
17. : |
| HEREBY CERTIFY, Thatl attended 4 d from
X Y SR ¢ T . 131,
I Iast saw hm alive on.. M N il

1087, and thet ‘
|

dulhoncmed,onﬂ:eda!nmledabove.ut ........................................ m.

Tue CAUSE OF DEATII* Was AS FOLLOWS: Z
E |z . . f

8. occurATIoN OF DECEAsED
{2} Trade, prefession, or
particalar kind of work ..............A~LN
(b) General nature of indastry,
business, or estaklishment ln
which employed (or employer)..........
(c) Name of employer

9. BIRTHPLACE (ciry or Town) .. Y%
(STATE OR COUNTRY)

10. NAME OF FATHER

11. BIRTHPLACE OF FATHER (¢1TY ox TumN)

{STATE OR COUNTRY)}

PARENTS

12 MAIDEN NAME OF MOTHER M

(Signed)..

7/2.'-/ 193 . ke

13. BIRTHPLACE OF MOTHER (crry og Town)

*Siste the Dmpusn Cavmixa Drara, ormdutbsfm\’xmmcnmm
(I} Mmns axp Nuromn or Iworr, and (2) whether Accomwrat, Surcmar, or
Howacmosr.  (See reverse sids for additionsl gpacs.)

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

' f/é\-.S" w3/
ADD

20. UNDERTAKER

e




Revised United States Standard
Certificate of Death ]
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Statement of Occupation.-—Precise statoment of
oceupation is very important, so that the relativo
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespece-
tive of age. For many oceupations a single word or
term on the first line will be sufficient, e, g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Enginecr, Stalionary Fireman,
ote. Butin many eases, especially ir industrial em-
ploymonts, it is neeessary to know (&) the kind of
work and also (#) 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
needed. As examples: (a) Spinner, (b) Cotlon mill,
(a) Salesman, (b) Grocery, (a) Foreman, (b} Automo-
bile factory. The material worked on may form
part of the second statement. Never return
“Laborer,” “Foreman,”’ **Manager,” ‘‘Dealer,” otc.,
without more precise specification, as Day laborer,
Farm laborer, Laborer— Coal mine, etc. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who receive a
definite salary), may be ontered as I ousewife,
Housework or At home, and children, not gaintully
omployed, as At school or At home. Care should
be taken to report specifieally the oceupations of
persons engaged in domestic service for wages, as
Servant, Cook, Housemaid, cte. If the occupation
has boen changed or given up on account of the
DISEABE CAUSING DEATH, state occupation at be-
ginning of illness. If retired from business, that
foet may be indicated thus: Furmer (retired, G
yrs.) For persons who have no oeccupation what-
ovor, writo None.

Statement of Cause of Death.—Nameo, first, the
DISEASE CAUBING DEATH (the primary affection with
respeet to time and causation), using always the

same accepted term for the same disoaso. Examples:

Cerebrospingl fever (the only definite synonym is
“Epidemic cerebrospinal meningitis’'); Diphtheria
(avoid use of *‘Croup’); Typheid fever (never report

“Typhoid pneumonia''); Lobar pneumenia; Broncho-
pneumonia (*Pnenmonia,” unqualified,iisindefinite);
Tuberculosis of lungs, meninges, perfloneum, ete.,
Carcinoma, Sarcoma, eto., of (name ori-
gin; “Cancer” is less definite; avoid use of "*Tumor"
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart disease; Chronic inlerstitial
nephritis, etc. Tho contributory {secondary or in-
tercurrent) affection neod not be stated unless im-
portant. Example: Meursles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such
as ‘‘Asthenia,” ‘““Anemis” (merely symptomatie),
“Atrophy,” “Collapse,” *“Coma,” “Convulsions,"
“Debility” (" Congenital,”’ “Senile,”” ete.), “Dropsy,"”
“‘Exhaustion,” *Heart failure,’” **Hemorrhago,” *‘In-
anition,” “Marasmus,” ““0ld age,” **Shock,” “*Ure-
mia,”” “ Weakness,” otc., whon a definito discase can
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or miscarriage, ns
“PUERPERAL seplicemia,”’ “PUERPERAL pertlonitis,”
ete. State cause for which surgical operation was
undortaken. For vIOLENT DEATHS state MEANS OF
INJURY and qualify a8 ACCIDENTAL, BUICIDAL, OF
HOMICIDAL, or a3 probably such, if impossible to de-
termine definitely. Examples: Acciderital drown-
ing,; struck by railway train—accident; Revolver wound
of head—homicide; Poisoned by carbdlic acid—prob-
ably suicide. The nature of the injury,tas fradture
of skull, and conkequonces (a. g., sepsis, lefanus),
may be stated under the head of ‘'Contributory."
{(Recommendations on statoment of eause of death
approved by Committee on Nomenclature of the
American Medical Association.)

Nore.—Individual offices may add to above Ust of undesir-
able terms and refuse to accept certificates contalning thom,
Thus the form in use in Now York City states: ' Certificatos
will be returned for additional information which-give any of
the following diseases, without explanation, a8 the sole cause

. of death: Abortlon, cellulitis, childbirth, convulsions, hemor-

rhage, gangrene, gastritis, crysipelas, meningitls., miscarriage,
necrosis, peritonitis, phlebitls, pyemis, sOpticernia. totanus,"
But general adoption of the minimum list suggoested will work
vost improvement, and its scopo can be extended at a later
date,
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