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332-340 Medical Arts Building
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Dr. James Stewart, Special Agent,
|Bureau of the. Census, . o
. |Stete Board of Health,
{Jefferson Dity, Missouri,

--\‘ Dear Sir:

-|L regret that this certificate had to be returned
-1t0o me, ‘The diagnosis was not definitely established
{before death, but the chief DPossibilities lay be-
|vween Rocky Mountain Spotted Fever and Typhus Fever,
L have entered the former as the probableg cause of
{death on the enclosed supplementary certificate, as

;" |the symptoms and findings suggested it more than
.fithe latter. “

(However, I wish to emphasize that the correct diag~

nosis was not ¢stablished, and this certificate will
be statistically valueless.

Very truly yours,
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