Mb/Um STATE BOARD OF HEALTH
1 PLACE OF DEATH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

estseaton Diseit N Lol T . Etin o DD

County Yo & AT

o el Dot

Vﬂlngc ........................ Primary Regiatration District No. ‘5 5’3 Ragistered No.
or . : -
. [If death occusred in a
City... crrrerrneresarrnrrrersinessssnnsanrnroresssaresrensrencrrs (IM G urartarsnessnieseing bobsmneasnsnnrensarrossars et rmrerarner nnrsnnsmnnnne Bt.irriirnion. . Ward) Bospital or institution,
M M give its NAME fostead
2FULL NAME /)/‘—" . of street and pumber.]
PERSONAL AND STATISTICAL PARTICULARS W/ - MEDICAL CERTIFICATE OF DEATH -

GLI -
4 COLOR OR RACE | D3WNSLE | 4 18 DATE OF DEATH

ER:1 4 -
[l
?() WNAR: R 10120, .
2 - (Write the w . {Month} (Dny) (Yur

6 DATE OF ?lHTH I HEREBY CERTIFY, that I attended decsassd from
»

R Zﬂ("’"‘- /7 1?03 ﬂ f"é Jde 4, N A 74 L1914 9,

(Moath) (Day) {Year)
- = that I last saw h..&27.. alive oa‘z""//. 191@9.’.
7 AQGE . If LESS than
! ‘2 1 day....... hre.| and that death occurred, on the date atated above, a!rf-.'/om_
/ 7 .----...: ........ mos ./ ds. | oT.---min.?
The CAUBE OF DEATH?* was as followsa:
8 OCCUPATION ’
(a) Trade, profesaion, or
particulas d of work -

{b) Cenaral'nature of industry
business, or establishmaent in
which employed (orF smMBlOFOE) s vrrr s sres e e e

9 BIFITHPLAC!

S mm)yﬂd /iwéf Z/{nﬂ ;
L WA

11 SIRTHPLACE '(ann.a) 1)

L OF FATHER J /

= {City of town, State o foreign country) e b -~

id .

T 12 MAIDEN NAME

o *State the Dinease Causing Death, o, in deaths from Viclent Causa ., ate

& OF MoTheR (1) Meana of Injury; end (2) whether Accidental, Buicigniz;r HomT:ldAL
13 BIRTHPLACE 18 LENGTH OF RESIDENCE (For Hoapitals, Inatitutionn, Transients,

oF MOTHER or Recent Residents)

City ot town, State of foreign mﬁ)’) N :lnc. In the

14 THE ABOVE IS TRUE TO T BEST MY KNOW DGE Whlﬂ was dissass con&-“.d
if not at place of death?.......
‘ {Informant

"""" Former or
; ; ?l VBTAL POBIAONICE vt v e et e et e eeeeaeerraee e

(Addun)%m‘ﬁ;" /2'— LACE or BURIAL OR RI:MOVAI.
- S /&‘ e 10H0, (D ){O..W , 2%”‘“&“ }zg /// QZ /Agnn:ss e
G220 0200 G =




"

Revised United States Standérd
Certificate of Death

" (Approved by U. 8. Census and Amerlcan Public Health

Asaoclatlon 1 :
!
"

Statement of occupatlon.——Preclse statemient of
cecupation is very important, so that the rela.twe.
healthfulness of various pursuits can be known Th&
question applies to each and every person, 1rraspec-
tive of age. For many cccupations a single word or |
term on the first line will be sufficient, e.g., Farmer or
Planter, Physician, Compositor, Architect, Locomotwe
engineer, Civil engineer, Stationary fireman, eto. But
in many cases, especially in industrial employments
it is necessary to know (a) the kind of work and also
(b) the nature of the business or industry, and there~
fore an additional line is provided for the latter
statement; it should be used only when .needed.
As examples: (a) Spinner, (b) Cotlon mill; (a) Sales—
man, (b) Groce'ry, (a) Foreman, (b) Automobile factory.
The material worked on may form part of the secend -
statement. Never return ‘“Laborer,” “Foreman,”
“Manager,” *“‘Dealer,” ete., without more precise -

specification, as Day laborer, Farm laborer, Laborer— !

Coal mine, ete. Women at home, who are engaged:
in the duties of the household only (not paid House-
keepers who receive a definite salary), may be entered
as Housewife, Housework, or At home, and children,
not gainfully employed, as. At school or At home.
Care should be taken to report specifically the oceu-
pations of persons engaged in domestie service for
wages, as Servent, Cook, Housemeid, ete. If the
occupation has been changed or given up on account

of the DISEASE CAUSING DEATH, state occupation at .
beginning of illness. If rotired from business, that

fact may be indieated thus: Farmer (relired, 6 yrs.}
For persons who have no- oecupation whatever,
write None. .

. - Statement of cause of death.—Name, first,
the DIsEASE CAUSING. PEATH (the primary affection
with respect to time and causation), using always the
game aceepted term for the same disease. Hxamples:
Cercbrospinal fever (the only definite synonym is
“Epidemic eersbrospinal meningitis”); Diphtheria
{aveoid use of “Croup’’); Typhoid fever (never report

*Typhoid pneumonia’”); Lobar preumaonia; B:roncho-
preumonia (“Pneumonia,” ungualified, is indefinite);

. Tuberculosis of lungs, meninges, perilonaeum, eote.,

Carcinoma, Sarcoma, ete.,, Of.....cc.cocornreeennr.(DOI0O
origin;*“Cancer' is less definite;avoid use of ''Tumor"’
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular heart discase; Chronic interstitial
nephritis, eta! The contributory (secondary or in-
tercurreiit) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (seeondary), I10 ds.
Never report mere symptoms or terminal conditions,
such as “‘Asthenia,” “Ansemia” (merely symptom-
atie), “Atrophy,” “Collapse,”’ *Coma,” *Convul-
sions,” “Debility’” (*‘Congenital,” *“Senile,” ete.),
“Dropsy,” ‘“Exhaustion,” “Heart failure,” “Haem-
orrhage,” “Inanition,” '‘Marasmus,” “0ld age,”
“Shock,” “Uraemia,” “Wea.kness,” ete,, .when a
definite disease can be 'ascertained as tho cause.
Always qualify all diseases resulting fijdm child-
birth or miscarriage, a3 “PUERPERAL seplichaemia,’
“PUBRPERAL perilontlis,”” ete. BState ocause for
whiech surgieal operation was undertaken. For
VIOLENT DEATHS state MEANS OF INJURY and quality
as ACCIDENTAL, SUICIDAL, OR .HOMIGCIDAL, OF a8
probably such, if impossible to determine definitely.
Examples: Aecidental drowmng, struck .by ratl-
way ‘train—accident; Revolver . wound of head—
hemicide; Poisoned by carbolic aeid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, letanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of eause of death approved by
Committee on Nomencla.ture of the 'American
Medical Association.)
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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, irrespee-
tive of age. For msany oceupations a single word or
term on the first line will be sufficient, ¢. g., Fermer or
Planter, Physician, Compesilor, Architect, Locomative

engineer, Civil engineer, Slatfonary fireman, ete. But -

in many cases, especially in industrisl employments,
it is necessary to know (a) the Kind.of work and also
(b) the nature of the business or industry, and there-

fore an additional line is provided for the latter -

statement: it should bo used only when needod.
Ag.examples: (a) Spinner, (b) Cotton mill; (a) Sales-
man-(b) Grocery; (a) Forefan, (b) Automobile factory.
The materigl worked on may form part of the second
staptement. Never return “Laborer,”” *“Foreman,"
“M;a.ﬁa,ger," “Dealer,” ete., without moro preeise
specification, as Day leborer, Farm laborer, Laborer—
Coal mine, ote. Women at home, who are engaged
in the duties of the househoeld only {not paid House~
keapers who receive a definite salary) may be entered
ag Housewife, Housework, or At home, and children,
not gainfully employed, as At school or Al home,
Care should be taken to report specifically the oceu-
pations of persons engaged in domestic serviee for
wages, as Servani, Cook, Housemaid, etc. If the
ocoupation has been chagged or given up.on account
of the DISEABE CAUSING DEATE; state ccoupation at
beginning of illness. If retired from busingss, that
fact may he indicated thus.. ~Farmer (retired, 6 yrs.)
For persons who have, no ocoupation whatever,
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 accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemioc cersbrospinal’ meningitis”); Diphtheria
{(avold use of “Group™); Typhoid fever (never report
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 way

- Committes on

“Typhoid pneumonia’); Lobar pneumonia; Broncho-
prneumonia (“Pneumonia,” unqualified, is indefinite),
Tuberculosis of lungs, meninges, peritoneum, eto.;
Carcinoma, Sarcoma, ete., of....coivvvvrviennans rvensns (1AM

" origin; ‘Cancer” is less definite; avoid use of “Tumor"

for malignant neoplasms); Measles; Whooping cough;
Chronic valvular heart disecase; Chronic interstilial
nephritis, ate. The contributory (secondary or in-
tercurrent) affection need not he stated unless im-
portant. Example: Measles (disease causing death},
28 ds.; Bronchopneumonia {spcondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as “‘Asthenia,” ‘“‘Anemia” (merely symptom-
atic), “Atrophy,” ‘“Collapse,” “Coma,” *Convul-
gions,” “Debility” (“‘Congenital,” “‘Senile,” ete.),
“Dropsy,” ‘“Exhaustion,” ‘‘Heart failure,” '*Hem-
orrhage,” *Inanition,” *Marasmus,” *“Old age,”
“Shoek,” “Uremia,” ‘‘Weakness,” etc:, when =
definite disease can be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, a& “PUERPERAL seplicemia,’”
“PyrRPERAL perilonilis,” etec. State cause ' for
which surgical operation was undertaken. For
VIOLENT DEATHS Stato MEANS oF INJURY and qualify
SUICIDAL, OR HOMICIDAL, OF as
probably such, if impossible to determine definitely.
Examples: Accidenial drowning; struck by rail-
train—accident; Revolver wound of head—
komicide; Poisoned by carbolic actd—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (o. g. sepsis, felanus) may be stated
under the head of “Contributory.” (Recommenda~
tions on statement of cause of death approved by
Nomenclature of the American
Medical Association.)

Norwe.—Individual offices may add to abovelist of undesir-
able terms and prefuse to accopt certificates. containing them.
Thus the form in use in New York Qity states: “Certifloates
will be returned for additional information which gives any of
the following diseases, without explanation, as the sola cpuse
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas. meningitis. miscarriage,
necrosis, peritonitis, phlebitis, pyemia, septicemis, tetanus.’
But general adoption of the minimum list suggested will work
1drg§te mprovement, and its scope ¢can be extended at a later

ADDITIONAL BPACHE FOR FURTHER GTATEMENTS
BY PHYSICIAN.



