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.ness, that fact may be-indmated thus:

Revised United States Standard
Certificate of Death' :

[Approved by U. 8. Census and American Public Health
Assoclation.]

Statement of Occupation.—Preclse statement of
ocoupation ia very important, so that the relative
healthtulness of various pursuite can be known. The
question applies to each and every person, Irrespec-
tive of ae. For many oocupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, 'Locomo-
tive engineer, Civil sngineer, Stationary fireman, eto.
But in many ocases, espeolally in industrial employ-
ments, it is necessa.ry.rto know (a) the kind of work
and algo (b) the nature of the business or industry,
znd therefore an additional line Is provided for the

latter statement; it should be used only when needed. _, -
-~ ~—~Af8-examples:

{a) Spinner, (b) Cotton mill; (aY Sales-
man, (b) Grocery; (a) Poreman, (b) Automobile fac-
tory. The material worked on may form part of the
gecond atatement. Never return ‘‘Laborer,” *Fore-

man,” “Manager,” ‘“‘Dealer,” eto., without more

precise speecification, as Day laborer, Parm laborer,
Women at home, who are:

Laborer— Coal mines, oto.

engaged in the duties of the household only-(not paid -
Housekespers who receive a definite salary), may be-.

entered as Housewife, Housework or Al home, and ¢

children, not gainfully employed, as At achool or At
home. Care should be taken to report specifically "

the ocoupations of persons engaged in domestio -
- service for wages, as Servant, Cook, Houaammd eto..

“

It the oooupation has been changed or given up on "

aoccount of the pianase cagsiNe pBATH, state ogou-

potion at beginning of {liness. If retired from busi-,

tired, 8 yrs.) For peraqna who‘ha.’ve no pocupation
whatever, write None, s

Statement of”chuse of Death. —"‘Name, ﬂrst .

the piemasm’ CAUSING«DPATH (the primary sﬁeetion
with respeoct to time and eausation), uemg,a.lwaya the

' same a.ccept.ed term for the same diséase. Exa.mples.

Cerebrospinal fever (the only d jte synofiym is

“Epidemie cerebrospinal meningitia”), Diphtheria

-(avold use of “Croup”); Typhoid Jever {never report
* 2

Farmer (re- -

P

B il

.., the foll

_“Typhoid pneumonta”); Lobar pneumonia; Broncho-
pneumonia (" Pneumonia,” unqualified, Is {ndefinite);
Tuberculosia of lunps, meninges, periloneum, eto.,
Carcinoma, Sarcoma, eto., of ..... v.os.(name ori-
gin; “Cancer’ is lazs deofinite; avoid use of “*Tumor"
for malignent neoplasms) Maeasles; Whooping cough;
Chronic ealvular heart disease; Chronic interstitial
nepkriiie, eto. The contrlbutory (secondary or in-
terourrent) affestion need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; DBronchopneumonia (sscondary), 10 da.
Never report mere symptoms or terminal conditions,
such as “Asthenia,” *“Anemla” (merely symptom-
atio), *“Atrophy,” “Collapse,” “Coma,” **Convul-
sions,”” “Debility!" (““‘Congenital,” “Senile,” ete.),
“Dropsy,” “Exhaustion,’” “Heart faflure,” “Hom-
orrhage,’”” “Ingnition,” “Marasmus,” *“Old agse,”
“Shock,” “Uremia,” *“Weakness,”” eto., when &
definite disease can be ascertained as the cause.
Always qualify all discases resulting from ehild-
birth or miscarriage, a8 “PUBRPERAL sapticemia,’”
“PUBRPERAL pertionitis,”’ eto. State cause for
which surgieal operation was undertaken. For
VIOLENT DEATHB state MBANS OP INJURY and qualify
83 ACCIDENTAL, B8UICIDAL, OFf HOMICIDAL, OF 88
probably such, if impossible to determina definitely.
Examples: Accidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
Tha nature of the Injury,.aa fracture of skull, and
conaequenoea (e. ., sepsis, felanus) may be atated
under the head of "Cong}fb{ﬁory." (Recommenda-
tions on statement of ciuse of death approved by
Comniittee on Nomenclature of the American
Medma.l Asgoeiation.) o«‘ﬂ‘

NoTs, —Indivldual omoes yadd 6 above list of undesir-
able- tarms and refuss to w‘&pc chrtiflcates contalning them.
Thus the form In use fn NewyYork'COlty states: *“Oortificates
", will be returned: for additlo 'Ihformatlon which glve any of
ik dissases, without'axpla.nntlon a3 the sgle caues
. "of dea i, Abortion, oallu].lﬁ!s’ childbirth, convulsions, homor-
. rhage,gﬁpgreno, gastritln erysipela.s menlngitls migcarriage,
i necm!lﬁ perlt.onltls phlebitis, pyemia, septicemla, tetanus,™

. But general adoption of the minimum list suggested will work

mb“impmvamenti and 1t§ séope can be oxtended at a Iater

dabe t
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