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Statement of Occupation.—Precise statement of
ocoupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to ¢ach and every person,-irrdspec-
tive of age. . For many occupations & single word or
term on the first line will ba.sufficient, e. g., Farmer or
Planter, Physician, Compesitor, Archilect, Locomo-
tive Engineer, Civil' Engtiicer, Stationary Fireman, ete.
But in many cases, especially in-industrial employ-
ments, it is necessary to know (a) the kind of work
and also (b) the nature of the business or industry,
and thersfore 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) Grocery; (a) Foreman, (b) Automobile fac-
tory. 'The material worked on may form part of the

second statement. . Never return *“Laborer,” ‘‘Fore- -

map,” ‘“Manager,” ‘‘Dealer,” ete., without ‘more
precise specifieation, as Day laborer, Farm laborer,
Laborer— Coal mine, ete. Women at home, who are
engaged in the duties of the household only (not paid
Housekeepers who receive a definite salary), may be
entered as Houscwife, Housework or At home, and
children, not gainfully employed, as At school or At
home. Care should be taken to report specifically
the occupations of persons engaged in domestic
'service for wages, as Servant, Cook, Housemaid, ato.
If the ocoupation has been changed or given up on
account of the DISEASE CcAUBING DEATH, sfate ocou-
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 6 yrs.) For persons who have no -occupation
whatever, write None, P )
Statement of Cause of Death.—Name, first,
the DISEABE CAUSING DEATH (the primary affection
with respeat to time and causation), using always the
‘same accepted term for the same disease. Examples:

'Celfebrospz'nal Jever (the only definite synonym is :

“Fpidemic cerebrospinal meningitis"); Diphtheria
{avoid use of “Croup’); Typhoid feser (nover report

Y'PUERPERAL periloniiis,” eto.

L
“Typhoid pneumonia’); Lobar préumonia; Broncho-
preumenia (“Pneumonis,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, ete.,
Careinoma, Sarcoma, ete., of . . . ., .. {name ori-
gin; “Cancer” is less definite; avoid use of “Tumor”
for malignant neoplasma); Measles: Whooping cough;

. Chronic valvular heart diseasc; Chronfe interstilial .
nephritis, ete.

The contributory (secondary or in-
tercurrent} affection need not be stated unless im-
portant. Example: Measles (diseaso causing death),
29 ds.; Bronchopneumonia (seeondary), 10 da.
Never report mere symptoms or terminal conditions,
such as “‘Asthenia,” “Anemin” (merely symptom-
atie), “Atrophy,” *‘Collapse,” “Coms,” “Convul-
sions,” “Debility’* (“Congenital,” “Senile,” eto.),
“Dropsy,” ‘“‘Exhaustion,” ‘“‘Hesrt failure,” “'Hem-
orrhage,” “Inanition,” “Marasmus,” “Old age,”
“Shook,” “Uremia,” “Weakness,” ete., when a
definite disease can be ascertained as the eause.

-‘ Always qualify all diseases resulting from child-

birth or misearriage, 23 “PUERPERAL septicemia,”
State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS OF INJURY and qualify
a8 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, OF 48

- probably such, if impossible to determine definitely.

Examples: Accidenial drowning; struck by rail-
way lrain—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicids.
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 causo of death approved by
Committee on Nomenclature of the American
Medical Association.)

Nore.~—Individual offices may add to above list of undesir-

" able terms and rofuse to accept certificates containing them.
~‘Thus the form in uso in New York City states: *Certificates

will be returned for additional information which give any of
the following diseases, without explanation, as tho sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritls, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebitis, pyomia, sspticemla, tetanus.”
But general adoption of the minimum list suggested will work
vast improvement, and its scope can bo extonded at o lator
date.

ADDITIONAL 8PACE ¥OR FURTHHR STATEMENTS
BY PHYBICIAN.
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MEDICAL CERTIFICATE OF DEATH

3BEX

16 DATE OF DEATH

/17—

{Month} (Day)”

{Year)

7AGE

E—

8OCCUPATION

(a) Trade, profession, or
particular kind of work ... _________

(b) General nature cf Industry,
buslness, or establishment In
which employed (or employer)

9 BIRTHPLACE
(Btate or country)

! HEREBY CERTIFY, That | atterded deceased from
L9110 s 190,
, 191,

B. occurred, on the date stated above, at.————_.m.
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FATHER
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13 BIRTHPLACE
OF MOTHER
(8tato or country)
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REVISED ONITED STATES STANDARD CERTNFICATE OF DEATH

{Approved by U. 8. Censusand American Public Health Association)

“Statement of occupation.—Precise statement . of oceupa-
tion is very important, so that the relativo healthfulness of
various pursuits can be known. The question applies to
each and every person, irrespective of age. For many
occupations a single word or term on the first line will ba
sufficient, e. g., Farmer or Planter, LPhysician, Compos-
itor, Areliitect, Locomotive engineer, Civil engineer, Stationary
Jireman, ¢tc. But in many cases, especially in industrial
employments, it is necessary to know (a) the kind of
work and also (3} the nature ot vhe business or industry,
and therefore an additional line is provided for the latter
. statement; it should be used only when needed. As
examples: (a) Spinner, (b) Cotton mill; (a) Salesman, (b)
Groecry; (a) Foreman, (B} Aufomobile Jactory. The ma-
terial worked on may form part of the second statement,
Never return “TLaborer,” “Foreman,’* *Manager,"
“Deslet,’” etc., without more precise specification, as
Day laborer, Form labofer, Laborer— Coal mine, etc.
Women at home, who are engaged in the duties of the
household only (not paid Housekeepers-who receiva g
definite salary), may be entered as Housewife, Housework,
or At kome, and children, not gainfully employed, ag 4t
echool or At home. Caro should be taken to report spe-
cifically the occupations of persons engaged in domestic
service for wages, as Servant, Cook, Housemaid, etc. Iftho
occupstion has been changed or given up on account of
the DISEASE CcAUBING DEATH, State occupation at beginning
of illnees. Ifretired from business, that fact may beindi-

cated thus: Farmer (retired, 6 yrs.). For persons who ;

have no occupation whatever, write None.

fitatement of cause of death,—Name. first, the pispase
CAUSING DEATH (the primary afiection with respect to timo
and. causation), using always the same accepted term for

thosamedisease. LExamples: Cerebrospinal fever (the only

definite synonym is “Epidemic cerebrospinal menin-
gitis’"); Diphtheria (avoid use of “Croup’); Typhotd fever
{never report “ Typhoid pueumonia’’); Lobar pneumonta;
Bronchopneumonia (“Preumonia,” unqualified, is indefi-
rite); Tuberculosis of lungs, meninges, peritoneum, ete., Car-
¢inoma, Sarcoma, ete., of _____ - (name origin; “Can-
cer” is lesy definite; avoid use of “Tumor’? for malignant
heoplasms); Measles; Whooping cough; Chronie valvulor

heart disense; Chromic {nterstitiol nephritis, etc. 'The con-.

tributory (secondary or intercurrent) affection need not
bo stated unless important. Example: Measles (disease
causing death), 29 ds.; Bronchopneumonia (secondary),
10 ds. Never report mere symptoms or terminal condi.
tions, such as “Asthenia,” “ Anemig’? {merely symptom-

atic), “Atrophy,” “Collapse,”” *Coma,” *Convulgions,”
GﬂDebijity!! ("G (hngenital’?l_ 113 senile,!! etc.)’ ‘lDrOPEy’ll:
“Exhaustion,’? “Hedrt failure,” * Hemorrhage,'? “Inani-
tion,” “Marasmus,” “0Old age,™ “8hock,” “Uremia,’
“Wealmess,’? etc., when a definite disease can be pscer- -
tained as the cause. Always qualify all diseases resuli-
ing from childbirth or miscarriage, a8 *“PUERPrRAL septi-
cemia,” “PURRPERAT, peritonitis,’? ete. State cause for
which surgical operation was undertaken. For vioLenT
DEATHS state MEANS OF INJURY and qualify as AccrbmNTar,
BUICIDAT, o HOMICIDAL, OF a8 probably such, if impossible
to determine definitely. FExamples: Accidental drowning;
Struck by railway train—accident; Revolver wound of head—
homicide; Poisoned by carbolic actd—probably suicide. The
nature of the injury, as fracture of sleull, and consequenices
(e. g., sepsis, tetanus) may be stated under tho head of
“Contributory.” (Recommendations on statement of
cause of death approved by Committee on Nomenclature
of the American Medical Association.) '
Note.—Individual offices may add to ahove List of tndesirable terms
and refuse to acoept certificates containing {hem. Thus tho form in use
in New York City states: *Certifleates will be returned for additional
Information which give any of the following diseases, without explaia-
tion, as the sole esuse of death: Abortion, eellulitls, childbirth, convul-
elons, kemorrhage, gongrene, gastritis, erysipelas, meningitis, miscar-
Tiage, necrosts, perftonitis, phlebitis, pyemia, septicemia, tatanug,” But

general adoption of the minimum list snggested will work vast improve-
ment, and its scope can Le extended at a Inter date.

o 11—3184




