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Revised United States Standard
Certificate of Death

(Atproved by U, 8. Census and American Publlc Health
Asgsociation.)

Statement of Occupation.—Precise statement of
oscupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies te each and every person, irrespoe-
.tive of:age. 1For many oceupations o single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, atc.
But in many eases,: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 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} Sales-
man, (b) ‘Grocery, (a) Foreman, (&) Automobile fac-
tory. The material-worked on may form part of tho
second statement. Never return **Laborer,” ‘‘Fore-
man,” “Manager,” ‘‘Dealer,” eto., without more
precige specifieation, as Day laborer, Farm laborer,
‘Laborer—Coal mine, etc. Women at home, who are
engaged in the duties of the household only (not paid
Housekeepers who receive a definite salary), may be
oentered as Housewife, Housework or At home, and
ohildren, not gainfully.employed, as At scheol.or At
home. :Care:should be taken to repori spoecifically
the ococoupations .of persons engaged in domestio
service for wages, as Servant, Cook, Housemaid, etc.
It the oceupation has been changed.or given up on
aceount of the p1sEAsE cAUSING DEATH, state ocou-
potion at'beginning of illness. If retired from busi-
ness, that faet may be indiecated thus: Farmer (re-
tired, 6 yrs.) For persons who have no ocoupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the pispase cavaiNag DEATH (the primary affection
with respeot to time and causation), using always the
same aqcepted term for the same disease. Examples:
Cerebrospinal fever (the.only definite Bynonym is
‘‘Bpidemio cerebrospinal meningitis"); Diphtheric
(avoid use.of *‘Croup"’); Typhoid fever (nover report

.

“Typhoid pneumonia’’}; Lobar .pneumonia; jBroncho-
preumonia (‘Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meningee, periloneum, etlo.,
Carcinoma, Sarcoma, ete., of..........(name ori-

gin; “Cancer” is lcss definite; avoid use of “Tumor'.
" for malignant neoplagma); Measles, IWhooping cough,

Chronic valvular heart diseass; Chronte intergtitial
nephritis, ote. The coatributory (secondary or in-
tercurrent} affection neod nof be.stated unless im-
portant. Example: Mcaslcg(disease cnusing death),
20 ds.; Bronchopneumonia ' (secondary), 10 ds.
Naver report merec symptoms.or terminal eonditions,
such as “*Asthenia,” “Anemia’ (merely symptom-
atie), "‘Atrophy,” *Collzpse,” *‘Coma,” 'Convul-
sions,” “Dability” (“Congenital,” *‘Senils,” ete.},
“Dropsy,” “‘Exhaustion,” *Heart failure,” ‘‘Hem-
orrhage,” ‘“‘Inanition,” "‘Ma‘rn.amu,s," “Qld age,"”
“Shoek,” *“‘Uremia,” ‘'‘Weakness,” eto., when a
definite discase ecan be'uscetrta.ined a3 tho cause.
Always qualify all diseasds resulting from child-
birth or miscarriage, 8s “PUERPERAL seplicemia,'
“PyERPERAL perilonilis,”” ete. BState cause :for
which surgical operation ‘was ungertaken. For
VIOLENT DEATHS state MEANS OF INJURY and quality
83 ACCIDENTAL, SUICIDAL, O HOMICIDAL, Or -A8
probably .such, if impessible to determine definitely.
Examples: Accidental drowping; struck by rail-
way irain—accident; Revolvgr wound of shead—
homicide, Poisoned by carbolic acid—piobably. suicide.
The nature of .the injury, as fracture.of skull, and
consequences (e. g., sepsis, felanus), may be.stated
under the head of “*Contributory.” (Recommenda-
tions on statement of cause of .doath.approved by
Committee on Nomenelature of tho- American
Medieal Association.)

Nore.~Individual oflices may add to abovo list of undesie-
able terms and refuso.to accopt cortificates contalning them.
Thus the form In use in New York-City.states: * Certificatoa
will be returned for additional information which glvo any of
the following discases, without explanation,:as the §ole cause
of death: Abortion, cellulitis, .childbirth, convulsions, hemor-
rhago, gangraene, gasiritia,  erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, septlcemia, -totanus.’
But general adoption of the minimum:list suggested will work
vast improvement, and ite scopo can be extended at.a later
date. .

ADDITIONAL SPACE FOR FURTHER STATRMENTS
DT PHYBICIAN,
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g Uented 0 Make every e%!forf, to obtain the following information, indi-

cated by check marks, lacking from the death certificate:

Name: \S)W/Q N @a/(/f,u/
Who died at: - %a-ur‘f):x/o‘\/k.—‘ Co . on %‘,—4&'/{/\_3/:-'/?2[2".\ °

Remidence: No. . ' St. .
‘ : (1f nonresident, city or town)

-dength of residence in city or

' “town where death occurted: Years _________ Months ______ . Days _____

Sex: ~———._ Color or race. ______ Single, married, widowed or divorced e

Da.'te of birth: - ——_ hge: Years ____ Months _______. Days __ -
Occufation:‘ {a) Trade - (b) Industry:

'Blrthplace (State or country)

e

;»1rthp1ace of father (State or country)

i
IBirthp;ace of mother (State or country)

CAUSE OF DEATH: (4 e/u/f{, QZMA,&A/

-

Sonrimory: - W+ Coro oty + F
e rinan a7

a?/was disease contracfi}l 7“ — ] 8\‘%

1d operation precede death? Date of[

Was there an autopsy? _ : __ What test confirmed diagnosis?
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