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Revised United States Standard
Certlﬁcate of [Death

(Approved by U. 8. Census and American PFublic Health
Assm:is.uon )

Statemént of Occ\ipauon.——-Preense statement of
-pooupation is very impoftant; 50 that the relative
:healthfulness of various pursuita can be Enown. '_I‘_hg
-quostion applies to each and évery person, irrespec-
tive of age. For many osoupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physiéian, Composilor, Architect, locomo-
tive Engineer, Civil Engineer, Stalionary Fireman,
aete. Butin many oases, especially in induatrial ems=
ployments, it ia necessary to know (@) the kind of
work and also (b) the nature of the business or in-
dustry, and thorefore an additional line is provided
tor tha Iatter statement; it should be used only whei
:p'eaded. As oxamples: (a) Spinner, (b) Cotion mill,
-(a) Salesman, (b) Grocery. (a) Foreman, (b) Aulo-
-mobile factory. The material worked on may form

.part of the second statement. Never return -

“Laborer,” “Foreman,” **Manager,” ‘‘Dealer,” eto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, ete. Women at
home, whio are engaged in the duties of the house-
hold only (not paid Housekeepers who receive a
. definite salary), may be cmtered as Housewife,
Housework ar At home, snd children, not gainfully
employed, as At school or At homd. Care should
. be takon to report specifically the’ occupatmns ot
parsons ongnged in domestio service for wages, ‘a3

Servant, Cook, Housemaid, etc. If the ocoupation’

‘has been changed or given up on account of ‘the
DISCABE CAUSING DEATH, state ooccupation at be-
ginning of illness. If retirod from business, that
fact may be indicated thus:' Farmer (retired, G

yrs.). For persons who have no ocoupation what-"

ever, write None.

Statement of Cause of Death.—Name, first, the
‘DIBGABE CAUBING DEATH (the primary affection with
raspect to time and oausation), using always the
.game acoopied term for the same disease. Examples:
Cerebrospmal fever (the only definite ‘synonym is
“Epldemﬁm oerebrosp{nal memngltns"’). Diphtheria
Javoid use af “Croup"); Typhoid Ié’ﬂer ,snaver report

", : -

“Typhoid pneumonia’); Lobar pmumbma, Broncha-
preumonia ("Pneumbma." unqaalified, is indéfinite);
Tuberculosu of lﬁubs. memﬁyba. pehtoﬂshfﬁ, eto.,
Carcinosta, Saicoma, ebb., of i< (name ori-
gin; “Cancet” ia less de"ﬁmte avoid ubo of “Pumeor”
fot mnhgnaﬂt neo;ﬂaaxﬁ) Measleﬁ Whoopmg cough,
Chronic “voldular heart dtsea.&e, t‘h)'omc mberauhal
nephritis, eto. The contnbut.ory (sebonda.rj or 'in-
terourrent} Affectidn n%ed not bé stated unless i~
portant. Example: Measles (disease éausing ‘denth),
29 ds.; Brenchopneumotnia (Betmndhry) 10 ds. Never I
report mere symptoms or terwminal coud:t.xox'm, agpja
as ‘‘Asthenia,” ‘‘Aneriia” (merély symptomatic),’ -
“Atrophy,” “‘Collapse,” “Coma,” “Convulsions,”
“Debility” ("Congenlta.l ' i Qanild,” eto.), “*Dropsy,”
“Exhaustion,” “Heart fm'lure," “Hemorrhagé,” “In-
anition,” “Marasmus,” “01d age,” “Shock,” **Ure-
mia,’’ “Weakness,' ete., when o definite disease éan
be ascertained as the ocause. Alwnya quality all
dizeases resulting from childbirth or misca.mage. a8
“PUERPERAL geplicemia,” “PUERPERAL pcntomtuf.
ate. State esuse for whieh surgical operation whs
undertaken. For VIOLENT DEATHS 8tate MEANS OF
INJURY and qualify a8 ACCIDENTAL, SUICIDAL, OF
HOMICIDAL, Or a3 probably sueh, if impossible to de:
termine ‘definitely. Exawmples: Aéeidental “drown-
ing; struck by railwey train—aceident; Révolver wound
of head—homicide; Poisoned by éarbolic acid—probd-
ably suicide. The nature of the 1n1uty. as fraoture

of skull, and consequences (e. g., &epsis, ts!ahus),\ .
may be stated under the head ot "Cbntnbutory.” -

{Recommendations on statement ol chuse of death
approved by Committee on Nomenclature of the
American Medical _Asgsociation.)

A

¥ add to above list of unde-
sirable terms and refuse to a certificates containing them.
Thus the form in use in New City states:- '‘Ceftificates
wlil be returned for addition formatioh wiich glve any of
the following diseases, without Bxpltmntlon nj the soie COREe
of death: Abartion, cellulitis, chitdbirth, conmls!ons. homor-
rhage, gangrene, gastritis, eryaipelas, meningitis, mlscurringe.
necross, peritonitls, phlebitis, pyom:la gcpticemia, tétanus.’

But gageral adoption of the minimumh Ush suggested will work
vast lmprovemant. and its ucopo can be e.xr.énded aﬁ'n tator
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