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Revised United States Standard
Certificate of Death

(Appmvnd;by U, 8 Cpnsus and Amerlean Public Health
Association.)

Statement of Occupation.—Preciso statement of
ococupation is very important, so that the relative
healthfulness of various pursuits can be known. The
guestion applies to each and every person, irrespee-
tive of age. For many occupations » single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Archilect, Locomo-
tive Engineer, Civil Engineer, Slationary Fireman,
eto, Butin many cases, especially in industrial em-
ployments, it is necessary to know (a) the kind of
work and also (8) the nature of the business or in-
dustry, and therefore an additional line is provided
for the latter statement; it should be used only when
nesded. Asexamples: (a) Spinner, (b) Colton mill,
(a) Salesman, (b) Grocery, {u) Foreman, (b) Aulomo-
bile factory. The material worked on may form
part of the second statement. Never return
“Laborer,” *Foreman,” "*Manager,” ‘'Dealer,” ete.,
without more precise specification, as Day laborer,
Farm laborer, Laborer— Coal mine, ste. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who roceive a
définite salary), may be entered as [lousewife,
HHousewsrk sr -4t home, aud childron, et painfully
employed, as Af 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, oto. If the occupation
has been changed or given up on aceount of the
DISEABE CAUBING DEATH, state occupation at be-
ginning of illness. If retired from business, that
fact may be indicated thus: Farmer (retired, 6
yrs.) For persons who have no occupation what-
ever, write None.

Statement of Cause of Death.—Name, first, the
DIBEASE 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
“Epidemic cerebrospinal meningitis’'); Diphtheria
(avoid use of “Croup”); Typhoid fever (never report

"‘Typhoid pneumonia’); Lobar pneumonia; Broncho-
preumonia (‘Preumonia,’” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, ete.,
Carcinoma, farcoma, ete., of——————(name ori-
gin; “Cancer” is less definite; avoid use of **Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heart disease; Chronic inlerstitial
nephritis, ot® The contributory (secondary or in-
tercurrent) a¥ection need not be stated unless im-
portant. Exampla: Measles {(disense causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such
as ‘““Asthenia,” “*Anemia’ {merely symptomatic),
‘‘Atrophy,” *‘Collapse,” *‘Coma,” *‘Convulsions,”
“Debility’’ (" Congenital,”” “‘Senile,”’ ote.), “Dropsy,”
‘“Exhaustion,” ‘““Heart failure,” **Hemorrhage,” **In-
anition,” ‘“‘Marasmus,” “0ld age,” “Shock,” “Ure-
mia,” *‘Weakness,” ete., whan a definite disense can
be ascertainad as the cause. Always qualify all
diseases resulting from childbirth or miscarriage, as
“PUERPERAL seplicemia,’”’ “PUERPERAL perilonifis,"
ete. State enuse for which surgical operation was
undertaken. For VIOLENT DEATHS state MEANS OF
INJURY and qualify 83 ACCIDENTAL, SUICIDAL, O
HOMICIDAL, or as prebably such, if impossible to de-
termine definitely. Examples: Accidental drown-
tng; siruck by ratlway train-—accident; Revolver wound
of head—homicide; Poizoned by carbolic acid—prob-
ably suicide. . The nature of the injury, as fracture
of skull, and consequences {(e. g., sapsis, fetanus),

'hay be'stated under the hend of “Contributory.”

{Recommendations on statement of cause of death
approved by Committee on Nomenclature of the
Ameriean Medical Association.)

Nore.~—Individusl offices may add to above llst of undesir-
able terms and rcfuse to accept certificatos containing them.
Thus the form in use in New York City states: “"Certificates
wlill be returned for additional information which give any of
the following diseases, without cxplanation, as the solo cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrens, gastritls, eryslpelas, meningitls, miscarriage,
necrosis, poritodfitis, phlebitis, pyemia, septicemia}tetanus,'"
But genernl adoption of the minimum list suggested will work
vast improvement, and its scope can bo oxtondod at a later
date.
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ADDITIONAL BPACE FOR FUBTHER 8TATEMENTS
BY PEYBICIAN.




James Btewert, M. D,,
Board of Health,

City Hall,

Kansas City,

Mo.

Dear Doctor Stewart:-

s . Mrs, Fdna Glavin was operated
P on. for the relief of symptoms produced

' by a retroflexed uterus, chronic appen-
dicitis, cystic left ovary.

Hoping this covers the point_

-J you wish to clear up, we remaln
N
;“‘ Very truly yours,
\ The Thornton & Minor Seanitarium,
h\
S -
Y 5H
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Revised United States Standard
Certificate of Death

(Approved by U. 8. Consus and Awmeriean Public Health
Assoclation.)

Statement of Occupation.—Preoise statement of
oceupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a single word or
term op the first line will be sufficient, e. g., Farmer or
Planier, Physician, Compasitor, Architect, Locomo-
tive Engineer, Civil Engineer, Sialionary Fireman,
eto. But in many eases, especially in industrial em-
ployments, it is necessary to know (a) the kind of
work and also (b) the nature of the business or in-
dustry, and therefore an additional line is provided
for the latter statement; it should be used only when
neaded. As examples: (a) Spinner, (b) Collon mill,
{a) Salesman, (b) Grocery, {a) Foreman, (b) Auls-
mobile factory. The material worked on may form
part of the second statement. Never roturn
“Laborer,” “Foreman,” “Manager,” ‘“‘Dealer,” atc.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, otc. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housckeepers who receive a
definite salary), may be entered as Housewifs,
Housework or At home, and children, not gainfully
employed, as At school or At home. Care should
be taken te report specifically the ocoupations of
persons engaged in domestio service for wages, as
Servant, Cook, Housemaid, eto. If the occupation
has been changed or given up on acoount of the
DIBEASE CAUBING DEATH, state occupation at be-
ginning of illness, If retired from business, that
fact may be indicated thus: Farmer (retired, 6
yra.). For persons who have no occupation what-
ever, write Nons. .

Statement of Cause of Death.—Namae, first, the
DISEASE CAUsING DEATH (the primary affection with
respeot to time and causation), using always the
same aceepted term for the same disease, Examples:
Cerebrospinal fever (the only definite synonym is
‘“Epidemic cerebrospinal meningitis'); Diphtheria
(avoid use of ““Croap™); Typhoid fever (never report

}

“Typhoid puneumonia'); Lebar pneumonia; Broncho-
prneumonia (*‘Poeumonia,” unqualified, is indefinite);
Tuberculosia of lungs, meninges, periloneum, etc..
Carcinoma, Sarcoma, eto., of (name ori-
gin; *Cancer’ ia less definite; avoid use of *Tumor”
for malignant neoplasm); Measles, Whooping cough,
Chronic valvular heari{ disease; Chronic inferstitial
nephrilis, eto. The contributory (secondary or in-
terourrent) affection need not be stated unless im-
portant. Example: AMeasles {disease causing death),
29 ds.; Bronchopneumonia {secondary), 10 de, Never
report mere symptoms or terminal conditions, such
a8 “Asthenia,’” “Anemis’ (merely symptomatio),
“Atrophy,” *Collapse,” *“Coma,’”” ‘Convulsions,”
“Debility” (*Congenital,” **Senils,” ata.), **Dropsy,”
“Exhaustion,” **Heart failure,” *Hemorrhage,” "‘In-
anition,” “Marasmus,” *0ld age,’”" ‘Shock,” “Ure-
mia,” “Weakness,” ote., when & definite disease can
be ascertained as the eause. Always quality all
diseases resulting from childbirth or miscarriage, as
“PURRPERAL Seplicemia,” “PUERPERAL perifonitia,”
ote. State cause for which surgieal operation was
undertaken. For VIOLENT DRATHS state MBANS OF
ivJurYy and qualify &S ACCIDENTAL, BUICIDAL, Or
HOMICIDAL, Or s probably such, if imposgible to de-
termine definitely. Examples: Accidental drown-
ing; struck by railway train—accident; Revolver wound
of head—homicide;, Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fraoture
of skull, and consequences (e. g., sepsis. lelanus),
may be stated under the hoad of *'Contributory.”
{Recommeandationy on statoment of cause of death
approved by Committee on Nomenelatura of the
American Medical Association.)

Noth.—~Individual offlces may add to nbove Hst of unde-
sirable torms and refuse to accept certificates containing them,
Thus the form In use in New York Olty states: *Oertificates
will be returned for additionnd information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor
rhage, gangrene, gastritis, erysipelas, meningitis, mlacarriage,
necrosis, peritonitis, phlebftls, pyemia, sppticemia, totanus.”
But ganeral adoption of the minlmum Ust suggestod will work
vagt Improvement, and its scope can be extendod at a later
date.
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