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Certificate of Death
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Statement of Occupation,—Preciso statement of
cocupation is very important, so that the relative
healthfulness of various pursuits ¢an be known. The
question applies to each and every person, irrespeo-
tive of age. For many oocupations & single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
Hive Engineer, Civil Engineer, Stationary Fireman,
ote. But in many ocases, especially in industrial em-
ployments, it is necessary to koow (a) the kind of
work and salso (b) the nature of the business or in-
dustry, and therefore an nddltlona.] line is provided
for the laster statement; it should be used only when
needed. As exump!ea {a) Spinner, (b) Colton mill,
(a) Salesman, (b) Grocery, (a) Fereman, (b) Aulo-
mobile factory. The material worked on may form
part of the second statement. Never return
“Lgborer,"” “Foreman,"” “Manager,”" ‘“Dealer,” eto.,
without more precise specifieation, as Day laborer,
Farm laborer, Laborer—Coal mine, ote. Women at
home, who-afe engags& in the duties of the house-
hold only -(not paid Housekeepers who receive a
flefinite aahb'y). ,may be entered aa Housewife,
Housswork 01' Al home, and ohildren, not gainfully
employed as° Al school or At home Care should
be takan t¢ report apemﬁoally t.he ogcupations of
perséns engagad in domestic service for wages, as
Servant, Cook, Hausematd efc. It the occupation
has been changed or gwen;up on aogount of the
DISEABE "CAUSING DEATH“ state oocoupation at be-
ginning of illness, [ retlred from business, that
fact may he indicated thus: F’armer (retired, 6
yrs.}. For persons who have no ocoupation wha.t-
ever, write Nons.

Statement of Cause of Death.—Name, first, the
DISBASE CAUBING DEATE (the primary affectlon with
respoct to time and causation), using always the
s&me socepted term for the pame disesse. Examples:
Cerebrospinal fever (the only definite synonym is
“‘Epidemje ecerebrospinal meningitis"}; Diphitheria
(avoid use of **Croyp™); Typhoid feper (ngver report

“Typhoid preumonia™); Lobar preumonia; Broncho=
pneumonia (*Pneumonia,” unquahﬂed isindefinite);
Tubcrculons of lunge, meninges, perjlonsum;, oo,
C'aromoma, Sarpomc, oto., og _— (naqle ori-
gin; “Canoer’! i i Jess dofinite; avmd use of “Tumor

for malignant neopla.pm), Mcaalea, Whooping couph,
Chrqmc valnular heart disgase; Chronic tnterstitial
naphntu, ato. The pontributory (secondary or in-
terpurrent) affection need not be stated unlgss lm-
portant. Example: Measles (dlsease causing death),
29 ds.; Bronchopmumoma (secuudsry), 10 ds. Never
report merp symptoms or tenmnal conditions, such
as "Aathema," “Anmma” (merely symptomntm).
“Atrophy " "Co}lapae » “4Coma,” “Convulalona.

“Deobality” (**Congenital,” *Benile,” ete.), “Dropsy,”

“Exhaustion,” “Henrt: ta.llure " “Hemorrhage,” *‘In-

amtion,” “Marasmus,” “0Old age,” “Shook ' “Ure-
wmia,” “Weakness," eto., whan a definite disease can
be ascertained as the oause. Always qual;ty all
diseases resulting from childbirth or misearringe, as
“PunRPERAL seplicemia,” “PUBRPERAL perilonilis,”
oto, State oause for which surgical operstion wag
undertaken. For vIOLENT pEATHS state MEANS oF
t¥JURY and qualify 83 ACCIDENTAL, SUICIDAL, OF

"HOMICIDAL, Or &3 probably sueh, if impossible to de-

termine definitely. Examples: Agcidental drown-
tng, struck by railway lrain—accident; Revolver wound
of head-—homicida; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skult, and conseguences (e. g:,'sapgig. lelanus),
may be stated under the head of *'Contributory.”
(Recommendations on statement of cause of death
approved by Committee on Nomenclature of the
American Medieal Association.)

Nore.—Individual pfces may add to above Ust of unde-

- .sira.ble terms and refuse to0 accept oertiﬂcat.es cont.ain.lng them.

Thus tha form in use in New York Qity states: *Qertificates
will be returned for additional information which glve ‘any of
the followlng disoasoa. wlt.hout. explanation, as the solg cause
of death: Abortion, eollulitls chlldbirt.h convulsions, homnr-
rhase gangrene, gastritly, eryslpela.s meningit.ts mucnrrlnge
necrosls. peritonitis, phlebitls. pysmia, septicomia. totanus.”
But general adoption of the minimum l.lst guggestad wlll work
vast improvament and 1is scope can be extended at o lavor
date.
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