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Revised United States Standard
Certificate of Death

(Approved by U, B. Census and American Publlc Health
- Association.)

Statement of Occupation.—Pracise statement of
oocupation is very important, soTthat)the relative
haalthfuhi{ess ot ¥arious pursuits can be known. The
quemon applies to each and every person, irrespec-
tive of age. 'For many cccupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Phys:cmn. Compositor, Architect, Locomo-

tive Engineer, Civil Engineer, Stationary Fireman, eto. -

But fn many oases, 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 sdditional line is provided for the
Iatter statement; it should be used only when needed.
As examples: (a) Spinner, (b) Cotton mill, (a) Sales-
man, (b) Grocery, (a) Foreman, (b) Automobile fac-
tory. The material worked on may form part of the
gecond statement. Never return *Laborer,” *'Fore-
man,” “Manager,” “Dealer,” eoto., without more
precise specification, as Day laborer, Farm laborer,

Laborer—Coal mine, ete. Women st home, who are .

engaged in the duties of the household only (not paid
Housekeepers who receive a definite salary), may be
entered as Housewifs, Housework or At home, and
ohildren, not gainfully employed, as At school or At
home. Care should be taken to report gpecifically
the ocoupat.mns\_ol' persons engaged in domestio

service for wages, as Servani, Cook, Housemaid, eto.-

It the ccoupation has been changed or given up on
account of the DISEASE CAUSING DEATH, stnte oeou-
pation at beginning of iliness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-

tired, 8 yrs.) For persons who have no ocoupation.

whatever, write Nore.
Statement of Cause of Death.—Nnme, first,
the" _DISEASE CAUBING DEATH (the pnmnry affection

with respeot to time and enusation}, using always the

same accepted term for the same disease.’ Efamples-
Cerebroapinal fever (the only definite synouym is
“Epidemio ocerebrospinal meningitis™); Diphtheria
(avold use of “Croup'’); Typhoid fsve¥ (never report

T

“Tynhoid pneumonia’); Lobar pneumonia; Broncho-
prneumonia (*Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sercoma, eto.,, of..........(name orl-
gin; “Cancer” is less definite; aveid use ot ‘Tumor”
for malignant neoplasma); Measles, Whooping cough;
Chronic valvular heart disease; Chronic interstitial
nephritia, eto. The contributory (secondary or in-
terourrent) affeotion need not be stated unless [m-
portant. Example: Measles (disease eausing death),
20 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as “Asthenia,” **Anemia’ (merely symptom-
atie), “‘Atrophy,” *Collapse,” *‘Coma,” *Convul-
sions,” “Debility” (‘‘Congenital,” '‘Senile,” eto.},
“Dropsy,” “Exhaustion,” “Heart failure,” "Hem-
orrhage,” “‘Inanition,” ‘‘Marasmus,” “0ld age,”
“Shock,” *“Uremia,” “Weakness,”” ete., when a
definite disease can be ascertnined as the eause.
Always qualify all diseases resulting from ehild-
birth or miscarriage, as “PURRPERAL seplicemia,’”
“PUERPERAL perilonitie,”’ eoto. State ocause for
which surgical operation wans undertaken. For
YIOLENT DRATHS state MEANS oF INJURY and qualify
A8 ACCIDENTAL, SUICIDAL, OT HOMICIDAL, OF &g
probably such, it impossible to determine definitely.
Examples; Accidenial drowning; siruck by rail-
way tratn—accident; Revolver wound of head—
homicide, Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of gkull, and
consaquences (e. g., sepsis, tetanus), may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of causs of death approved by
Committee on Nomenclature of the American
Medioal Associstion.)

Nore—Individual offices may add to above list of undesir-
abla terms and refuse to accep$ certificates contalning them.
Thus the form in.use in New-York Qity states: * QCertificates
will be returned for additlonal isformation which give any of
the following diseases, without explanation, as the sola cauvse
of death: Abortion, cellulitls, childbirth, convulsions. hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebitis, pyeinia, septicemia, tetanus.”
But general adoption of the minimum list suggested wil! work’
vast improvement, snd its scope can he extended &t & later
data.

ADDITIONAL BPACE FOR FURTIIER ATATEMANTR
BY PEATSICIAN.
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Revised United States Sta;ndafd
Certificate of Death

(Approved by U. 8, Census nnd American T'uhlic Health
Assoclation.)
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Statement of Occupation.-—Preoise statement of
occupation i{s very importont, so that the relative
healthfulness of various pursuite ean be known. The
guestion applies to each and every person, irrespee-
tive of age. For many oeeupations a single word or
term on the first line will be sufficient, e. g., Farmer or
~ Planter, Physician, Compoesilor, Architect, Locomo-

tive Engineer, Civil Engineer, Stationary Fireman,
ete. But in many cases, 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
tor the latter statement; it should be used only when
needed. As examples: (a) Spinner, (b) Cotlon mill,
(a) Salzsman, (b) Grocery, (8) Foreman, (b) Auto-
mobile factory. The material worked on may form
part of the seecond statement. Never return
‘Laborer,” “Foreman,’” **Manager,” **Dealer,” ste.,
without more precize specification, as Day laborer,
Farm laborer, Laborer—Coal mine, ete. Women at
home, who are engaged in the duties of the house™
_hold only (not paid Housckeepers who receive a
definite .salary), may ba entered as Housewife,
Housework or At home, and ohildren, net gainfully
employéd, as Af school or At home.
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Care should .

be taken to report specifically the ccoupations of
persons engaged in domestio service for wages, as

Servant, Cook, Housemaid, oto. If the ocoupation

has been changed or given up on aceount of the.”

DIREABE CAUBING DEATH, stato ocoupation at be-
ginning of illness. If retired from business, thsdt
fact may be indicated thus:
yrs.). For persons.who have no ocoupat.iog,_whar.-
ever, write None. L4
Statement of Cause of Death. —Nama first, the
DIBEABE CAUSING DEATH (the pnmary aﬂeotwn with

Farmer (rétired, 6. .

AN

respect to time and causation), using always the

same acoeptod term for the same disedse. Examplea:
Cerabrospmal fever (the omly definite aynonym is
“Eptdemm cerebrospinal menmgltls"), "‘Diphtheria
(svoid u3e of *Croup”); Typhoid )"ever (never report

“Typhoid pneumonia’); Lobar pneumonia; Broncho-
pneumonia (**Pnoumonia,’” unqualified. isindefinite);
Tuberculosis of lungs, meninges, perifoneum, eto.,
Carcinomg, Sarcoma, eto., of (name ori-
gin; “*Cancer” is less definite; avoid use.of “Tumor"
for malignant neoplasm); Measles, Whooping cough,
Chronic velvular heart disease; Chronic inlerstitial
nephritiz, eto. The contributery (secondary or In-
tercurrent) affeotion need not be stated unless im-
portant. Example: Measles (disease causing death),
29 da.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, sueh
as ‘*‘Asthenis,” *‘Anemia’™ (merely symptomatio),
‘‘Atrophy,” ‘“Collapse,” *Coma,” “Convulsions™
“Debility” (**Congenital,” **Sanile,” ete.), **Dropsy,"
“Exhaustion,” ‘‘Heart failure,” “Hemorrhage,’ "In-
anition,’” *‘Marasmus,” *'Old age,” *‘Shook,"” *“Ure-
mia,” “Wenkness,"” etc., when a definite disease oan
be ageartained as the cause. Always quality all
diseases resuiting from childbirth or miscarriage, as
“PUERPERAL geplicemia,” “PUERPERAL perifonilis,’
ote. State cause for which surgical operation was
undertaken. For VIOLENT DEATHS atate MBANS OF
iNJuRY and qualify as ACCIDENTAL, BUICIDAL, ©f
HOMICIDAL, or 88 probably such, it impossible to de-
termine definitely. Examples: Accidental drotwn-
tng; struck by railway train—accideni; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fraoture
of askull, and oonsequences (o. g., sepais. {elanus),
may be stated under the head of *'Contributory.”
(Recommendations on statement of onuse of death
approved by Comumittes on. Nomenulature of the
Ame.noan Modioeal Assoma.t.xon)

. 2 H
No-rm—lndlvidual offices may add to above Ust of unde-
strable termand refuse to accept gertificates contalning them.
Thus the I’o;m in use In New York City states: *'Certificates
will be mturnod fér additional information which gve any of
the following diseases, without explanation, a8 the sole cause
of death: Abortlon cellulitls, chIldhirth convulstons, hemor.

rhoge, gangréne. astritls, erys!palua. meningitis, mlsuurr[nse._
&

necrosls, purlwn 4, phlebitis, pyemia. septicemia, tetanus,”
But general tbon ‘of the minimum list suggested will work
vait lmprovenmnt. a.nd its scope can bo extended at a later
dnta "
r —o
ADDITIONAL SPACH TOR FURTHER BTATEMENTS
' BY PHYSICIAN.
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requested o make every ellort to obtain the following 1nrormat10n indi-
cated by check marks, lacking from the death certificate:

Name: 65213/5441142_ .2%2Zaz§?e/i4yzxi Aﬁéz:flz-
¥
Who died at: __/W{Abﬂ/f— — on é}&a L A-/G 24,

Residence: NYo. St. L
(If nonresident, city or town)

Length of residence in city or

town where death occurred: Years _________ Months ____ Days _____
s
Sex: __¥rs _ Color or race: __ Single, married, widowed or divorced: _____
Wwate of birth: ——_ Age: Yéars —_ Months _____ Days _____
Occupation: (a) Trade (b) Industry:

Birthplace (State or country)

itrthplace of father (State or couniry) .

thplace of mother (State or country)

CAUSE OF DEATH: _(Lollitneicn. . m@d___é? 7&%%44__@@

)4,L4g jédbﬂ’ﬁLjﬂgﬂ1AL

.ontributoyry' / __ Zn/z&y_ ______ 2Ll el ‘?"M"-W/Zw
%ﬂmaﬁ? poroomill il nlll e I pronie

Where was disease contracted® _

+d operation precede death? ?\ML - Date of vill -éa__/ﬁ@d‘"
Was there an autopsy? -

Name of physician:

Address of physician:

-

The information is sought for statistical purposes. Prompt return of
the information desired will be appreciated. For your reply, an envelope
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