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Certificate of Death,

(Approged br U. 8. Census. and American Pyhlic Health
A_saocintion.)

Statement. of Qcoupation.—Procise statement of
oocoupatiqn is very 1mporta.ut'., sg that the rela.twe
healthfulness of various pursuits gan be know& The
question applies to euoh and every persan, irrespag-
tive of age. For many ocoupations a smgleqwor_g_pr
term oa the first line will be sufficient, . g., Farmar or
Planter, Physician, Compositer, Architect, locomo-
tive Enginear, Civil Engineer, Stationary Pireman,
otc. But in many oases, especislly in industrial em-
ployments, it {s necassary tq know {a) the kind of
work and also (b) the nature. of the business or in-
dustry, and tberefore an additional line is provided
for the latter statement; it should be used only when
negded. As examples: (a) Spinner, (b) Colton mill,
{a} Salesman, (b) Grocery, () Foreman,' (b) Auto-
mobile factery. The material warked on may form
part of the second statement. Never return
“Laborer,” “Foreman,” *Mapager,” *Dealer,” ata.,
without more precise speocification, as Day laborer,

Farm laborer, Laborer—Coal mine, eto~ Women at.

home, who are engaged in the duties of the house-
hqld only (not paid Housekeepers who receive a
_definite salary), may be entered as Hougewife,
Housework or At home, and children, not goainfully
amployed, as At school or At home. Care should
be taken to report speoifically the ocoupations of
- persons engaged in domestie service for wages, as
Servant, Cook, Housemaid, ate. If the ocoupation
has been changed or given up on agsount of the
DIBGASE CAUSING DEATH, state occupa§10n at be-
ginning of illmess. If retired from biusiness, tha
tact may be indicated thus: Farmer (retired, ©
yrs.). For persons whq have no ccoupation what-
ever, writa None.

Statement of Cauge of Death.—Name, first, the
pISEASY; CAUBING DEATH (the primary aﬁfeomon with
respeot to time and causation), using a.lways the
samo aoaspted term for the same disease. Examples:
Cerebrospinal fever (the anly definite synonym is
“Epidemio oarabrospmal memngltls")

E ,

Diphtheria,
(avoid uge pf “Croaup"). Typhaid fever (never report.
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“Typhoid pneumania’'); Lebar pasumonia; Broncho-
paeumonis (“Pneumonia " unqua?.iﬁeq 1a.1ndgﬁr4te),
’P‘pbmt&am& of lungs, meningps, perilopeym, qfc.,
Carcmama, Sarcoma; efp.,. of - {game ori-
gin; “anoer" i lgss dpﬂmte- avg:d, uge of “Tumor”
mt ma.hgnau.t nqoplasxg),. Mgeals;, Wlhoopm cough,
Chronie ‘valoulay, heart’ diaeqss; Clyomc m?crstthal
ngphritis, ete. The cqutributory (sepondary or in-
terourrent) gﬂectmq nged not be stated: (unjess jm-
portant. Example: Measles (disoase ¢ausing: death).
29 ds.; Bronchopneumenie (secondary), 10 ds. Never
raeport mere symptoms or ta:mma.l cpnditions, auch
as ‘“‘Asthenis,’” ‘‘Anemia” (merely symthmamo).
“Atrophy,” *Collapse,’ » "Coma. “Convulsions,™
“Debility” (“Congemtul " “Sel:ul&.” ete.), **Dropsy,”
“Exhaustion,” *Heart failure,” "Hemorrhnge "eIn-
anition,” ‘““Marasmus,’” “0ld age,” *'Shock,” *‘Ure-
mis,” “Weakness,” eta,, when a defigite dizqase ocan
be ascertained ns the cause. Always qualify all

. diseases resulting from childbirth or mispargisge, as

“PugrPERAL &eplicemin,’” ‘PUERPERAL perifonilig,”
otu. State eause for which surgioal operatjon was
undertaken. For vioLENT DEATHS giate MEANS OF
intory and qualify 88 ACCIDENTAL, SUYICIDAL, OF
HOMICIDAL, o &3 probably suoh, if impossible to de-
termine definitely. Examples: Accidental drown-
ing; struck by railwey train—accident; Ropolver wound
of head—homicide; Poisoned by carbohc actd--—prab—
abl y auicide. The natnre of the injury, as frapture
of skull, and eonsgqugnaegs (e. g., sepsis, lelgnua),
may be stated under the head ot “Contributory.”
(Recommendatlons on statement of cause of death
approved by Committee on quagcla,ture of the
American Maedical Association.)

Nore.—Individual offices may add to ahove list of unde-
sirable terms and refuse to accopt cerl:iﬂcatu ¢ontaining them.
Thus the form In use in New York City states: *'Cortificates
will be returned for additiopal Information wh.l;h give any of
the following disonses, without explanntion. as the eqle cause
of death: Aboertian, cellulltis, childbirth, convylsions, hemaor.
rhage, gangrene, gastritls, erysipelas, meningitql misparriage,
necrosis, peritopitts, phiebitls, pyemia, septicemin, tetanus.”
But goneral adoptiqn of the minimum suggesmd will work
‘vast {mprovement, and its scope ca.n ‘be extpg.ded ot , later
date.

ADDITIONAL, 5PACE FOR FURTHRR STATEMENTS
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It is essential that death cert.lhcatea be made complete in every pa.r- '
ﬂula,r in order that proper clagsification may be made. You are therefore
queated to make every effort to obtain the following information, indi-

&{ed w% lacking from th/d’y;eruficate

ar

me: '
10 died at: W - on //M/J/L /42/15—
egidence: No. s5t. /
(If nonresifent, city or town)

ength of residence in city or

" town where death occurred: Years ___ __.__.__ Months _________Days _____
ex: ______ Color or race. ____.__ Siﬁgle, married, widowed or divorced: _____
ate of birth: Age: Years ____ Months ____._ Daye _____

ccupation: (a) Trade ( I}duatry: oy
' ‘ l :l:;,,/r
irthplace (State or country) o \ U /
\

irthplace of father (State or country)

of mother (State or country) (.)

USE OF DEATH: .

Toritributory: _ 7_ 4

Where was disease contracted? I

z 5, Da.te—: of _
What %ﬁonﬁrmeﬁiagnosis?

iirthplace

Did operation precede death? .

Wag there an autopsy? ___ __.

Name of physiclan:

Address of physician:
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