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Revised United States Standard
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(Approved by U. 8. Census and American Public Health
Association.)

Statement of Occupation.—Presise statement of
ccoupation‘is very important,’ so that the relative
healthfulness of various pursuits ¢an be known. “The
question applies to each and"every person, irrespee-
tive of age.- For many occupations o single word or
* term on the first line will be sufficient, a. g., Farmer or

Planlcr, Physician, Compositer, Architect, Locomo-
_tive Engineer, Civil’ Engineer, Stationary Fireman, eto.

‘But in many oases, especially inindustrial 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 additional line is provided for the
latter statoment; it should be used only when needed.
As examples: (a) Spinner, (b) Cotlon mill; (a) Sales-

“man, (B) Grocery; (a} Foreman, (b) Automobile facs

tory. The material worked on may form part of the
tecond statement, Never return ‘‘Laborer,” “Fore-
man,” *“Manager,” ‘‘Dealer,” ete., without more
: precise specifieation, as Day laborer, -Farm laborer,
Laborer— Coal mine, eto. - Women at home, who are
"engaged in the duties of the household only {not paid

Housekesepers who receive a definite salary), may ba.

entered ‘as Houscwife, Housework or At home, and
ghildren; not gainfully employed, as A4t school,or At
home. Care should be taken to report speeifically

the ocsupations of persons engaged in domestio,
gervice for wages, as Servani, Cook, Housemaid, ete,
If the oceupation has heen changed or given up on-

account of the DIBEASE CAUSING DEATH, stute oocu-
pation at beginning of iliness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 6 yrs.) For persons who have no oceupation
whatever, write None,

Statement of Cause of Death.—Name, first,
the DIBEASE CAUSING DEATH (the pnma.ry affection
with respect to time and causation), using always the
same accepted term for the same disease.’ Examples:
Cerabrospinal fever (the only definite synonym is
“Epidemio cerebrospinal mepingitis”); Diphtheria
(avoid use of “*Croup’); Typhoid feeer (niover roport

‘nephrilis, ete,

‘orrhage,’’

*Typhoid pneumonia’); Lobar preumonia; Broncho-
prneumonia (‘Pneumonia,” unqualified, is indefinite);
Tuberculosts of lungs, meninges, periloneum, oto.,

Carcinoma, Sarcomea, ete, of . . . . . .. (name ori-
gin; “Cancer” is less definite; avoid use of “Tumor'’
for malignant neoplasma); Measles: Whooping cough;
Chronic valvular heari discasc; Chronic interstitial
The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles {disease causing death),
29 ds:; -Bronchopneumonia (secondary), 10 ds.
Never réport mere symptoms or torminal conditions,
such as ‘‘Asthenia,” “Anemis” (merely symptom-
atia), “Atrophy,” “'Collapse,” *“Coma,” “Convul-
gions,” “Debility” (“Congenital,” “Senile,”” ete.),
“Dropsy,” “Exhaustion,” “Heart failure,” ‘“Hem-
' “Inanition,” “Marasmus,” *0Old age,”

“Shock, " “Uremia,” “Weakness,” ete., when a

-definite disease can be ascertained as the cause.

Always qualify all disoases resulting from child-

“birth or miscarriage, as *PUERPERAL sepucemza.

-

“PUuERPERAL perilonilis,” ete. State cause for

which surgmal operation was undertaken. For
VIOLENT DEATHS s{ate MEANS OF INJURY and qualify
249 ACCIDENTAL, BUICIDAL; -OF HOMICIDAL, Of 28
probably such, if impossible to determine definitely.
Examples: Accidental drowning; siruck by rail-
way train—accident; Revolver wound of head—
homicide; Potsoned by carbolic acid—probably suicids.
The nature of the injury, -as fracture of skull, and
consequences (e. g., sepsis, letanus), may be stated
under the head of “Contributory.” (Recommends-~
tions on statement of cause of death approved by
Committee on Nomeneclature of the American
Medical Association.)

Notp—Individual offices may add to above list of undesir-

- able torms and rofuse to accoept certificates containing them.

Thus the form In uso in New York City states: ''Certificates
witl be returned for additional Information which give any of

+-the following diseases. without explanation, as tho sole cause

of death: Abortion, cellulitis, chifidbirth, convulsions, hemor-
rhago, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlobitis, pyemia, septicemia, tetanus."
But general adeption of the minimum st suggested will work
vast improvement, and its scope can be oxtended at a lator
date.

-

ADDITIONAL BPACE FOR FURTHER STATEMENTS
BY PHYSICIAN,




ERTIFICATES UNTIL THEY ARE COMPLETE AS PHESUCRIDEDSOT L ReT

-
-

IVE A FEC

MISSOQURI STATE BOARD OF HEALTH ALL INFORLIATION CALLED

BUREAU OF VITAL STATISTICS FOR MUST BE WRITTEN ON
CERTIFICATE OF DEATH THIS SUPPLEMENTARY.

2, FULL NAME....

(o) Besid No- St., Ward.
{Usual place of abode) (If nonresideat give city or town and State)
Length of residence in city or town where death occmred yoa. mos. ds, How loog in U.S., if of foreign birih? yra. mos. ds.
PERSONAL AND STATISTICAL PARTICULA/B? MEDICAL CERTIFICATE OP\DEATH -
3. SEX. 4. COLORQR RHCE 16. DATE OF DEATH (MONTH, DAY AND vum 2’X 19 ?é
17.
— - = 1 HEREBY CERTIHY, Thet] attecded d d from
Sa. IF Marniep, Winowen, or DivorceD
HUSBAND or »19.s
(or) WIFE or that I Inst gaw hv............ n ard that
death d, en ihy dnte ot m.
6. DATE OF BIRTH {NONTH, DAY AND YEAR)
[\ —_ N

7. AGE YEARS | Monres 1 Dars It LESS than 1

) _n_rl_....*.nin.

8. OCCUPATION OF DECEASED
{a) Trede, prefession, or
porticntar kind of work
(b) General nature of indostry,
Lot et extablishment fn

which employed (or employer)...............
{c) Name of cmployer

18, WHERE WAS DISEASE CONTRACTED

9. BIRTHPLACE (cCITY OR TOWN)
{STATE OR COUNTRY)

IF BOT AT PLACE OF DEATHL.

DD AN OPERATION PRELEDE DEATHT.......oiecw DATE oF.

10. NAME OF FATHER
WAS THERE AN AUTOPSY?
E §i. BIRTHPLACE OF FATHER (Gry oz To - WHAT TEST CONFIRMED DIAGHOSIS?
E (STATE OR COUNTRT) \ > (Signed) v s sereery Mo DY
E 12. MAIDEN NAME OF MOTHER M 18 (Address}
13. BIRTHFLACE OF MOTHER ( ) SN *Bute the Dmmusn Civeixa Deams, or ia desths from Viewrwr Cavars, state
ST (1) Mzaxs axp Natves or Lwsumy, and (2) whether Accmmemi, Brromax, or
(STATE oR )} Hexrerrar.,  {Ses reveres cida for additional space.)

________ 19. PLACE OF BURIAL, CREMATION, OR REMOVAL | DATE OF BURIAL

20. UNDERTAKER ADDRESS

. e
(Address) yoa ,// . . 9
/,




WM&Q? |W.




