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Revised United States Standard
Certificate of Death
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Assoclation,)

Statement of Occupation.—Preecise statement of
ocoupstion is very important, so that the relative
healthfulnass of various pursuits oan be known. The
question applies to each and every person, irrespec-
tive of age. For many oceupations a single word or
term on the first line will be suffivient, e. g., Farmer or
Planter, Physician, Composilor, Architect, Locomo-
tive Engincer, Uivil Engineer, Stationary Fireman, ete.
But in many cases, 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 thersfore an additional line is provided for the
1atter statement; it should be used only when needed.
As examples: (a) Spinner, (b) Colion mill; (a) Sales-
men, (b) Grocery; () Foreman, (b} Aulomobils fac-
tory. The material worked on may form part of the
second statement. Never return “Laborer,” “Fore-
man,” “Manager,” “Dealer,” ete., without more
precise epecification, as Day laborer, Farm laborer,
Laborer— Coal mins, oto. Women &t home, who are
engaged in the duties of the housshold only (not paid
Housekeepers who roceive a definite salary), may be
entered ns Housewife, Housework or At home, and
children, not gainfully employed, as At school or At
home. Care should be taken to report specifically
the oeoupations of persons engaged in domestio
gervice for wages, as Servan!, Cook, Housemaid, ete.
If the occupation has been changed or given up on
aceount of the DIBEABE CAUBING DEATH, state occu-
pation at beginning of illness. If retired from busi-
ness, that faot may be indieated thus: Farmer (re-
tired, 6 yrs.) For persons who have no occupation
whatever, write None. -

Statement of Cause of Death.—Name, first,
the piseaBE causiNg DEATH (the primary affeation
with rospeot to time and causation), using always the
same acoepted term for the same disease. Examples:
Cerebrogpinal fever (the only definite synonym is
“Epidemio cerebrospinal meningitis’’); Diphtheria
{avoid use of *‘Croup™); Typhoid fever (never report
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“Typhoid pneumonia'); Lobar pneumonia; Broncho-
pneumonia (**Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, eta., of . . . . ... {namo ori-
gin; “Cancer” is less definite; avoid use of “Tumor'’
for malignant neoplasma); Maeasles; Whoopiftfhough;
Chronic valvular heart disease; Chronic inlerstitial
nephritis, sto. 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.
Neaver report mere symptoms or terminal conditions,
such as “Asthenia,” *“‘Apemia’ (merely s*mptom—
atia), “Atrophy,” ‘“Collapse,” “Coma,” “Convul-
siops,’” “Debility” (“*Cengenital,” “Senpile,” eto.}),
“Dropsy,” “Exhaustion,” “Heart failure,” *‘Hem-
orrhage,” *“Inanmition,” “Marasmus,” “0ld age,”
“Shoek,’”” “Uremia,”’” “*Woakbpess,” oto.,, when a
definite disease can be ascertained as the oause.
Always qualify all diseases resulting from ohild-
birth or misearriage, as “PUERPERAL seplicemia,”’
“PUERPERAL perilonilis,’” ote. State oause for
whick surgieal operation was undertaken. For
VIOLENT DEATHS aiato MEANR OP INJURY and qualify
83 ACCIDENTAL, SUICIDAL, Or HOMICIDAL, O a8
probably such, if impossible to determine definitely.
Examples: Acctdental drowning; struck by rail-
way irain—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide,
The nature of the injury, as fracture of skull, and
consequences (e. g., sspais, lelanus), may be stated
under the head of “Contributory.” {(Rceommenda-
tions on statement of cause of death approved by
Committee on Nomenolature of the American
Modieal Association.)

Nore.—Indlvidual offices may add to above list of undesir-
able terms and refuse to accept certificates containing them.
Thus the form In use in Now York Clty states: ''‘Certifleates
will ba returned for additional information which give any of
the following dissases, without oxplanation, as tho solo chuso
of death: Abortion, eellulitis, childbirth, convulslons, hemor-
rhogo, gangrene, gastritls, erysipelas, menlngitls, miscarringo,
necrosis, peritonitis, phlebitis, pyemia, sopticemia, tetanus.'
But goneral adoption of the minimum list suggested will work
vast improvement, and ita scope can be extended at a later
date.

ADDITIONAL SPACE POR FURTHER BIATEMENTS
BY PHYBICIAN.
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ticular in order that proper cla.salfmatlon may be made.  You are therefore
requested to make every effort to obtain the following 1nforma.tion, indi-

cated by che%jw the death certifigate:
Namea:
Who died at: .é{"

’ / 77 y
Residence: No. 5t.

Length of residence in city or

town where death occurred: Years _________ Months ____ ____ Days ____.
Sex:. ___;___ Color or race: ______ Single, married, widowed or divorced: _____
Date of birth: Age: Years ____ Months _ ____ Days _____
Occupation: (a) Trade ‘ (b} Industry:

Birthplace (State or country)

Birthplace of father (State or ccuntry) X i _;¥;.¢:_____

Birthplace of mother {State or country)

VA,
CAUSE OF DEATH: 7 A ed___ [
v \
Contributory: _ y
Where was disease contracted? _ : < _

Did operation precede death? ___ ° %@i / Date of ____._

Was there an autopsy? What 'test confirmed diagnosis?

f
Name of physician: /M}’[ 8 me

Address ofl physician:

.







