F HEALTH

AL STATISTICS
" il ] OF DEATH
e _.: F_!. _;-z-[‘i‘ j
Regfistration District No...........4 ... / ................... File No..
hmﬂeﬁnhnnmaNu.s‘/é?&. Redistered No. ....... ﬁ.’ .......................
I SO St L, Ward)
L '
2. FULL NAME .. . v /‘7 ...... = ' %
(8) Besidence. Nowore.oorrssosesresossesnsn e crereniones St . G
- (Usual place of abode)

Length of residence in city or lown where death occarred )( T )( mos. X ds. KHnw loag in U.S., if of foreidn bixth? X T8, X mos. < da. |

PERSONAL AND STATISTICAL PARTICULARS ' MEDICAL CERTIFICATE OF DEA))'H

4. S‘-"R ORRACE | 5. Sate, Marnien, WIooWED 28 || 16, DATE OF DEATH (MONTH. baY AND YEAR) 19
j/' “%W 17. ] )
= A EBY CERTIE t T a¥tende depdhsed
5a, IF M.ma:zn Wmowzn or Divoacen - (ﬂ\ﬂ ) F
HUSBAN . to.. st IV

{oRr) WIFE or-' ! i

7. AGE Years MonTas ﬁ?{ = It LESS thbr

) " dﬂ’. ..... o bra,
/ resirenns DTN
8. OCCUPATION OF DECEASED /-‘ :r -

(s} Trade, profession, or
perticular kind of work ............
(b) General nature of industry,
busintess, or establishmani in
which employed (or employer).._, ...

CONTRIBUTORY.,

(SECONDARY)
3(

o VTR

{c) Nanme of employer

18, WHERE WAS DISEASE CONTRACTED

| 9. BIRTHPLACE (crry or Town) P — IF NOT AT PLACE OF DEATHI........... W 5}7 Nl L

s o (STATE OR counTaY)}
L DIb AH OPERATION PRECEDE nr_v.mr Date ow....ﬁ/ ........................
10. NAME OF FATHER _ Q) i
1 ™ "‘-’ﬁ ?4’(@....
-] ?_1 11. BIRTHPLACE OF FATHER (ciry orfown)
Y E {STATE OR COUNTRY) - o s /
b |4 .
|| &| 12 MaIDEN NaME oF MoTHER /ﬁ‘ﬂ;‘q <
-'Sm.a the« Dismasn Cavatve Drats, or in d-l.hs from VioLxxr Cavexs, stats
kS (1) Mmws 4wp Natoun or Luvny, sad (2) whether Accomweur, Suemar, or
) Hosicmar,  (See reverbe side for additional ppace.)
N (IS
3 DATE OF BURIAL




Revised United States Standard
Certificate of Death

(Approved by U. H. Census and American Public Hoalth
Assoclation.)

Statement of Occupation.—Precise statement of
ocoupation is very important, so that the relative
heslthfulness of various pursuits can be known. The
question applies to sach and every person, irrespeo-
tive of age. For many ocoupations a single word or
term on' the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, ete.
But in many ocases, especislly in industrial employ-
ments, it is necessary to know (a} the kind of work
nd also (b) the nature of the business or industry,
d therefore an additional line is provided for the
tter statement; it should be used only when needed.
examples: (a) Spinner, (b) Cotlon mill, (a) Sales-
, (b) Grocery, (a) Foreman, (b) Automobils fac-
= The material worked on may form part of the
ond statement. Never return *Laborer,” *Fore-
man,” ‘Manager,” “Dealer,” ete., without more
precise specification, as Day laborer, Farm laborer,
Laborer—Coal mine, eto. Women at home, who are
engaged in the duties of the household only (not paid
Housekeepors who receive s definite salary), may be
entered as Housewife, Housework or At home, and
ohildrer, not gainfully employed, as At school or Al
home. Care should be taken to report specifienlly
the ocoupations of persons engaged in domestic
gervioe for wages, a3 Servant, Cook, Housemaid, oto.
If the ococupation has buen changed or given up on
aceonnt of the DISEABR CAUBING DBATH, state occu-
pation at beginning of illpess. If retired from busi-
ness, that faat may be indieated thus: Farmer (re-
tired, 6 yrs.) For persons who have no ogecupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the pisEAsE cAaUsIiNG bDATH {(the primary affection
with respeat to time and causation), using always the
same aacepted term for the same disease. Examples:
Cerebrospinal fever (the only definite gynonym _is
“Epidemio oerebrospinal meningitis”); Diphtheria
(aveid use of *Croup"’); Typhoid fever (never report

;—_—___—-_

“Typhoid pneumonia'); Lober pnoumonia; Broncho-
pneumonia (" Pneumonia,” unqualified, is indefinite);
Puberculosiz of lungs, meninges, perilonsum, eto.,
Careinoma, Sarcoma, ete., of..........(name ori-
gin; “Cancer’ is less definite; avoid use of “Tumor'}
for malignant neoplasma); Measles, TWhooping cough;
Chronic valvular heart discase; Chronie intersfiticl
nephritis, ete. The contributory (sscondary or in-
terourrent) affection need not be stated unless im-
portant. Example: Measles {(disease causing death),
20 ds.; Bronchopneumonia (secondary), 10 ds.
Never raport mere symptoms or terminal conditions,
such as “Asthenis,” “Anemia” (morely symptoms-
stic), “Atrophy,” *Collapse,” *‘Coma,” ‘‘Couvul-
sions,” *“Debility” (‘'Congenital,” *'Senils,” eto.),
“Dropsy,” “Exhaustion,” *Heart failure,” *‘Hem-
orrhage,” “‘Inanition,” ‘‘Marasmus,” ‘‘Old age,”
“Shock,” “Uremia,” “Weakness,” ete., when &
definite disease can be ascertained as tha cause.
Always quality all diseazes resulting from child-
birth or miscarriage, 83 ‘“PuERPERAL seplicemia,”
“PyuprPERAL perilonilis,” eto, State ocause for
whieh surgical operation was undertaken. For
VIOLENT DEATHS state MEANS oF INJURY and qualify
88 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, Or &8
probably sueh, it impossible to determine definitely.
Examples: Accidental drowning; siruck by rail-
way train—accident; Revolver wound of head—
homicide, Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of akull, and
consequences (e. g., sepeis, letanus), may be stated
under the head of *Contributory.,” (Recommenda-
tions on statement of causo of death approved by
Comiittee on Nomenclature of the American
Medical Association.)

)

Norn—Individual ofices may add to above list of undesir-
able terms and refuse to accept certificates containldg them.
Thus the form In use in New York Qity states: ‘' Certificates
will bo returned for additional information which glve any of
the following discases, without explanation, as the sole cause
of doath: Abortion, cellulitis, childbirth, convulsions. hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, poritonitis, phicbitls, pyemin, septicemia, tetanus.”
But goneral adoption of the minimum list sugmested will work
vast Improvemeént, and its scopo can be extended at o later
date.

ADDITIONAL SPACH FOR YURTHER STATEM NNTS
DY PHYBICIAN.
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