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Statement of Occupation.—Preciso statement of
oceupation ig very important, so that the relative
healthfulnéss of various pursuits can be known. The
yuestion applies to ench and every person, irrespec-
tive of age. For many oceupations a single word-or
term on the first line will be sufficient, e. g., Farmer o7
Planter, Physician, Compositor, Archilect, Locomo-
tive Engineer, Civil Engineer, Stalionary Fireman, eto.
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 therefore an additional line is provided for the
latter statoment; it should be used only when needed.
As examples: (e) Spinner, (b) Cotton mill; {a) Sales-
man, (b)Y Grocery; (a) Foreman, (b) Automobile fae-
tory. The material worked on may form part of the
seeond statement. Never.return ‘‘Laborer,” “Fore-
man,” “Manager,” “Dealer,” ete., without more
precise specifieation, as Day laborer, Farm laborer,
Laborer—Coal mine, ete. Women at home, who are
engaged in the duties of the household only {not paid
Housekeepers who receive a definite salary), may be
entered as Housewife, Housework or At home, and
children, not gainfully employed, as At school or At
home. Care should be taken to report specifically
the ocecupations of persons engaged in domestie
serviee for wages, as Servant, Cook, Housemaid, etc.
If the oceupation has been changed or given yp on
account of the DISEASE CAUBING DEATH, state occu-
pation at beginning of iliness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tived, 6 yrs.) Tor persons who have no occupation
whatever, write None. :

Statement of Cause of Death.—Name, first,
the DISEASE CAUSING DEATH (the primary affection
with respeet to time and causation), using always the

same accepted term for the same disease. Examples:

Cerebrospinal fever (the only deflnite synonym is
“Epidemic cerebrospinal meningitis”); Diphtheria
{avoid use of ‘'Croup’}; Typhoid fever (never report
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“Pyphoid pneumonia’); Lobar preumonia; Broncho-
preumonia {*Preumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges; peritonehm.}ete.,
Carcinoma, Sarcoma, eote,, of .......... {name ori-
gin; *'Caneer” is less definite; avoid use of “Tumor"’
for malighant neoplasma); Measles, Whooping cough;
Chronic valoular heart disease;” Chronic interstitial
nephritis, ote. The contributory (secondary or in-
terourrent) affection necd not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal eonditions,
suzeh as ‘‘Asthenia,’”” ‘‘Anemia’ (merely symptom-
atie), “Atrophy,” *“Collapse,'" -“Coma,” “Convul-
sions,” *‘Debility” ('‘Congenital,” “‘Senile,” ete.),
“Dropsy,” ‘“Exhaustion,” “Heart fajlure,’” ‘‘Hem-
orrhage,” “Inanition,’” *‘Marasmus,” “Old age,”
“Shock,” “Uremia,” *“Weakness,” ete., when a
definite disease ean be ascertained as the eause.
Always qualify all diseases resulting. from child-
birth or miscarriage, as “PUERPERAL i septicemia,”
“PyugRPERAL perifonitis,”’ ete. State ocause for
which surgical operation was undertaken. ' For
VIOLENT DEATHS state MEANS OF INJURY and qualily
88 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, Or a8
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way {rain—accident; Revolver wound of head—
homicide; Poisoned by earbolic acid—probably suicide.
The nature of the injury, as frasture of skull, and
consequences (e. g., sepsis, lelanus), may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature' of the Amcrican
Medical Association.)

Nore.—Individual offices may add to above list of undesir-
able terms and refuse to accept certificates contalning them.
Thus the form in use in New York City states: *‘ Certificates
will be returned for additional information which glve any of
the following diseases; without explanation, as the solo cause,
of death: -Abortion, cellulitis, childbirth, canvulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningltls, miscarriage,
necrosis, peritonitis, phlebitis, pyemia, septicomia, totantus.’
But general adoption of the minimum list suggosted will work
vast improvement, and it8 scope can be extended at a later
date. * ;

'
H

ADDITIONAL BPACE FOR FURTHER BTATEMENTS
BY PHYBICIAN,




| STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF/D
County...
Townshlp........ AU

Reglsiratlon District No.

Primary Registration Dlstrit?o ...... éﬂd%
g

ALL INFORMATION CALLED
FOR MUST BE WRITTEN ON
THIS SUPPLEMENTARY,

File No

2, FULL NAME.
(n) Resld

No
(Usutal place of abode:

Length of residence In city or town where death ocenrred ¥I8, mos.

(If nonresident, give city or town and State)
ds. How [ong In U. 8., if of foreign birth? ¥T8. mos. da.

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. SEX 4. COLOR OR RACE 5. SINGLE, MARRIED, WIDOWED OR

16. DATE OF DEATH (MONTH, DAY AND YEAR) ﬁ / Z Ly
Id

) P URTIL THEY ARE COMPLETE AS PRESCRIBED BY Lew -

17.
| HEREBY CERTIF ntlnltende/ d from
5A. IF MARRIED, WIDOWED, OR DIVORCED to 19
HUSBAND °F A "l o SRR LI R T T TL T E T PP P PP PPPTPPIIINANSARrr a3 S
(o”) WIFEer . || thatTlastsawh........... six€oN)..... Y ,19......, and that
e hove, at. m.’
6. DATE OF BiRTH (MoNTH, DAY ANDYeAll J2 @ //— , & A7 m WAS AS FOLLOWS:
7. AGE YEARS MONTHS DAYs | If LESS than 1
7 & }/ 2 3
' Ts OCCUPA{[ON OFDECEASED [l SR s
(a) Trade, profession, or {duration) ............ b £ O MOB............. da.
parifeular kind of work..................creevnnn
] {b) General nature of industry, .
4 business, or eatablishment in
‘l which employed (or employer) R, . W {duration) ¥I8. P 1.7 R ds.
} () Name of employer JAY] 18 WHERE was DISEASE CoNTRACTED
& || o BIRTHPLACE (ciTy or TOWN) _ A v {F NOT AT PLACE OF DEATH
STATE OR COUNTRY \\ }
: { ) AN N DiD AN OPERATION PRECEDE DEATHY............ DATE OF
> 10. NAME OF FATHER ‘V
E WAS THERE AN AUTOPSYT .....oovuresirinressnnesasesmnsssssssessssscoves essmaa restsa seasanssssssastosssssssesers
g }2 1. BIRTHPLACE OF FATHER (CITY OR TOK WHAT TEST CONFIRMED DIAGNOSIST .........oomiorssresssesssaansennns senes
R COUNTRY) &
- E {STATE OR COUNTRY) (Signed) M.D
Z || & | 12 MAIDEN NAME OF MOTHER ﬂ\z) 19 (Address)
4
% 13. BIRTHPLACE OF MOTHER (cITY O )] *State the DIsEASE CAURING DEATH, or iz deaths from VIOLENT CAUSES, state
] (STATE OR COUNTRY)} gl‘i\;[cm AND NATURE OF INJURY, and (2) Whether ACCIDENTAL, SUICIDAL, or
E .
VA E OF BURIAL
INFORMANT 19. PLACE OF BURIAL, CREMATION, OR REMOVAL DATE OF BU
. £ (Address) 4 "
g 20. UNDERTAKER ADDRESS

REGISTHAR

S{F?gﬁf R0 Q%Mf %/MC’Z“—‘-.







