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Revised United States Standard
Certificate of Death

(Approvcd by U, 8. Qensus and American Public Health
Assoclation.)

Statement of Occupation.—Precise statement of
occupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many occupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
etc. But in many cases, especially in industrial em-
ployments, it is necessary to know (a) the kind of
work and also (b) the nature of the husiness or in-
dustry, and thercfore an additional line is provided
for the latter statement; it should be used only when
needed. As examples: (a) Spinner, (b) Cotton mill,
(e) Salesman, (b) Grocery, (a) Foreman, (b) Auto-
mobile factory. The material worked on may form
part of the second statement. Never return
“Laborer,” “Foreman,” “Manager,” *Deoaler,” oto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, ete. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who receive a
definite salary), may be entered as Housewife,
Housework or Al home, and children, not gainfully
employed, as Al school or At -home. Care should
be taken to report specifically the ocoupations of
poersons engaged in domestic service for wages, as

 Servant, Cook, Housemaid, ete. If the oceupation .

has been changed or given up on account of the
DISEABE CAUSING DEATH, state occupation at be-
ginning of illness. If retired from business, that
faet may be indieated thus: Farmer (retired, 6
yra.). For persons who have no cocupation what-
ever, write None. -

Statement of Cause of Death. —Neme, first, the
DIBEASE CAUSING DEATH (the primary affection with
respeat to time and causation), using always the

game aogepted term for the same disénse. Examples:

Cerebroapinal fever (the only definite. synonym is
"Epidemio cerebrospinal meningitis’); Diphtheria
{avoid use of "Croup”)_; Typhotd fever (never!report

1

“Typhoid pneumonis’); Lobar preumonia; Broncho=
pneumonia (“Preumonis,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, ets.,

. Carcinoma, Sarcomia, ete., of ———--—— (n&me ori-

gin; “Canoer’ is less deﬁmte avold use of “Tumor”

for malignant nooplasm); Measles, Whaoping cough,
Chronic valvular heart diseaze; Chronie inlerstitial
nephritis, oto, 'The oontributory (secondary or in-
terourrent) affection need not be stated unless im-
portant. Example: Measlea (disease oausing death),
99 ds.; Bronchopneumonia (sseondary), 10 ds. Never

" report mere symptoms or terminal conditions, such

as ‘“‘Asthenia,” ‘‘Anemia” (merely aymptomatlo),
“Atrophy,” ‘‘Collapse,” ‘“‘Coma,” *'Convolsions,”

“Debility" (“Congenltal,” “Senile,” ete.), *Dropsy,’.
“Exhaustion,” “Heart fallure,” *Hemorrhage,"” *“In-
anition,” “Marasmug,” “01d age,” “Shook,” “Ure-
mia,” *“Weakness,” ets., when s definite disease can
be amsgertained as the oause. Always qualify all
diseases resulting from echildbirth or miscarriage, as
“PUBRPERAL seplicemia,” *PUERPERAL perilonilis,’
ote. Siate oause for whioh surgical operation was
undertaken. For VIOLENT DRATHA state MBANS OF
injury and qualify 88 ACCIDENTAL, SUICIDAL, OF
HOMICIDAL, or &8 probably such, if imposeible to de-
termine definitely., Examplea: Aecidental drown-
ing; struck by railway irain—acecidend; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture

-of ‘skull, and concequences (e. g., sepsis, iclanus),

may be stated under the head of “Contributory.”
(Recommendations on statement of osuse of death
approved by Committee on Nomenclature of the
American Medioa! Association.)

Note.~Individual ofices may add to above st of unde-
sirable terms and refuse to accept certificates containing them.
Thus the form In use in New York City states: * Certificates

* will ba returned for additional information which give any of

the following diseases, without explanation, as the sole cause
of death: Abortion, cellulitts, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
pecrogls, peritonitls, phlebitls, pyemia, septicemia, tetanus.’
But general adoption of the minimum st suggested will work
vast improvement, and its scopa can be extended at a later
date. !

ADDITIONAL SPACE FOR FURTHER STATEMENTS
BY FHYSICIAN,



DEPARTMENT OF COMMERCE ) E. T. McGaugh, M. D.,
Special Agent,
Jeffarson City, Mo.

BUREAU OF THE CENSUS

WASHINGTON

Dear Sir:

t It is essential that death certificates be complete in every particular in or-
der that proper classification may be made. You are therefore reduested to make
every effort to obtain the following information, indicated by check marks, lacking

v from the death certificate.

;-\Name: g J/ﬁﬁ’% %Mfém/&_{/ @M/é@

'.Whodiedat (/20 aar ZEGd:' ,MA/‘/’7 4 /7T &5

¢ Residence: No. St. /
(1f ronresident, city-or town)

Length of residence in city or
, town where death occurred: Years Montihs Days
Sex 222 Color or race__(«/ Single, -maprted, widowed or divorced:

e: Years (0'7 Months /I Days O

:Date of birth

_Occupation: (a)} Trade, lprofession, or {b) Industry or business in which

particular kind of work done, as spinner, work was done, as silk mill,

sawyer, bookkeeper, et%.?_ . saw mill, bank, etc.

aAnaco )

Date deceased last worked at this occupgtjon: Month Year

Birthplace (State or country) ﬂ.ﬂh - TN

Birthplace of father (State or country) r O v

Birthplace of mother (State ¢gx country) Annad st .

Pringipal cauge ﬁf death: L decelaf 4% : [ G2,
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Other contributory t©auses of importance_m.qgg_‘d 7

Name of operation AN Date of__ o

What test confirmed diagnosis? Was there an autopsy?__2+9

Ir death was due to external causes (violence) fill in also the following:

Accuient, suicide, or homicide? Date of injury , 19
IJWhere did injury occur? R ) .

(Specify city or town, county and State) % .

- . - . . o . 9

Specify whether injury occurred in indusiry, in home, or in publicf place. \

’

Manner of injury_LmJ_mM__‘z_mJ - VY
Nature of injury hY IW Naake. 4
Was disease or injury in any way related to occupation of deceased? 268

If so, specify o
Name of physician S, L

_ _ . Address yof f physician m‘m r ..-
~ St

Signature of Registrar— g "__ Date filed “‘

This information is sought for statlstlcal purposes only and in offier (
official report may be complete and correct. Please reply promptly using the
closed official envelope which requires no postage.

Reg. Dist’\No. ayo?é _ Very truly yoursé = .

Prima/zw Reg. Djist. No. édf7

Speclal Agent.







