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Revised United States Standard
Certificate of Death

(Approved by U. 8. Oonsus and American Publlc Health
Association.)

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 ench and every person, irrespes-
tive of age. For many occupations a single word or
term on the first line will he sufiicient, e. ., Farmer or
Planter, Physician, Compositor, Architeet, Locomo-
tive Engineer, Civil Ergincer, Stationary Fireman, eto.
But in meny cares, especially in industrial employ-
ments, it is necezanry to know (a) the kind of work
and also (b) the nature of the business or industry,
and therefore an additionsl line is provided for tho
Iattor stetement: it should be used only when needed,
Aa examples: {a) Spinner, (b) Cotton mill; (a) Sales.
man, (b) GQrocery; (a) Foreman, (b} Automobile fac-
tory, The matericl worked on may form part of the
socond statement. Never return ‘‘Laborer,’” *“Foro-
man,” “Menager,” *“Denler,” ete.,, without more
precise specification, as Day laborer, Farm laborer,
Laborer—Coal mine, ete. Women at home, who are
engaged in the duties of the household only (not paid
Housckeopers who receive a deflnite salary), may bo
entered as Housewife, Houscwork or At homs, ond
children, not gainfully employed, as A¢ achoof or &i
kome. Care should be taken to report specifically
the oocoupations of persons engaged in domestic
servioe for wages, as Servent, Cook, Housemaid, oto.
If the occupation has been ehanged or given up on
acoount of the pisEABSE CAUBING DEATH, state ooou-
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: Parmer (re-
tired, 8 yra,) For persons who have no ocoupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the pIABASE CAUSING DEATE (the primary affection
with reapeot to time and causation), using alwaya the
same accepted term for the ssme disease. Examples:
Cerebrospinal feocr (tho only definite synonym is
“Epldemic ocerebrospinal meningitis); Diphtheria
(avoid use of 'Croup’); T'yphoid fever (nover report

. -

“Typhold pneumeonia’); Lobar pneumonia; Broncho-
preumeonia (‘' Prneumonia,”” unqualified, I8 indefinite);
Tuberculosis of lungs, meningca, periloneum, eto.,
Carcinoma, Sarcoma, ete., of..,....,..{(name orl-
gin; *Cancer” is loss dofinite; avold nse of *Tumor"!
{or malignant neoplasma); Mcasles, Whooping cough;
Chronic rcalvular heari dizeass; Chronie sintersiftial
nephritis, eto. Tho contributory (stcondary or in-
terourrent) affcotion noed not be stated unless im-
portant. Example: Mcasles (disease causing death),
29 ds.; Bronchopneumonia (seocondary), 10 ds.
Nover report mere symptoms or torminal esonditions,
such as ‘“Asthenia,” “Anemia’ (merely symptom-
atie), “Atrophy,” *Collapsge,” *‘Coma,” “Convul-
sions,” *'Debility” (“*Congenital,”” *“‘Senile,” eto.),
“Dropsy,” ‘“Exbaustion,” “Heart failurs,” “Hem-
orthage.” *Inanition,” “Marasmus,” *“0ld age,”
“Shockl!' “Uremia,” **Weakness,”” ete., when a
deflnite diseasa can be nscertained ag the cause.
Always qualify all diseases resulting from ahild-
birth or miscarringe, ca “PUDRPERAL seplicemia,””
“PurrrERAl, perilonifis,” eoto. Btate ocausa for
which surgical operation was undortaken. For
VIOLENT DRATHS state MEANS oF INJURY and qualily
85 ACOIDENTAL, SUICIDAL, O HOMICIDAL, OF &9
probably suoh, if impossible to determine dofinifely
Examplea: Accidental drowning; sfruck by rail-
way train—accident; Revolver wound of head—
homicide, Poisoned by carbolic acid—probably suicide,
The nature of the injury, as fraoture of skull, and
consequences (e. 2., sepsip, fetanus), may be stated
under the head of Contributory.,” (Recommenda-
tions on statement of cause of death approved by
Committes on Nomenolature of the Ameriocan
Medical Asgoolation.)

Nors.—Individual ofices may add to abave lst of undesir.
able termy nnd refuse to accept certifcates confaining them.
Phus the form In nse In Now York City states: " Oortificata,
will be returned for additional information which give any of
the following diseases, withous explanation, as the solo cause
of death: Abortlon, celiulitls, childbirth, convulsiona, hémor-
rhage, gangreno, gastritly, erysipelas, meningitls, miscaryiage,
necrosts, peritonitfy, phlobitls, pyemia, scpticemia, tetanus.™
But general adoption of the minimum st suggested will work
vast improvomens, and its ecope can be extended at a later
date.

ADDITIONAL BPACH PON FURTH ER STATRMENTS
DY POTHICIAN.




