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Revised United States Standard
Certificate of Death

[(Approved by U 8, Census and Ameriean Publle Health
Assoclatfon.)

Statement of Occupation.—Precize statement of
ooccupation is very important, so that the relative
healthfulness of various pursuits can he known. The
question applies to vach and every person, irrespee-
tiva of age. For many ocoupations a single word or
term on the first line will bo suffteient, e. g., Farmer or
Planter, Physician, Composiior, Archilect, Locomo-
tive Engineer, Civil Engincer, Stationary Fireman, eto.
But in many cases, especizlly in industrial employ-
ments, it is necesrary to koow (e) the kind of work
end also (h) the nature of the business or industry,
end therefore an additional line is provided for the
tatter statement; it should be used nnly when needed.
As examples: {a) Spinner, (b) Cotton mill, (a) Sales-
man, (b) Grocery, {a) Foreman, (b) Automobile fac-
tory. The meteria!l worked on may torm part of the
second etatement. Never return Leborer,” “Fore-
man,” *“Manager,” “Dealer,” eto., without more
precise specification, ns Day lahorer, Farm laborer,
Laborer—Coal mine, ete. Women at homu, who are
engaged in the duties of the honschold only {not paid
Housckeepers who reeive o definite salary), may be
entered as Hougewifs, Housework or At home, and
ehildren, not gainfully employed, as Atf school or At
home. Caro should be taken to report specifically
the ocoupations of persons engaged in domestie
service for wages. ca Servant, Cook, Housemaid, ato.
it the oceupation has been changed or given up on
eccount of the DISCASE cAUBING DBATH, state occu-
pation at beginning of illness. If ratired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 8 yrs.) For persons who have no occupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the DisEasn causing pEaTH (the primary affeotion
with respect to time and causation), using always the
same sooepted term for the same disease. Examples:
Cerebrospinal fever (the only definite aynonym is
“Epldemic oerebrospinal meningitis'’); Diphtheria
{avoid use of “Croup'’); Pyphoid fever {never report

“Typhoid pneumonin’); Lobar preumania; Broncho-
preumonia (*Preumonia,” unqualified, is indefinite);
Tubcreulosis of lungs, meninges, periloneum. oto.,
Carciroma, Barcorra, ete,, of.......... (name ori-
gin: “Cancer"’ in lesa definite; avoid use of “Tumor”
for melignont nroplasma); Measles, W hooping cough,
Chronie rvalvular hearl disease; Chronic intcrastitial
nephritis, ete. The contributory (srcondary or in-
torourrent) affestion nead not be stated unless im-
portant. Example: Measles (diseaqe cauring death),
29 ds.; Bronchopnreumonie (secondary), 10 ds.
Never report nirre symptoms or terminal conditiona,
such as ‘‘Asthaenia,’” *Anemiz" (mercly symptom-
atie), “Atrophy,” *“Colizpse,” *'‘Coma,” *'Convul-
nions,” “Debility” {(“Congenital,” *Benile,” ete.),
“Dropay,” ‘“Exhaustion,” “Heart failure,” “Ilem-
orrhage,” ‘‘Insonition,” *“Marasmus,” *“0Old age,'’
“Shoek,” “Uromia,” *Weakness,” ete, when a
dofinite disense ean be asecrtained as the cause.
Alwoya qualify o1l diseases resulting Prom chitd-
birth or misearrirge, as “PCCRPERAL gcplicemia,”’
““PURRPERAL pecrilonifis,”’ eto. State cause for
whieh surgleal operation wos underteken. For
FYIOLENT DEATHS 8tate MpANs or 1NJURY end qualify
88 ACCINENTAL, BUICIDAL, OF HOMICIDAL, OF @8
prebably auch, if impossible to determina definitely,
Examples: Accidental drowning; ctruck by rail-
way lrain—aceident; Rovolver wound of heud—
homicide, Poisoncd by carbolic acid—probably cuicide.
The nature of the injury, as fracture of akull, and
consequences (e. g., sepsis, felanus), may be vtated
under the head of “'Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committer on Nomenecloture of the American
Medien! Association.)

Norn.—Individuct ofiices may add to above list of undesir.
able terms and refuse to accept certificates contalning thom
Thus the form In use In New York City states: ' Qertificate:
wiil be returnod for additional Information which glve any of
the following digeascs, without explanation, no the sole cause
of death: Abertion, cellulitis, childbirth, coavulslons, hemor-
rbage, gongrene, gartritis, erysipelas, meniogitia, miscorriage,
neerostn, peritonitis, phlebitis, pyemis, eepticemia, tetanus.
But general adoption of the minimum Ust sugrested will worlk
vact improvement, and it2 scope can be extended it a Inter
dnta
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Name: CR_J&ll»ea:t' 1&4. 614429_ ;
Who died at: L{J&/‘Lﬁkﬁv; (?&75433 on el :2‘7 L7

Residence: No. o st. B
(if nonresident, city or town)

Length of residence in city or,

town where death occurred: Years _________ Months _________ Pays _____
Sex: ______ Color or race: ______ Single, ma}ried, widdﬁed or.divorced: _____
Date of birth: | —___'Age: Years ____ Months ______ Days _____
Occupation: (a) Trade : (b') Industry: _ )
Birthplace (State or counfry) S T -

Birthplace of father (State or country)

Birthp;ace of mother (State or country)

CAUSE OF DEATH: Mm__ Mx:.:%&a____@/&ﬂ&w

T gobntributory: _
Jt—jz m:ﬁﬁ;;?

bid operation'preCede death? _ VAo o -bate.of‘_fafé,/’Q—J‘
_ : : - : .

Where wae disease contracted? .

-ﬁaa_there an_auiéﬁéy5 o What test conf1rmed‘diagnos1a9 . -

Name of physician:

Address of phyeicmn _.[_'_j%:ﬂ__ ez _%ﬂ =4
. # '







