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Revised United States Standard
Certificate of Death

(Approved hy :U. 8. Census and American Public Health
Aszoelntion.)

Statement of Occupation.—Precise statement of
ocoupation is very important, so .that the relative
healthfulness of various pursuits can be known. The
. question applies to each and every person, irrespoc-
tive of age. For many oooupations s single word or
term on the first line will be suflicient, v, g., Farmer or
Planter, Physician, Campoaitor. Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, eto.
. But in many dases, especially in industrial employ-
ments, it is necessary to know (a) ‘the kind of work
and also (b) the pature of the business or industry,
and therefore an additional line is provided for the
iatter statement; it should be used only when needed.
As examples: (a) Spinner, (b) Colton mill, (a) Sales-
man, (b) Grocery, () Foreman, (b) Automobile fac-
tory. The material worked on may form part of the
second statement, Never return **Laborer,” *Fore-
man,” “Manager,” “Dealer,” etc., without more
procise specifieation,” as Day laborer, Farm laborer,
Laborer—Coal mine, ete. Weomon at home, who are
engaged in the duties of the household only {not paid
Housekeepers whid receive a definite salary}, may be

entered as 'letf'wtfc. Housework or At home, and.

chlldren, not gainfully employed, as At school or At
home. Care ghould be taken to report specifically
the oecupations of persona engaged in domestic
service for wages, a8'Servant, Cook, Housemaid, eto.
If the oocupation has been changed or given up on
aoccount of the DISEASE CAGSING DEATH, state ocou-
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 8 yrs.) For persons who have no oooupation
whatever, write None. -
Statement of Cause of Death. ——Nnme, first,
the DIBEABE CAUEBING DEATH (the primary affestion
with respecdt to time and causation), using always the
same aocopted torm for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio eerebrospinal meningitis’'); ~Diphtheria
{nvold use of “Croup’); Typhoid fever (never report

- “PUBRPERAL pcrntomm. eto.

“Typhoid pneumonia'); Lobar pneumonia,; Broncho-
preumonia (* Pnoumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, peritoneum, oto.,
Carcinoma, Sarcoma, ota., of . ......... {name ori-
gin; “Cancer'’ is loss definite; avold use of “Tumor*
for malignant neoplasma); Measlea, Whooping cough,
Chronic valvular heart diseasze; Chronic inlerstitiel
nephritis, ote. The eontributory {sccondary or in- -
tercurrent) affection nead not be stated unless lm-
portant. Example: Measies (disease causing death},
29 ds.; Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or termingl conditions,
such as *‘Asthenia,” ‘*Anemia’ (merely symptom-
atio),. "*Atrophy,” ‘“Collapse,” ‘“*Coma,” *‘Convul-
sions,” “Debility'" (**Congenital,” *Senils,” eto.),
“Dropsy,” ‘Exhaustion,” “Heart failure,” *'Hem-
orrhage,” “‘Inanition,” ‘“Marasmus,’” *“0Old age,”
“Shook,” *Uremia,” *Weakness," eote., when a
dofinite diseage can be ascertained as the oause.
Always qualify all diseases .resulting from ohild-
birth or miscarriage, 88 ‘‘PUERPERAL ucpucemw

- State cause- for
which surgical operation was underwken. For
VIOLENT DEATHS state MEANS oF INJURY and quality
88 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, Or &8
probably such, i impossible to determine dotinitely.
Examples: Accidental drowning; struck. by rail-
way (rain—acciden!; Revolver wound of head—
homicide, Poisoned by carbolie acid—probably suicide.

"The nature of the injury, as fracture of skull, and

eonsequences (6. g., sepeis, lelanus), may be stated
under the head of **Contributory.” (Recommenda-
tions on statement of cause of death approved by
Commitiee on Nomenclature of the American

Moedioal Assooiation.) .

- . 1
Nore.—Individual ofitces may add to above list of undesir-
able terms and refuse to accept certificates containing them.
Thus the form in use In New York City states: ' Cortificates
will be returned for ndditional Information which give any of
the following diseases, without oxplanation, as the sole cause

. of death: Abortlon, cellulitis, childbirth, convulsions, hemor-

rhage, gangrene, gastritis. erysipelas, meningitls, miscarriage,

'necrosis. perftonitis, phlebitis, pyemin, septicemia, tetanus,'

But gencral ndopt.ion of the minimum List suggested wili work
vast improvement, and its ucope call be extended at a later
date.
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‘cated by check mar lacking from the death certificate:
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< |
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. [ o v s
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Where wae disease contracted? _

d

e s e e et et e e e et s iy s

Did operation precede death? ____ D - Date of _

What test confirmed diagnosis?

Was there an autopsy?







VALKER, QOeorge

Dr. L. C. Obrock,
779 LeMay Ferry Road,
51 .Louis, Mo,

Dear Sire-

‘ Receipt is acknowledged of your Form No. 2, relative to the above
— named former patient of this hospital. It is regretted that this Fomm_

) ~ cannot be signed by any member of the staff because the Form as written
I is inaccurate and is not in accordance wilth the death certificate as
. roeturned from this hospital. It is also regretted that it is not

‘ possible to inform you where the disease to which his death was due was
- contracted, namely, Chronic Myocarditis, as this is unknown.

With reference to the appended glip requesting the cause for the
relief for which the operation was performed, you are advised that when
at this hospital, this patient under went thres operations under the
direction of Dr. V.P.Blair, for the removal of a scar which was the
result of a gun sho! wound, which the patient's hisiory indicates occurred
about November 2,1918, These operations involved the skin only, were
performed under local anesthesia, healed within five days with no
suppuration, and could not possibly have been in any way contributory
to his death.

Tou are further advised that both the valrular heart disease and the
myocarditis existed prior to his entrance to this hospital as shown by

- records in fila.

AN ‘ \

By direction:

Votboee 1 snli

HATHAN BARLOW,M.D.
Clinical Director.







