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PERSONAL AND STATISTICAL PARTICULARS
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( Married, i t 

Widowed, v m / <
' or Divorced wR∣τtτH⅛ word

5a If married, widowed, or divorced 
HUSBAND Of -
(or) WIFE of

6 DATE OF BIRTH
(M< nth) (Day) (Year)

7 AGE

8 OCCUPATION OF DECEASED
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particular kind of work.... ∕LjC

(b) General nature of in
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ployed (or employer).....................
(c) Name of employer
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(State or country)

10 NAME OF FATHER
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(State or country)

(City or 
R Tpwn)...

12 MAIDEN NAME OF MO^⅛X

13 BIRTHPLACE OF MOTHER 
(State or country)

(City o∕ 
PR Towrf).

14
Informant .,.t..k 

(Address)

MEDICAL CERTIFICATE OF DEATH

1G DATE OF DEATH (Month, day „ - _ .
and yea⅛ ■ Zj L

17
I HEREBY CERTIFY, That I attended deceased from 

..................................................... 19....... , to........................-........-....... , 19......... 

that I last saw h............... alive on....................................  ,i.19.,........,

and that ,deathpccurred, on the date stated above, at⅛...-χX^5L
The CAU⅛4f DEATH* w¾s^s foll^vs÷^ /) --

....... .................................... ½j< 
—................................................................................................“............................  

<≤............................................(duration)................yrs.................mos................. ds.

CONTRIBUTORY ..........................................................-...........................................................
(Secondary)

......................................  (duration)................yrs.................mos.............. ,..ds. 
18 Where was disease contracted

if ndt at place of death?..................................................................................

Did an operation precede death?............... Date of....................................  

Was there an autopsy?—..... 1.........................................-..................................

What test confirmed diagnosis?........................................................................

(Signed) .......................................................................................................  M. D.

19 (Address)

♦State the Disease Causing Death, or in deaths from Violent 
Causes, state (1) Means and Nature of Injury, and (2) whether 
Accidental, Suicidal, or Homicidal. (See reverse side for addi- 
tio≡l sp⅛ce.)

19 place of Burial, Cjrenpιtion, or R emoval Date of Burial 
or Removal 

19*

20 UNDERTAKER .ψΓ^⅛ESS^
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very item of inf

ormati
on should be car

efully supplied. AGE should 
be stated EXACTLY. PHYSICIANS should stat

e CAUSE OF 
DEATH

 in plain terms, 
so that it may b

e properly class
ified. Exact statement of OC

CUPAT
ION is very impor

tant. See instructions on 
back of certificate.



REVISED UNITED STATES STANDARD CERTIFICATE OF GEATH; , proved by U. S⅜ Census and American Public Health Association]
Ftatepιent of occupation.—Precise statement of occupation is very important, so that the relative healthful-, a - of various pursuits can be^ħpwn. -The √Jt^estiΘn as do peach and every per⅛‰μ4rresρect⅛et of ⅛ >.foς-many occupations a single wc⅛dj or ter∣n φi ⅛e ' A r lfne will be sufficient, e. /, F⅛^}e⅛or∙ Ilζ^ 

TAcm. Compositor, * Architect, Locomotive engineer, i 
√⅛ e^neeτ, Stationary fireman, etc. But in many /Mes, Especially m industrial employments, it is neces-∕ ∙.vy ⅜o know (σ) the kind of work and also (&) the i : ere of the Business or industry, and therefore an additional line is provided for the latter statement; itb⅛used only when needed. As examples: (a) / 

Cotton mill⅛.,(a) Salesman, (b) Grocery; ∖a'^AAfremcoι, (lfi Automobile factory. The material γAkφl on may form part of/ the second statement.r return “Laborer,” “Foreman,” “Manager,” Mea⅛r,*, etc., without mo⅛ precise specification, ns Dριy laborer, Farm laborer, Laborer—Coal mine, 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, 
ΠousewoA, or AC home, and children, not gainfully employed, as At school or At home. Care should be taken to report specifically the occupations of persons en⅛i^d in domestic service for wag^, as Servant;, 

louseinaid,∙^tc. If the occupation lias b^h^ changed or /given up on’account of the ^is⅛se ^u^ng∣ : pφ state occupation atu beginning of illness. If∣ retired from business, that fact may be indicated thus : ∙ 
Farmer {retired, 6 yrs.). For persons who have no occupation whatever, write None.Statement of cause of death—Name, first the disease ‘causing death (the primary affection with respect to time and Causation), using always the same accepted term ror the 'Same disease. Examples : Cerebrospinal 
fever (the only definite synonym is ^Epidemic cerebro- M∏al meningitis”) ; Diphtheria (avoid use of “croup”) ; 
Typhoid fever (never report “Typhoid pneumonia”) ; 
Lobar pneumonia; Bronchopneumonia (“Pneumonia,” unqualified, is indefinite) ; Tuberculosis of lungs, men
inges, peritoneum, etc., Carcinoma, Sarcoma, etc., of .................. (name origin; “Cancer” is less definite; avoid use of “Tumor” for malignant neoplasms) ; 
Measles; Whooping cough; Chronic valvular heart 
disease; Chronic interstitial nephritis, etc. The con- wibutory (secondary or intercurrent) affection need not be stated unless important. Example: Measles (disease causing death), 29 ds.; Bronchopneumonia (secondary), 10 ds. Never report mere symptoms or terminal conditions, such as “Asthenia,” “Anemia” (merely symptomatic, “Atrophy,” “Collapse,” “Coma,” “Convulsions,” “Debility” (“Congenital,” “Senile,” etc.), “Drop- ,” “Exhaustion,” “Heart failure,” “Hemorrhage,” “Inanition,” “Marasmus,” “Old age,” “Shock,” “Uremia,”

X < *i'√" . . ∙,“Weakness,” etc., when a definite disease can be ascer- ’ tained as the cause. Always qualify ail diseases rebuking from childbirth or miscarriage, as 1/. . rpepλl sep
ticemia” “Puerperal peritonitis,” etj> .Wie cause for which surgical" operation was undertaken. ⅛.√m deaths, state means of injury aħd :fy as accidental, suicidal, or homicidal, or as probably such, if impossible to determine definitely. √Exam^s: Acci
dental dr^ιιing^ ^ilwa^ t^ain—accident;
Revolver wound ofneda—homicide Poisoned by car
bolit acfd-yproFably suicide-. The nature M the -mry, . as/fr¾dtuje of s^ull,⅛iiφ^c^nsequeπces ce. g., Apsis, ■ tetanus) may be stated under the head of “Contributory” ? (Recommendations on statement of cause of death approved by Committee on Nomenclature of the American Medical Association.)√ A L⅛ CERTIFICATES ITTEN
PLAINLY, WITH UNFADING BL^CK INK.

INFORMANT’S SIGNATUREItems 1 to 13; inclusive. must be made over ⅜⅛e signa
ture of the informant.

MEDICAL CERTIFICATE OF DEATH3 Items 16 and 17 to be made over the signature of the physician or 6the∕ person responsible for making this portion of the cert¾
UNDERTAKER’S SIGNATUREAll death certificates must be made over the signa

ture of the Undertaker or person acting as such.
RUBBER STAMP SIGNATURES NOT PERMITTED

Informants, Physicians, Coroners, Undertakers and 
Registrars must not use rubber stamp signatures—death certificates will be permanently preserved, and to be of value for legal purposes—all signatures must be written 
with unfading black ink.


