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Statement of Occupation.—Praolse statement of
oooupation Is very Important, so that the relative
healthfulness of various pursufts can be known. The
question applies to eaoh and every personm, Irreapec-
tive of age. For many oocupations a single word or
term on the first line will he sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive engineer, Civil engineer, Stationary fireman, oto.
But in many oases, ezpeoially in Induatrial employ-
ments, it Is necessary to know {a) the kind of work
and also (b) the nature of the business or industry,
and thersfore an additional line s provided for the

latter statement; it should be used only when needed, . A

Ap examplea: (a) Spinner, (b) Cotton mill; {(a) Sales-
man, (b) Grocery; (a) Foreman, (b) Automobile fac-
tory. The material worked on may form part of the
second statemént. Nover return “Laborer,” “Fore.
man,” “Manager,” *Dealer,” ato., without mors
Precise apeecification, as Day laborer, Farm laborer,
Laborer— Coal mine, ete. Women at home, who are

engaged in the duties of the household only (not paid -

Housekeepers who recsive a definite salary), may be
entered as Housewife, Housework -or At home, and
children, not geintully employed, as At achool or At
home, . -Caps should be taken to report specifioally
the og"uhpgxqions of persons engaged In domestio
serviae-lorﬁa‘ges, an Servant, Cook, Housemaid, eto.
It the ocoupation has besn changed or giver up on
aocount of the pisEase cAvUBING DBATH, state ocou-
pation at beginning of illness. It retired from busi-
nesg, that faot may be indicated thus: Farmer (re-

tired, 6 yrs.) For persons who bkave no cosupation .

whatever, write None. . :
Statement of cause of Death.—Name, first,
the p1szasE CAUBING DEATH (the primary affecton
with respeot to time and oausation), using always the
same accepted term for the same disease, Examploes;
Cerebrospinal faver (the only definite synonym {s
“"Epidemie ocerebroapinal meningltis™); Diphtherig -
(avold use of “Croup"); Typhoid fever (nover report

Revised United State;s Sté\ndard‘:

“Typhold pneumonta™); Lobar preumonia; Broncho-
preumonia (“Pneumonts,” unqualified, {3 Indefinite);
Tuberculosts of lungs, meninges, periloneum, ato.,

Carcinoma, Sarcoma, eto., of ..........(name ori-
gin; “Cancer” is lozs definite; avold usé of *Tumor"
for malignant neoplasms)} Measles; Whooping cough;
Chronic valvular heart dizease; Chronic interstitial
nephritis, eto. The contributory (secondary or in-
tercurrent) affection need not be stated unless {m-
portant. Example: Measles (disease causing death),
£9 ds.; Brenchopneumonia {secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as “Apthenia,” “Anemia’ (merely symptom-
atic), ‘‘Atrophy,” “Collapse,” “Coma,” *“Convul-
sions,” *Dability" (“Congenltdl,” “‘Senile,” eto.),
“Dropsy,” “Exhaustion,” “Heart fallure,” “Hem-
orrhage,” “Inanition,” “Merasmus,” “0Old age,”
“Shock,"” “Uremia,” “Woakness,” eto., when n
definite disease can be ascertained as the ocause,
Always qualify all diseases resulting from ohild-
birth or misoarriage, as “PuerrEnaL aepticemia,”
“PUERPERAL peritonitis,” eto. State ocause for
which surgical operation was undertaken, For
VIOLENT DEATHS state MEZANS OF INJURY and qualify
48 ACCIDRNTAL, SUICIDAL, OF HOMICIDAL, Of a8
probably such, it {mpossible to determine definitely.
Examples: Accidental drowning; struck by rail-
wey irain—accident; Revolver wound of head—
homicide; Poisoned by carbalic acid——probably suicide.
The nature of the injury, as fracture of skull, and
eonsequences (e. g., sepsis, letanus) may be atated
under the head of “*Contributory.” (Recommenda-
tions on statement of vause of death approved by
Committee on Nomenelature of the American
Medical Assooiation.) .

Nota.—Individual offices may add to above lst of undesir-
able terms and refuse to accept certificates contalning them.
Thus the form {n use in New York Qity states: *Cortificates
will be returned for additional information which give any of
the following diseases, without explanation, as the #ole cauwe
of dcath: Abortlon, celtulltls, childbirtk, convulslons, hemaor-
rhage, gangrene, gastritis, erysipelna, meningitis, miscarriags,
Rtecrosis, peritonitis, phlebitls, pyemia, sapticemia, tetanus,””
But general adoptlon of the minimum list suggosted will worlk
vadt lmproveiment, and its acope can be oxtonded at a lator
date.
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