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Statement of Occupation.—Preclse statemont of
cooupsation ls very important, so that the relative
henlthfulnens of varlous pursuits can be known. The -
question applies to each and every perscn, {rrespec-
tive of age, For many oscoupations & slogle word or
term on the firat line wiil be sufficlent, 6. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive enginesr, Cluvil engineer, Stationary fireman, ato.
But in many cages, especially In Industrial employ-

and also (b) the nature of the business or industry, ,’

menta, it Ia necessary to know {a) the kind of work .-
and therefore an additlonal line ia provided for thi: - ¢

latter statemens; it should be used only when neoded,

Awn examples: (a) Spinner, (b) Cotton mill; (a) Sales-

man, (b) Grocery; {(a) Foreman, (b) Automobils Jae-"
tory. The material worked on may form part of the
sesond etatement. Never return “Laborer,” “Fore-
man,” *“Manager,”” “Dealer,” ote., without more
precise specifioatlon, ns Day laborer, Farm laborer,
Laborer— Coal mine, ota. )
engaged In the dutles of the household only (not paid
Housekeepers who receive & definite salary), may be
entered as Housewife, Housework or At home, and
children, not ga!nl’ully employed, as At school or Al
home. Care should be taken to report specifloally
the ocoupatléns of persons engaged in domestio _
service for‘waﬁ'éa. sa Servant, Cook, Housemaid, ete.
If the ecoupation has been changed or glven up on
account of the DIsEABR cavUsING DEATH, state ceou-
pation at beginning of lllness. It retired from busi-
ness, that faoct may be Indicated thus: Farmer {re-
tired, 8 yrs.) For persons who have no ocooupation
whatever, write None. :
Statement of cause of Death.—Name, first,
the DIBRASE caURING DEATH (the primary affection
with respeot to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym fa
*“Epidemlo ocerebrospinal meningitis}; Diphtheria
(aveld use of “Croup’); Typhoid fever {never report

.Rev{sed United State; Sta'ndard?
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: which surgical operation was undertaken,

" "Typhold pneumonta’™); Lobar pneumenia; Broncho-

preumonis (" Pnoumonis,” unqualified, is indefinites) :
Tuberculosis of lunge, meninges, perilonsum, ato.,
-Carcinoma, Sarcoma, 6to., of .. vueue.es (name ori-
gin; ‘“Caneer” is less deflnite; avoid use of “Tumer"’
tor mn.ligﬁr&xlt,"ﬁeoplnsms); Measles; Whooping cough;
Chronic="wnloular hearl diseass; Chronic inlerstitial
nephritie, ote. The contributory (secondary or in-
tereurrau%ﬂeotion need not be stated unloss im-
portant. S W%ample: Meaales {dizesse caueing death),
29 dir, Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal aonditions,
-such as “Asthenia,” “‘Anemis” (merely symptom-
atle), “Atrophy,” “Collapse,” “Coma,” “Convul-
slons,” *“Debility" (“*Congenital,” “Senile,”” sts.),
“Dropsy,” “Exhsaustion,” “Heart failure,” ‘‘Hem-
orrhage,” “Inanition,” “Marasmus,”” “Old’ ago,”
“Shook,” “Uremia,” *“Weakness,” ato., when &
définite disease can be ascertained as the oause.
Always qualify all diseases resulting from ohild-
birth or misearriage, as “PUERPERAL seplicemia,”
“PUERPERAL perifonilia,” eto. State cause for
For
VIOLENT DEATHS 8late MEANS OF INJURY and qualily
83 ACCIDENTAL, SUICIDAL, Or HOMICIDAL, OF &%
probably such, if impossible to determine deflnitely.
Examples: Accidental drowning; struck. by rail-
way lrain—accident; Revolver wound of head—
komicide; Poisoned by carbolic acid—probably suicide,
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, tstanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature of the Amerloan
Medical Assoeiation,)

Nors.—Individual ofice# may add to above list of undosic-
able torms and refuss to nccept certificates containing them.
Thus the form In use in New York Oity states: *'OCertificatos
will be returned for additional Informntion which glve'any of
the following diseases, without ayplanation, as the sole causo
of death: Abortion, cellulitta, chtldbirth, convulslons, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosis, peritonitis, phlebitia, pyemia, sopticomia, tetanus.'
But general adoption of the minimum list suggeated wiil worl
vast Improvement, and it8 scope can be extendsd at a later
date. ' .
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