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Statement of Occupation.—Preolse statement of
ccoupatlon 18 very Important, so that the relative
healthfulness of various pursuits oan be Known, The
question applies to ench and every person, Irrespee-
tive of age. For many ocoupations & single word or
term on the first line will ba sutficlent, e. g., Farmer or
Planter, Physician, Composilor, Archilect, Locomo-
tive engineer, Civil engineer, Stationary fireman, eto.
But in many cases, especially in fndustrial employ-

ments, it 1s necessary to know (a) the kind of wr-'-_

and also (b) the nature of the business or indust
and therefore an additional line 1 provided for
1atter statoment; itehould be used only svhen.n
As examples: (a) Spinner, (b) Colton mill; (a) Sa;
man, (b) Grocery; (a) Foreman, (b} Automobile f
tory. The material worked on may form part of ¢
second statement. Never return “Laborer,” ''Fore-
man,” “Manager,” “Dealer,” eto., without more
preolse speeification, as Day laborsr, Farm laborer,
Laborer— Coal mine, ote. Women at home, who are
sngaged In the duties of the household only (not patd
Housgekeepers who recelve a definlte salary), may be
apntered as Housewifs, Hotusework or At home, and
ohildren, not gainfully employed, as Al school or Al
kome. Care should be taken to report specifically
the ocoupations of persons engaged in domestio
gervioce for wages, a8 Servand, Cook, Housemaid, eto.
1t the ocoupation has been ohanged or given up on
account of the DIBBEASE CAUSING DRATH, state occu-
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 occupation
whatever, write Nona.

Statement of cause of Death.—Name, firat,
the piemasp cavsing pEATH (the primary affection
with respect to time and causation), using always the
same aooepted term for the same disease. Examples:
Cerebroapinal fever (the only deflnifte synonym fs
“Epidemio cerebrospinal meningitis'); Diphiheria
(avold use of “Croup™); Typhoid fever (never report

r

: .
*Typhoid pneumonia”); Lobar preumonia; Broncho-
prsumonia (“Pneumonia,” unqualified, 1s Indefinite};
Tuberculosts of lungs, meninges, peritoneum, eoto.,
Carcinoma, Sarcoma, ete., of .......... (name ori-
gin; “Cancer"” Is losa definite; avold use of 'Tumor”
for malignant neoplasms) Measles; Whooping cough;
Chronic valvular heart dijeass; Chronic snterstitial
nephritie, eto. The contributory {secondary or in-
tercurrent) affection need not be stated unlesa Im-
pertant. Example: Measlcs (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or terminal conditions,
such as *'Asthenia,’” “Anemta” (merely symptom-
atic), “'Atrophy,” “Collapse,” “Coma,” *Convul-
siens,” *“Debility’* (**Congenital,” ‘‘Senils,”" ete.),
“Dropsy,” ‘‘Exhaustion,” *“Heart taflure,” “Hem-
orrhage,” “‘Inanition,” *“Marasmus,” “Old agse,”
“Shoek,” ‘“*Uremia,” *“Waakness,” eto.,, when a
definite disease con be ascertained as the ocause.
Always qualify all diseases resulting from ohlild-
hirth or -misearriags, a8 "Punapsmn septicemia,”
“PuERPERAL perilonitis,” Teto. " Btale owuse for
which surgical operation was undertaken. For
VIOLENT DBATHS state M3ANS or INJURT and qualily
a8 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, OF A8
probably such, if Imposaible to determine definitely.
Examples: Accidental drowning; struck by rail-
way irain—accident; Revolver wound of head—
homicide; Poisoned by cerbalic acid—probably suicids.
The nature of the injury, as fracture of skull, and
conseguences (e. g., sepsis, lefanus) may be- stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature of the Amerloan
Medieal Asscciation.) -

Nota.—~Individual offices may add to above 18t of undealr-
able terms and refuse to accept certificates countalning them.
Thua the form In use in New York Oity statea: “Oertificates
will be returned for additional {nformation which give any of
the following diseases, without explanation, ns the sole cauwe
of death: Abortion, cellulitis, chlldbirth, convulsions, homor-
rhage, gangrono, gastritls, erysipclas, meningitis, mlscarrlagu.
necrosis, peritonitis, phlebitis, pyemia, septicem!a, tetanus.'
But general adoption of the minimum Ust suggested will work
vast Improvement, and 1ta scope can be extonded at a later
date.
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