PHYSICIANS phould state

Exnaot statement of OCCUPATION is very important.

AGE should be stated EXACTLY.

CAUSE OF DEATH in plnin terms, so that it moy be properly clasaified.

N. B.—Every item of informaiion liloﬂld be carefunlly scpplied.
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16 DATE OF DEATH,

4 A (Write the word
6 DATE OF BIRTH - -
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7 AGE q
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1 day,......hrs.
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8 OCCUPATION
(a) Trade, profassion, or
particular kind of work

(b) Genaral'nature of industry
business, or eatablishmant In

which employed (or employer) ... e A S ae et enn s rm e e e erae e e
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State or forcign country) -

11 sIRTHPLACE
OF FATHER
(Chty or town, State or fo

W iotmite e L1813,

and that death occurred, on the date stated above, at

The CAUSE OF DEATH* wan ac follows:
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(Address)

12 MAIDEN NAME
OF MOTHER

PARENTS

*State the Disease Causing Death, or, in deaths from Violent Causes, state
{1) Maans of Injury; and { 2) whether Accidantal, Buicidal or Homicidal.

13 BIRTHPLACE
OF MOTHER i
{City or town, State or foreign '

14 THE ABOVE IS UE TO THE BEST OF MY KNOWLEDGE

(Informant) ...

1IBLENGTH OF RESIDENCE (For Hospitala, Institutions, Transionts,
or Racent Residents)
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LStq ent of oooup‘ptlon.—Prec;tﬁé s%aé::t of oc-
txon ns very.important, so that Jhe rclafive health-
fu[ S5 of‘varlous pttr.su&'s can be kn }j‘- 938 questidon
applies &3 each<agd every person Tirfs gve,-of age.
For'many occtipatjons al smgle ward or term<on the first
line will be suﬂig;ilt e. g., Farmer or Planter, Physician,
Compositor, Afchitbct, Locomotive engineer, Civil enginect,.
Stationary firemiin, etc. But in many cases, especially.in
industrial employmentsi=it is necessary to. Lnow {a) the
kind of work and also the nature of the” busmess or
industry, and therefor‘e additional line is pmvnded for
the latter statement; rﬂould be ugéd only when needed,
As examples: {a) Spfmnq, {b) Cotion mill; (a) Salesman,
(b) Grocery; {a) Fore , (b} Awuitomobile faciory. The
material worked on form part of the second state-
ment. Never return ’ borer " “Foreman,” "Manager,”
“Dealer,” etc., without m ecise specification, as Day
laborer, Farm laborer, Laborer—Coal mine, etc. 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, Housework, or Af home, and
children, not gainfully employed, as 4t school or At home.
Care should be taken to report specifically th'é-occupations
of persons engaged in domestic service for wages, as Serv-
ant, Cook, Housemaid, etc. If the occupation has been
changed or given up on account of thetDISEASE CAUSING
DEATH, state occupation at beginnin®®f illpess. If re-
tired from business, that fact m be lndxcated thus;
Farmer (retired, 6 yrs.} For pe who have no occu-
pation whatever, write Nowe. ?

Statement of cause of death.”” %\Iame, =ﬁrst' the
DISEASE CAUSING DEATH (the primary affect.mn with re-
spect to time and causation), using always the same
accepted term for the same disease. Exam les Cere-
brospinal fever (the only definite syhonym is "Ep1demxc
cerebrospinal meningitis''); szmrm (a,vo:d use of
“Croup''); Typhoid fever (never report Typhmd pneu-
monia”); Lobar pneumonia; Bronchopneumonia (“Pneu-
monia,” unqualified, is indefinite); Igberculosis of lungs,
meninges, perilonaeum, etc., Carcinvila, Sarcoina, etc!' of

... (name origin; “Cancen is less definite; avoid
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use & “Tumor for. malignant neéplasms) Measles;
Whoopiﬁg caugh Chromr: valvular heart dtssase, Chronic
inteperitlal mphrdrs, ete. The contribdtory (secondary
or mterc‘.!rrent) affection need not be gtated -unless im-
portant. Example: Measles Adisease %using death},
29 ds, Bronchopnemonia  {secondary}, 10 ds. Never
report -fere -€ymptoms or terminal conditions, such as
“Asthenia,” ' Anaemia’ (merely symptomatic)," Atrophy,”
”Co]laﬁsle,'_’ “Coma “Cenvulsions,” “'Debility” (*'Con-
genital,” "‘Senile,” e‘&}); "“Bropsy,” "'Exhaustion,” “'Heart
failure,” “Haemcrrii¥ge, ™ Inanition,” “Marigmus,” “Old
age,”” “Shock;” “Urae?ﬂg" “Weakness,” etc., when a
definite disease can be af®rtained as the cause. Always
qualify all diseases resutting from childbirth or mis-
“PUER septichaenvia, SMPUER PERAL
perifonitis,” ete. State cause for which surgical operation
was undertaken. Fpr VIOLENT DEATHS state MEANS Or
INJURY and qualify.as ACCIDENTAL, SUICIDAL, ORwHOMIT™
CIDAL, Or as prababﬁy such, if impossible,to det&minc,
definitely. Examplls: Accidental drowning; Sg‘uck by~
ratlway train—accidnt; Revolver wound of head—homicide;™
Poisoned by carbolic acid—probably suicide. The nature
of the injury, &s fracture of skull, and consequences e’
sepsis, letanusy may be stated under the head of “Con-
tributory.” (Reconfinendations on statement of cause af
death approvccl"by Committee on Nomenclature of the
Armnerican Medu}:al Association.)
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