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Statement of Occupation,—Precise statement of

ocaupstwn is. very important, so that the relative

healthfulness of various pursuits ean be known. The
question applies to each and every person, irrespec-
tive of age. ¥or many ocoupations a single word or
term on the first lms will be sufficient, o. g., Farmer or
Planter, Phystcum-f Compoagitor, Archileet, Lotomo-
tive Engmscr, Cwﬂ Engineer, Stationary Ftrsman, -ato.
But in many ca.sas, especially in industrial employ-
ments, it is necessary to know {a) ths kind of work.

. and also (b) the nature of the buslness or industry, -
and therefore-an additional line is provlded for .the

Iatter statement; it should be used only when needed

As exa.mples {a) Spinner, (b) Colton mill; (a} Salcs--
man, () Grocery, (a}- Foreman, (b) Automobtle jac- )

tory. 'The material worked on may form part of.the
seoond statement. Never return “Laborer,” “Fore-

man,” “Manager,” “Desler,” ote., without* more

precise spemﬁoat.mn, as Day laborer, Farm taborer.'
Laborer— Coal mine, ete. Women at home, who arel
engaged in, ths duties of the household only (not paid
. Housekeepera who receive a definite salary), may be:
-entered aa Housswzja, Housework or /At home, and
‘ghildren, not gainfully employed, as Al school or At.
home. Care should be taken to report speelﬁoally‘
" the oceupations of persons engaged in domestio,
Housemalid, eto..
* If the occupation has been changed or given up on
account of the DIBEABE CAUSING DEATE, atate ooou-
. pation at beginning of illness. If.retired from busl-
ness, that faet may be indieated thus: Farmer (re-
tired, 6 yrs.) For persons who have no eccupa.tdon
whatever, write None.

Statement of Cause of Death.—Namae, ﬁrst,
the DISEABE CAUSING pEATH {(the primary affection’
with respeot to time and sausation), using always the.
same accepted term for the same disease.. Examples:!

.Cerebrospinal fever (the only definite synonym is’
'“Epldemia cerebrospiual meningitis’’); Diphtheria:
H{avoid uss of “Croup”); Typhoid fever (navsr report
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“Typhold pneumonia™); Lobar pneumonia; Broncho-
pnsumonia (“Pneumonia,” unqualified, 1s indefinite);
Tuberculosie of lungs, meninges, periloneum, eto.,

Carcinoma, Sarcoma, ete.,of . . . . . ., . {name ori-
gin; “Cancer” is less definite; avoid use of "Tumor

for ma.llgnant neoplasma); Measles; Whaapmg cough;
Chronic valvuler heart disease; Chronic interstitial
nephritis, eto. 'The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Moeasles (disease causing death),
~ 29 da; Bronchopnaumoma (seoondary).v ‘10 ds.
Never report.mere symptoms or terminal sonditions,

:_-_{ such as “Astheria,} “Apemis” (merely symptom-
2 atia),
" . gions,” “Dehlity" (“Congemtal " Sapile,” oto.}.

*Atrophy,” "Collspse " “Coma,” !Convul-

“Dropsy,” “Exhsustmn." ‘“Heart failure,” “Hem-
orrhage," “Ina.nil;:on . "Maru.smus " 0ld age,”
““Shock,” “Uremis,"” "Weakness . eto,,.'when a
definite dise@se can be n.soerta.insd as the onuse.
Always qualify all diseases- resultmg from ohlld-
birth or miscarriage, -as “PUEnPEmu. ssplicemzia,’”
“PUERPERAL 'pcrilanﬂi-i, 'ete. — State ocause for
which surgical operation was undertaken. For
‘YIOLENT DEATHS state MEANS oF INJURY and qualify
88 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, OF a8
_ probably such, if impossible to dstermine deﬁmtsly
Examples: Accidental drowning; siruck by rail-
way train—gccident; Revolver wound - of. “head—
homicide; Poisonsd by carbolic acid—tprobably suicide
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, ts!anus), may he_ stated
under the head of “Cont.nbutory. (Reoom'menda—
tions on statement of oause of death spprovad by
Committee on Nomenclature of the Amencsn

Msdmal Assooiation.} -

*
Norte.—Indlividusl offices may add to above list of undesir-
- able terms and refure to accept cortificates containing them.
Thul the form in use In New York Olty states: *'Qertificates

~ will be returned:; for ‘additional information which give any of

the following diseases without expianation, as the sols cause
: of death: Abortion, collulitis, ehildbirth, convulsions, hemor-
: rhege, gangrene, gastritls, erysipelas, meningitis, mlscarrlags
. necrosls, peritonitis, phlebitis, pyemis, eepticem!ia, tetanus.'
But genm-a.l adoption of the minimum lst suggested will work
vast improvement, and ita scops can be extended nt. a laur
datae. '
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