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Statement of Occupation.—Precise statement of
ocoupation is very important, so that the relative
healthfulness of various pursuits oan be known. The
question applies to each and every person, irrespec-
tive of age. For many ossupations a single word or
term on the first line will be suffictent, e. g., Farmer or
Planter, Physictan, Composiior, Architect, Locamo-
tive enginesr, Civil enginesr, Stationary fireman, gto
But In many oases, especlally {n {ndustrial -employ-
menta, it Is nec¥Rsary to know (a) the kind of “work

and also (b) the nature of the business or Industry,. .

and therefore an additional line Is provided for_the
latter statement; {t should be used only when ne ded
As examples: (a) Spinner, (b) Cotton mill; (a) ales-
man, (b) Grocery; (a) Foreman, (b) Automobile Jac-
tory. The material worked on may form part of the
seoond statement. Never return *Laborer,” “Fore-
man,” ‘‘Manager,” ‘‘Dealer,” etc., without more
precise specifioation, ag Day laborer, Farm laborer,
Laborer— Coal mine, ete. Women at home, who are
engaged in the duties of the household only (not pald
Housekeepers who receive a definfte snlary), may be
entered as Housswife, Housswork or At home, and
children, not gainfully employed, as At scheol or At
home. Care should bs taken to report specifically
the ocoupations of persons.engaged in domestic
sorvice for wages, as Servant, Cook, Housemaid, eto.
If the oooupation has been changed or given up on
account of the PIBEABE CADSBING DEATH, state ocou-
pation at beginning of illness. If retired from busi-
ness, that foct may be indicated thus: Farmer (re-
tired, 6 yre.) For persons who have no ccoupation
whatever, write None. ‘
Statement of cause of Death.—Name, first,
the pIBBASE cAUSING DEATH (the primary affeotion
with respeot to #ime and oausation), using alwaya the
saine agsepted term for the eame dizease. Examples:
Cerebrospinal fever {the only definite synonym is
“Epldemle serebrospinal meningitls'); Diphtheria
(avoid use of *“Croup’}; Typhoid fever {never report
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-orrhage,”
“*Shoaek,"”

“Tyrhoid pnéumonta’); Lobar pneumonia; Broncho-
preumonia (' Pneumonia,” ungualified, 1s indefinite);
Tuberculosis of lungs, meninges, periloneum, eote.,
Carcinoma, Sarcomasato., of........... (name orl-
gin; **Canaer” is less definite; avoid use of “Tumor”
for mahgna.nt noeplasms); Meusles; Wheoping cough,
Chronic valvular heart disease; Chronic intersiitial ¢
nephritis, ote. The contributory. (secondary or in-,
terourrent) affectlon need not be stated unless im-
portant. Exa.mplﬂ Measlea (djsease causlng death),
Branchopnsumoma (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as “‘Asthenia,” “Anemia” (merely symptom-
atio), “Atrophy;” “Collapse,” “‘Coms,” “Convul-
sions,” “Debility”’ (“Congenitsl,”” “Benils,” eto.),
“Dropsy,” “Exhaustion,” *“Heart faflure,” “Hem-
“Inanition,’s “Marasmus,” “0ld: age,”
“Uremia,” “Weakn%ss * gto,, when a
definite disea.ne ‘oan be mscertained s the eause. |

. Always qualify a.ll«diseases resulting from child-

birth or mlsoa,m'a.gq, ‘a8 “PUERPERAL 2eplicemia,”
“PUBRPERAL periloniitie,” eto. State causa for
which surgioal operat!on was undertaken. For
VIOLENT DEATHS sta.te MEaNs op INJURY and qualify
o8 AGC[DENTAL, BUICIDAL, OF HOMICIDAL, O 88
probably such, If impossible to determine definitely. |
Examples: Accidental drowning; struck by rafl-
way frain—accident; Revolver wound of head—
homicide; Potsoned by carbolic actd— probably suicide.
The nature of the injury, as fracture of skull, and
consequences (e, g., sepsis, lefanus) may be stated
under the head of “Contributory.” (Recommends-
tions on statement of cause of death approved by
Committee on Nomenclature of the Amerloan
Medical Association.)

Nore.~—Individual offices may add to above list of undesir-
able terms and refuse to nccept certificates contalning them.
Thus the form In use in New York Olty states: *‘Cartificates
will be returned for sdditional Information which give any of
the following diseases, without explanation, as the sole causae
of death: Abuortion, callulitia, childbirth, convulsions, hemor-
rhage, gangrene, gastritiy, erysipelas, meningits, mlsmrrlaae.
necro&is, perftonitia, phlabitls, pyemia, sopticemla, tetanus.’”
But genaral ncloptlon of the minimum list suggested wlll work
vast Improvement, angd its scope can be extendod’ at a Ia.tar
data. o
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