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Statement of Occupatmn.-Preclse statement of
coccupation is, very important, so that ‘the rolative
healthfulnoss ‘of various pursilits can Beo known. The
quostion a,pphes to each andiovery person,‘lrraspec—
_ tive of age.) For many occupations a single word.or
torm on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositer, Architect, Locomd-
tive engineer, Civil engineer, Stationary fireman, ete.
" .But in many cases, especially in industrial employ-
honts, it is necessary to know (a} the kind of ‘work
and also () the nature of the business or ihdustry,
and therofore an additional line 1s,prov1ded for hhou.
Tatter statﬁment it should be used only when neq ed
As‘examples:
man, (b) Grocery; (a) Foreman, (b) Awomesbile fac-
{ory. The material worked on may form part of the
‘'second statement. Never return “Laborer,” *‘Fores
.man,” “Manager,” *‘'Dealer,” ete., without. moro

procise specification, as Day laborer, Farm laborer, '

Laborer— Coal mine, ete. Women at home, who. a.m
'engaged in the duties of the household onIy‘,(not pald
Hausckecpers who receive a definite salary), may be'
entered as Housewife, Housework or At home, and
chlldren not gainfully employed, as At school or, At
home. Care should be taken to report apeclﬁcaliy
the occupations of persons engaged in:domestié
servico for wages, as Servani, Cook, Housemmd ete
If the oceupation has beon changed or g‘;ven up on
account of the DISEASE CAUSING DEATH, stata occu-'
pation at beginning of illness. If retired from busx-
ness, that fact may be indicated, thus: »Farf}%er (re=
tired, 6 yrs.) For persons- who ha.ve no”occupatlon
whatever, write None. v n 1
Statement of cause of death.—.—Name, first,
the DISEASE CAUSING DEATH (t,he primary eﬁ.’fectlon
with respect to time and eausation), using always tho
same accepted term for the same disease, anmples
Cerebrospinal fever (the only deﬁnlte synonym is
“Epidemie . cerebrospinal menlngltls’-f), ‘Diphtheria
{avoid use of YCroup”) ;- Typhotd, fever. (m?ver report

() Spinner, (b) Cotton mill; (a) Salesns 4 -
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“Typhmd pneumonia’’}; Lebar preumonta; Brengho-
pneumente (' Pneumonia;" unquahﬁed 1smdeﬂnlte),
Tuberculoszs .of lungs, meninges, perztoneum, etc,
Carcinoma, Sarcoma, ete., of ..(name
“origin; *‘Cancer’’ is less deﬁnlte avo:d use of“Tumor

for malignant neoplasms); Measles; Whooping cough;

Chronic valvular heart disecase; Chronic intersiitial
nephritis, ete. The contrlbutory (secondm'y or in-
tereurrent) affection noed not be: stated unlgss im-
portant. Example: Measles {diseaso causing doath),

29 ds.; Bronchopneumonia (secondary) 10 ds.

i" Naver report mere symptoms or termmnl conditions,
¢ such as “Asthenia,” "Anemla” (memly symptom-
* atie), ‘““Atrophy,” “Collupsa' i “Coma" “Convul-
sions,” “Debility’ (‘“‘Congenital,” “Sonile,” ete.),
“Dropsy,” ‘“‘Exhaustion,” “Heart) failure,” “Hem-

; orrhage,” *“Inanition,” *Marasmus,’” [‘Old age,”
;- “Shock,” “Uremia,” *“‘Weakness,” etc., when o

', definite disease can be agecortained .as the cause.

"'-:\--Always"quahfy all diseaseés resilting- from cliild-
‘( ‘birth or misearriage, as “PUERPERAL scptzccmw,

YPuERPERAL peritenilis,”’ lete.  Stato .cause for
which surgical operation _was underta.ke’n For
VIQLENT DEATHS sta.te MEANS OF INJURY and qualify
a§" ACCIDENTAL, SULCIDAL, OR HOMICIDAL, OF &8
probably such if 1mposmble to‘determme definitely.
Examplos:  Accidental dmwmng,_siruck by rail-
waey irein—accident; Revdlier .. wound of head—
homicide; Peisoned by carbolic amd—prababl_; smm.dc
.The nature of the injury, ‘as fracture “of skull,*and
consoquences (e. g., scpsts;-ltc!anus) m_gy be stated
under the head of “Contrlbutory " (Recommenda-
‘tmns on statement of cause of deatﬁ u,ppf-oved by
‘Commitiee on Nomeuclature of the: American
}\&edlcal Assoclatlon) L. 4y
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..Nom: —Individual .offices may add to abovo list of undesir-
a.ble terms and refuse to accept certiﬂcntcs conmining them,
“ Thus the form in uso In New York City' stutcs “Certificates

* will be returned for addntional’information ‘which give any of
the following diseases, without explanatlon as tho solo cause
Yof death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage gangrene, gastritis, ery sipelas .méningitis, miscurriage
necrosis, peritonitls, phlebitis, pyemla, septicemia. tetanus.’
Bt gencral adoption of the minimum list suggested will work
’vasbflmprovement and its scope can be oxtended at a.later
date.
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