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‘Statement of occupation.—Precise statement of -
occupation is very important, so that the ;ela.t.ivé'
henlthfulness of various pursuits can be known. The
question applies to each and every person, irrespec- -
tivetof age. For many occupations a single word or
torm on the first line will be suiﬁciént, e. g., Farmer or.
Plénter, Physician, Compositor, Avrchitect, Locomolive
engineer, (ivil engineer, Stalionary fireman, ete. But
in many cases, especially in industrial employments, -
it is necessary to know () the kind of work and also-
{b} the nature of the business or industry, and there-
fore an additional line ia provided for the latter
statement; it should be used only when needed.
As examples: (a) Spinner, {b) Cotlon mill; (a) Sales-
man, (b} Grocery; {a) Foreman, {b) Automobile factory.
The material worked on may form part of the second
statement. Never return ‘‘Laborer,” “Poreman,”
“Manager,” *Desler,” etec., without more precise
spoeification, as Day laborer, Farm laborer, Laborer—. .
Coal mine, cte. Womoen at homs, who are engaged .
t in the duties of the household only (not paid House-
koepers Who feccive a dofinite salary), may be entered -
as Housewife, Housework, or At heme, and children,”
a0t gainfully employed, as At school’ or” A’ home.,
Care sh’ould‘.pé‘ taken to report specifically the occu- -
pations of persons engaged in domestic service for
wages, as Servant, Cook, Housemaid, ofe.. If the
oceupation has beon changed or given up on aceount
of the DIELASE CAUSING DEATH, state oceupation at |

beginning of illness. If retired from business, that - v,

fact may beindicated thus:. Farmer (retired,.6 yrs.)
For persons who have no occupation whatever
- write None. ' -
Statement of cause of death.—Name, firss,
thB-D;['S'_}?‘ASE CAUSING DEATH (th&'fprimary affection
. with respect to time and causation}, using z_j.'lways the
- same a¢cepted term for the same disease. Exdfaples:
Cerebrospinal fever (the only definite synonym is
' ugpidemie cerebrospinal meningitis”); Diphtheria
(avoid use of *'Croup”); Typhoid-fever {(never report

X

o
’
K

N '

“Typhoid pneumenia’); Lobar pneumonia; Broncho-
preumonia (' Preumonia,” unqualified, is indefinite);
Puberculosis of lungs, meninges, peritonaeum, ate.,
Carcinoma, Sarcoma, ete., P SOPURPUUOTRTURPOPOPO ¢ . -4 T
origin;"*Cancer’’is less definite; avoid use of “Tumor”’
for malignant neoplasms); Measles; W hooping cough;
Chronic valvular heart disease; Chronic interstitial
nephritis, ete. The contributory (secondary. or+in-
tereurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonic (secondary), 10 ds.
Never report mere symptoms or torminal conditions,
such as “Asthenia,” “Anaemia’ (merely symptom-
atie), “Atrophy,” ‘‘Collapse,” “Coma,” “Convul- .
sions,” “Daebility” (“Congenitﬁl," “‘Senile,”’ ete.),
“Dropsy,” “Exhaustion,” *“Heart failure,” *‘Haem-
orrhage,” “‘Inanition,” “Marasmus,” “Old age,”
“Shock,” “Uraemis,” *“Weakness,” etc., when &
definite disease can hbe ascertained as the cause.
Always qualify all diseases - resulting from child-
birth or miscarriage/as ''PUERPERAL septichaemia,”
“PUnRPERAL pertlonilis,’” ete. State cause for
which surgieal” operation was undertaken. ¥or
VIOLENT DEATHjs stato MEANS oF INJURY and qualify
83 ACCIDENTAL, BUICIDAL, OR HOMICIDAL, OF a8
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way Irain—accident; Revolver - wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of gkull, and
consequences (e. g., 5epsis, {elgnus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature of the American
Medical Association.) =
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Statement of occnpation.—isrecise statemsent of
occupsation is very 1mporta.nt go that the relative
healthfulness of varicus pursults can be known. The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compesilor, Archilect, Locqmolive
engineer, Civil engineer, Stationary fireman, etc. But
in many_ cases, especially in industrial employments,
it is necesvary to know (a) thé kind of work and also_,
(b) the nature of the business ot industry, and there-

-fore an_additional line is provided for the latter

statement; it should be -used only when needed.
Aa examplés: (a) Spinner, (b) Cotlon mill; (aY Sales-
man, (b) Grocery; (a) Foreman, (b) Automobile factory.
The material worked on may form part of the second
statement. Never return *‘Laborer,” *Foreman,”

“Munager,” *“Dealer,” eto., without more precise
specification, as Day laberer, Farm laborer, Laborer—
Coal mine, eto. Women at home, who are engaged
in'the duties of the household only. {not paid Houss-
keepers who receive a definite salary), may be entered
as Housewifs, Housework, or At home, and children,
not gainfully employed, as.'Al school or Al home.
Care should be takéen to repdrt specifically the ocou-
pations of persons engaged in domestic service.for
wages, as Servan!, Cook, Housemaid, eto.
occupation has been chu.ngad or given up on account
of the DISEABE CAUSBING DEATH, state occupation at
beginning .of illness. If retired from business, that

faot may be indicated thus: ' Farmer (retired, 6 yrs.).

For persons who have no. occupatmn whatever,
write Nons.
Statement of cause of death. —Name, firat,

the DISEABD CAUSING DEATH (the primary affection’

with respect to time and eausation), using always the

garhe accepted term for the same disease. Examples:

Cerebroepingl fever (the only definite synonym is
“Epidemio cerebrospmal . meningitis”); Diphtheric
(avoid use of*Croup”); Typhoid fever (never report

It the

“Tuberculosis of lungs, meninges,

““Typhoid pneumonia”); Lobar pneumonia; Broncho-
pneumonia (' Pneumonia,’ unqualified, is indefinite);
periloneum, eoto,,
Carcinoma, Sarcoma, ofc., of ......innnnn (na.me

. .origin;“Cancer” is less definite; avoid use of “Tumor™

e

, Thus the form in use in New York City states:
.. will be returned for additional informauon which giva any of
. the rollowing diseases, without exp]anat.{on. a8 the sole cause

for malignant neoplasms); Measles; Wkhooping cofigh;
Chronic valvular heert disease; Chronic inlersiitial
nephritis, ete. The contributory (secondary or in- , |
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing. dgaf.h),
£9 ds.; Bronchopneumonie (secondary), “j0~ds.
Never report mere symptoms or terminal condltmns, :
such as ‘‘Asthenia,” ‘‘Anemia’” (merely symptom-
atic), “Atrophy,”” “Collapse,”” “Coma,” “Convul-
sions,” *“Debility” (‘“Congenital,” *‘Senile,"” et.c)
“Dropsy,’” ‘Exhaustion,” ‘‘Heart failure,” *“Hem-
orrhage,”’ *Inanition,” *“Marasmus,’ “Old. age,”
“Shock,” *Uremia,” *Weakness,” ,eto., whe:'n/fa.
definite disease ¢an be ascertained as the cause.-
Always qualify all diseases resulting from child-
birth or miscarriage, as “PUERPERAL seplicemia,”
“PUERPERAL perilonilis,” ete. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHE state MEANS oF INJURY and qualify
#d ACCIDENTAL, SUICIDAL, OF ~HOMICIDAL, OT &S
probably such, if unposmbla fo determine definitely.
Examples: Accidental drowgmg, struck by rail-
way Irain—accident; Revolver wound of head—
homicide; Poisoned by carbolic actd—probably suicide.
The nature of the injury, as fracture of skull, and
consequences {e. g., sepsis, teténua) may be stated
under the head of “Contnbutory " (Recommenda-.
tions on statement of caust of death approved by
Committee on Nomercliture of the American
Medical Association.) .- .
Nore.—~Individual offices’ mg; add to above list of undesir-
able torms'and refuse to accept certificates containlug them.
“Qertificates

of death; Abortlon, cellulitis,’ childbirth convulsiens, homos-
rhage, gangrene, guastritls, erysiprlns meningitis, miscarrlage
necrosis, peritonitis, phlebitis, pyemia, septicemia, tetanus.”

+ But general adoption of the minimuin liat puggested will work

vast Improvement, and its scope can be extended at & later
date.

ADDITIONAL BPACE FOR FURTHRER BTATEMENTS
BY PHYBICIAN.



