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Statement of Occupation.—Proolse statement of
ooccupation is very Important, so that the relative
healthfulness of various purauits can he known. The
question applies to eaoh and every pereon, frrespec-
tive of age. For msny ocoupations a single word or
term on the first line will be aufficient, . g., Farmer or

Planter, Physician, Compositor, Architect, Locomo-'
tive engineer, Civil engineer, Stattonary fireman, ete.

But in many onses, especially in industrial employ-
ments, it 15 necessary to know. (a) the kind of work
and also (b) the nature of the business or industry,
and therofore an additional line I8 provided for the
latter statement; {t should be used only when neaded.
As examples: () Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grecery; (a) Foreman, (6) Automobile fac-
tory. The material worked on may form part of the
second statement. Never return "“Laborer,” “Fore-
man,” “Manager,” “Dealer,” eto., without more
precise speeification, a8 Day laborér, Farm laborer,
Laborer—Coal-mine, eto. Women at home, who are
engaged in the duties of the household only (not peid
Housekeepers who receive a definite salary),“may be
entered ns Housewifs, Housework or At home, and

ohildren, not gainfully employed, as At school or A

heme. Care should be taken to report specifically
the ocoupations of persons engaged in -domestio
service for wages, as Servant, Cook, Housamaid, eto.
1t the oecupation has been ohanged or given.up on
acocount of the piswase cavsing DRATH, state occu-

pation at beginning of iliness> If rotired from busi-
ness, that fast may be indicated thus: Farmer' (re- .« .. ,

tired, 8 yrs.) For persons who have no ‘oseupation
whatever, write None. y : R
Statement of cause of, Death.—Name, first,
the pIsRAS® cavsiNg peaTE"(the primary affection
with respect to time and causation), using always the
same aooepted térm for the same discase. Examples:

Cerebrospinal fever (the only definite +syionym ls

“Epidemla ~cerebrosplnal meningltis™); -Diphtheria *_ -

(avold use of “Croup”); Typhoid fever (neyer report
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“Typhold pneumonts’); Lobgr prneumonia; Broncho-
preumonia {“Pnoumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, oto., of .......... (name ori-
gin; “Canocer” ix loss definite; avold use of “Tumor”
for malignant neoplasms) Maasles; Wheoping cough;
Chronte walvular heart disease; Chronic interstitial
nephrilis, oto. The contributory (secondary or in-
tereurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
£9 ds.; Bromchopneumonia (secondary), I0 - ds.
Never report mere symptoms or terminal conditions,
such as *“Agthenia,” ““Anomia’’ (mersly symptom-
atic), “Atrophy,” “Collapse,” “Coma," “Convul-
gions,” *Debility” (" Congenital,” *‘Senils,"” eto.),
“Dropsy,” “Exhaustion,” “Heart failure,” *'Hem-
orrhage,” “Inanition,” ‘“Marasmus,” *“Qld age,”
“8hook,” “Uremis,” *“Weakness,” ete., when a
definite disease can be ascertained as the oause.
Always qualify all diseases resulting from ohiid-
birth or miscarriage, 88 ““PUERFERAL gepticemia,”
“PUERPERAL periionilis,” eto. State ocause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS oF INJURY and qualify
83 ACQIDENTAL, BUICIDAL, Or 'HOMICIDAL, OF a8
" probebly such, if Impossible to determine definitely.
_Examplés: Accidental drowning; struck by rail-
way Ei-qin—ccm‘dcnt; Bevolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.

. The nature of the injury, .as fracture of skull, and ‘

consequences (e, g., 'scpsia::'letanus) may be stated
utory.” (Recommenda-

‘Committee on Nomenclature_of the Amerioan
"Medioal Association.) =
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Nofs.—Individual ¢ifices may addto above Ust of undotir-
ablo:tefms and refuse to accepb-certificates coutalning them.
Thusjthe form'In use In Ney York Oity states: *‘Oertificatos
will be returneg,for additlonal ipformation which give any of
the following diseases, withaht explaration, as the sole cause
of death: Abofllon, cellulitis, chldbirth, convulsions, hemor-
rhage, gangranodg 1tis, erysipelas, meningitie, miscarriage,
necrosgis, peritonitM:dphlebitl, pyemla, septicemia, totanus.”
But general addptich of the minimum list suggested will work

vaat lmprovemens,#fid 1 sgope'.ca‘n' be extended at a later

date, - J
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