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N. B.—Every item of information should be carefully supplied.

Ezxact statement of OCCUPATION is very important.

AGE should be stated EXACTLY. PHYSICIANS ghould stats

CAUSE OF DEATH in plain terms, so that it may be properly classified.
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Statement of Occupation.—Preoise statement of
ocaupation iz very important, g0 that ,the relatwe
healthfulneas of various pursuits can 'be known. | The
question applies to each and every persopn, irrespec-
tive of age. ‘For manyiccoupations a single word.or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Co'mpoxitor.g Archiieet, Locomo-
tive engineer, Civil engineer, Stationary fireman, ete.
But in many cases, especially}inl Industrial employ-
menta, it i3 necessary to know;(e) 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; it should be used’only when needed.
As examples:- (a) Spinner, (b) Cotion mill; (o) Sales-
man, (b) Grocery; (a) Foreman, (b) Aulomobile fac-
fory. The material worked on may form part of-the
saocond statement. Never return “‘Laborer,” *“Fore-
man,” "“Manager,” :““Desler,” ete:, ,without more
precise speeifiontion, as Day laborer, Farm laborer,
Laborer— Coal mine, etc. Women at home, who are
engaged in the duties of;the household only (not paid
Housekeepers who receive.a)definite salary), may be
entered as Housswifs,- Housework or At home] sid
chlldren, ‘not'gainfully employed; as, A¢. schaol or -Al
.homs Care should:be takenito report, spemﬁoally
the occupa.tlons of persons engaged in : domeatm
;servive for wages, a8 Servani, Cook; Housemaid, eto.
If the occupation has been ehangedior given up on
account of the DISEASE: CAUBING| DBATH; state geou-
pation at-beginning of illness, - If retired from busi-
nees, that:fact may be‘indicated thus: ..Farmer (re-
tired, 6 yrs.)» For persuns who have no ooeupatlon

whatever, write. Nons. * o
. Statement of cause of Death —Name. ﬁrst,
the DISEASE CAUBING DRATE (the primary; affestion
vmh respect to time and- oausation), using alwnys the
game accopted torm forithe samedisease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio cerebrosplnal meningitis™);: Diphtheria
(avold use of: "Croup") Typhatci Jfever (never report
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“Typhoid pneumonia’); Lobar pnaumonia, Broncho-

2 pneumonia ({'Pneumonia,” unqualified, is indefinite);

Tuberculosts of lungs, meninges, periloneum, ete.,
C’arcmama, Sarcama, eto., of .... . (name ori-
' gin; “*Canger’” it less deﬁnite avoid use of “Tumor”

for mahgnant neoplasms} Meaales, Whooping cough;

Chronic. valvular heart disease; Chronie interstitial
nephritis, eto. - Tho contributory (secondary or in-
tarourrent) affection meed not be stated unless {m-
portant. Example: Messles (discase causing death),
29 -ds.; Bronchopneumonia ({scoondary), 10 da.
Never report mere symptoms or terminal conditions,
such as “Asthenia,’”” ‘‘Anemis’ (merely symptom-
a.tlc), ““Atrophy,” “Collapse" “Coma,” "“Convul-
sions,” “‘Debility” (“‘Congenital,” ‘‘Senile, " ete.),
“Dropsy" “Exhaugtion,” “Heart failure,” “Hem-
orrhage,” “Inanition,” “Marasmus,” “0ld age,”
“Shook,” “Uremia,” “Weakness,” eto., when &
definite disesse can be ascertained as the ocause.
Always qualify a)]l diseases resulting from ohild-
birth or miscarriage, a8 “PURRPERAL seplicemia,”
“PUERPERAL pertionilis,’’ eto. State causs for
which surgical operation was undertaken.. For
VIOLENT DEATHS Btate MEANS OF INJURY and qualify
a8. ACCIDENTAL, SUICIDAL, O HOMICIDAL, Of &8
probably such, if impossible to determine definitely.
Examples:. Accidental drowning; struck by rail-
way -irdin—accident; Revolver wound of head—
homicide; Poisoned by carbolic acui—prabably suicide.
The nature of the injury, as fra.ct.ure of skull, and
consequences (e. g., sepsis, tetanus) may be stated
under the head of. “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committes- on Nomenclatare of the American
Medxcal Aﬂsocxat:on) oo

ruas

Nom —Indlvidunl offices may add to above Ust of undesir-
able terms and refuse to accept certiflcates containing them.
‘Thus the form in use in New York Olty states: '‘'Certificates
will be returned for additional taformation which give any of
the follow!ing diseases, without explanation, as the sole couse
o( death: . Abortlon, ccllulltis. childbirth, convitlsions, hémor-
rhaga. gungrene. gastritis,’ arysipelas, meningttls mlmrrlnzo.
nacrosls perltonitis, phlebltis, pyemia., septicomia, tetanus.’
But genaral adoption of the minimum st suggested will work
vast improvemont, and its scope can be extonded at & later

date.
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