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Statement of Occupatinn.-—-Precme statement:of.
oocupation: is, very important, 8o+ that the relative-
healthfulness of various pursuits can be known. The..
question applies ito each and‘every person, irrespec-
tive of age. For many oceupations a single word or
torm on the first line will be auﬂ‘ielqnt o. g;, Farmer or
Planter, Phymtan. Composilor, Archilect, Locomo-

‘Hve engineer, Civil engineer, Stationary fireman, eto.
Buat in many cases, especially Inndustrial employ-
ments, it I8 necessary to know. (@) the kind of work-
aud also (b} the.nature of ‘the, business or induatry,
and‘therefore an additional line is.provided for the
latter statement; it should be nsed only when needed.
Asg e_xamples. (a) Spinner, (b) Cotton mill; (a) Sales-
many (b) Grocery; (a) Foreman, (b) Automobilst fac-
tory,. Thematerial worked on may form part of thé..
seaond statement. Never return*Lsaborer;” “Fore-
ma: e *“Manager,” ‘“Dealer,” eta., without more
pregise spaelﬂcatmn. as, Day laborer; Farm laborer,
Laborcr—— Coal mme, ete. Women at homs; who are
engngad in;the duties: of the. household only‘ (not pmd
Housekeepcrs who receive a definite. sa.Ia.ry), may be
entered as, Housewife, Houaework or At home, and
children, not ga.ml'ully amployed las At achool or At
homs. Care should be,taken to; report: specifically
the oceupatiéns, of persons enga.ged in domestic
service for wages, as Servant, Cook, Housemaid, eto.
If the cooupation has been: changed or given;up on
account of the pigmagE - CAUBING DEATH, state ocou-
pation at begmmng of illness. It renred from busi-
ness, that fact may be indloated ‘thus: Farmer, (ro-
tired, 8 yra.) For persons who, have no ocoupation
whatever, write Nons,

Statement of cause of Death, —Na.me, first,
the pI1BEABE cAusING DEATH) (the primary aﬂection
with respect to time and. causstion,) using nlwaya the
same accented term for the same disease. Examples:
Cerebrospinali fever (the.only definite synonym fa
“Epidemio cerebrospinal meningitis’’}; ; Diphtheria
(avoid use of {*Croup™); Typhoid;fever (n':ev_pr.-report

.

“Typhoid pneumonia’); Lebar pneumonia; Broncho-
pneumonia (‘' Pnetimonia,.” ungualified, is indefinite);
Tuberculosis: of lungs, meninges, periténeum, eto,,
Carcinoma, Sarcoma, eto,, of. . ......... {(name ori-
gin; “Cancer’ is less.definite; avoid use; of “Tumor’
for mahgnant. neoplagms);, M caalep,.WImopmg cough;
Chranier valtular- heart diseass; Chronic intersiitial
nephritls, eto. Theccontributory, (secondary or in-
tercirrent) affection need not be stated unless im-
portant. Example Measles (disease caualng death),
£9 ds.; Bronchopncumoma (secondary), . 10 de.
Never raport mere symptoms or terminal oonditiona—.
such as:“Asthenia,” **Anemia’” (merely.symptom,
atic), “Atrophy,” *“Collapse;,” *'Coma;” **Convul-
gions,” “Debility’”. (''Coogenital;” **Senile,” eto.,)
“Dropsy,” "“Ezhaustion,” “Heart faflure,” “Hem-
orrhage,’ “Ingnition,! “Marasmus,” “Old age,”
“8Bhock,” ‘'Uremia,” ‘‘Weakness,”” eto., whéen a
definite dieense ean be "ascertained as the cause.
Always qualify all diseases |resulting from rohild-_
birth or. miscarriage, as ““PUBRPERAL isepiicemia,’ -
“PUERPERAL perifoniiis,’’ eto. State cause for.
which surgieal operatibn was undertaken. For.
VIOLENT:DEATES:State:MBANS. P INJURY. and. qualily--
48 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, O &8
probably sueh, if imposgsible to determine definitely.
Examples: Acctdental drowmng, struck - by rail-
way- train—aceident; ; Revoloer wound of head—
homicide; Paisaned.by carbolic: acsd—-.-probqbty suicide.
The nature-of the-injury, as; fracture of, akull, and '
consequences (6. g:, sepsis, lelanus) may be stated
under the head-of +‘Contributory;”” (Recommenda-
tions on 'statoment of:cause of death approved by
Commjttee .on; Nomendlature of: the;. Amanoa.n
Medical :Association.) | -

Norn.—Individual offices may ndd to above list of undoair-
able terms. and refusa to aoeept certlﬂutu contalning them.
Thus the form in use it New York: Olty statea: "Qertificates
will be returned for additional:information which give any of
the following diseased; without: axplanntdon, a# the sole causoe
of death:- Abortion, cellulitls, childbirth, convulsiona, hemor-
rhage, gangrene, ‘gastritls, eryalpelns, meningitis, (mlscarrtage. .
necrosls, peritoni{tis, phlebitis, :pyemia, septicemla, tetanua.”

, But general adoption of the minimnm list:suggested will work
*vast improvement,; and Ite scope can be axtendodiat o later
date, "
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