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Statement-of Occypation.—{Precise,statement;of
occupatian is very important, so that the relative
healthfulness of various puesiits ean be:known. The
question applies to:each andevery person, irrespec-
tive of age. For many oceocupations s single word ior
term on the first line will be sufficient, e.,g., Farmeror
Planter, iPhysician, Compositor, Architect, Lacomo-
tive engineer, Civil engineer, Stationary fireman, eto.
Buat In many oases, especially in industrial emplqy-
ments, it {s negessary to know (e)-the kind of work
pnd also «(b) the nature of ithe business or Industry,
and therofore an additional line:is proyvided for the
latter stagemeont; it should be used only when needed.
As.examples: (a) Spinner,i(b) Cotion mill; (a)'Salps-
man, (b) Grocery; (a) Foreman, (b) Automobile fac-
tony. The material worked on may form-part of-the
mecond statement. Never return “*Laborer,” *Fore-
Hi&a,’” “Manager,” ‘“Degler,” etc,, without more
pracise specifieation, as Day laborer, Farm laboter,
Laberer— Coal :mine, oto. ‘Women at home, who are
engaged in the duties of theshousehold only (pot paid
Housekeepers who reecive a definite salary), mayibe
antered as Housewife, Housework or At ihome, and
children, not gainfully employed, .as At schaol.or. At
home. CQCare should be taken to:report specifically
the ocoupations of persons .epgaged .ip domestio
servioe for wages, as Seruani, (Cook, Hausemaid, eto.
If the ccoupation has:heen changed or glven up on
aoccount ,of ‘the DISRASE: CAUSING DEATH, ‘state.occu-
pation af beginning of illpess. [If.retired from busi-
ness, that fact may be:indicated thus: Farnmer (re-
tired, 8 yrs.) “For persons.who: have no oocupation
whatever, write None.

Statement of .cause of Death.—Name, first,
the D1sEABE cavusiNGg pEATH (the primary affection
with respect toitime and capsation,)using elways the
same ncoppted term for-thowsame disease. Examples:
Cerebrospingl ferer (the only definite synonym fis
“Epidemic jcerebraspinal ymeningitis”); :Diphtheria
(avold unse gt *‘Croup™); Twphofd fever (never report

“Typhoid pneumenia’); Lobar pneumania; Broncho-
gneumonta(“Pnenmania,’” unquglified, is indefinite);
Tuberculasie of lungs, .meninges, .periloneum, eoto.,
Careinoma, Sarcoma, eto., of......,....(name ori-
in; “Cancer’’ isilpss definite; avéid use of -*‘Tumor”
{for melignantnecplasms); Measles; Whoopingicough;
Chronic walvylar . heart disease; Ghronic <niersiitial
nephritfs, ote. The contributory {sesondary .or in-
tereurcent) affection need not be stated unless im-
portant. Example: Measles (disease opusing death),
£9 ds.; Bronchoprneumpnic (sesondary), 10 ds.
Never report mere aymptoms or|terminal conditiona,
such as ‘‘Asthenia,” ‘Anemia” (merely symptom-
atie), *'Atrophy,” “Collapse,” '*“Coma,” “Convul-
sions,” ‘“‘Debility”” (“Congenital,” *“Benile,” etc.,)
“Dropsy,” *“Exhaustion,” *“Heart faflure,” “Hem-
orrhage,” “Inanition,” *‘‘Marasmus,” *“Old age,”
“Shook,” “Uremia,” ‘‘“Weakness,” eto.,, when a
definito disease ¢can be asgertained ms the .cause.
Always qualify pll diseases resulting from ohild-
birth or misearriage, as “PUERPERAL septicemia,’
“PUBRPERAL perilonilis,” eto. State ocause for
which surgiecal woperation was undertaken. For
VIOLENT:DLATHS:8tato MEANS.OF INJURY and qualify

‘88 ACGIDENTAL, SUICIDAL, Or EHOMICIDAL, Or 88

prabably such, if:impossible to determine definitely.

.Examples: Accifental .drowning; siruck by .rail-
.way irain—accident; Revolver wound of head—

homscide; ‘Poisoned by carbolic acid—probably suieide.

-The nature of the injury, as fracture of skull, and
.consequenges {e. g., sepsis, lelanus) may be atated

under the head of “Contributory.” (Regommenda-

-tions on statement of opuse of death approved by
.Committes on Nomeneclature of the American

Modical Assocsiation.)

Norz.~Individual ofices mayiadd to above list of undestr-

.ablo terms and rofuse to.accept certificatos sontalning:thom.
- Thus the form In.use in New Yotk Oity statea: *'Certicates

will be returned for-additions! information which give poy of
the. following dizeases. without explanation, asithe solo cause
of death: Abortion; celinlitls, childbirth, convalsions, hemor-

_rhage, gangrene,igastritis, erysipelas, meningitis, miscarriage,

necrosls,, peritonitis, phlgbitls, pyemls, #epticomia, tetanus.'
But general adoption of the minimum;list suggested williwork
vast improvement, and ita scope cam be oxtendod at a.later
date.
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