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Statement of Occl.l.patlon.—-—Preome statement of
occupationi la very dmporta.nl; 80 that the relutwe
healthfulness of various pursuitaican bo known. The
question applies to each and every person, irrespec-
tive of age. For many oeeupations a single word or
term on the first line will be sulficient, e. g., Farmer or
Planter, Physician, Compositor,” Architect, Locomo-
tive engineer, Civil angineer, Staﬁonary fireman, eto.
But in many oases, especially :in induatrial employ-
monts, it is necessary to konow (a) the kind of work
and also {b)ithe nature of the business or industry,
and therelors an additional line is provided for the
fatter statement; it should be used-only when needed.
Asexamples: (@) Spinner, (b) Cotlon mill; (&) Sales-
man, (b) Grocery; (a) Foreman, (b) Automobils fac-
tory. The material :worked ion may form part of the
sgcond statement. ‘Never return *Laborer,” “Fore-
men,” *“*Manager,’” ‘Dealer,” weto.,, without -more
precise specifloation, as Day laborer, Farwm ldborer,
Laborer— Coal mine, oto. Women at homs, :who are
engaged in the duties of the!housshold only (not peid

Housekeepers who receiveia definito:salary), may be

entered as Housewifs, Housework.or At hoime, and
children, not gdinfully employed, as At schoel or At
home. Care should be taken to report specifteally
the occupations of persais engaged in domestio
service for wages, as Servani, ka iHousemaid, sto.
If the ccoupation has besn.changed orsgiven up on
account of the PIBEASE 'CAUBING DTATH, state oceu-
pation at'beginping:of Mlness.” If retirei:l from busi-
ness, that fact may be. Indicated thus: ' Farmer (re-
tired, 8 yra.)’ For persons who 'hnva ne ocucupation
whatever, write None, -

Statement of cause .0f Death.—Name, first,
the p1BEASE CAUSING DBATH {the primary a,ffant:on
with raspeut to time and-causation}, using alwaya the
same acoepted term for the same disease. Examples:
Cerebrospinal fever '(the only definite synonym Is
“Epidemie cexébrospinal meningitie*'); Diphtheria
(avold use of “Croup") Typhoid fever (nover report

y

““Typhold pnenmonia™); Lobar preumonil; Broncho-
preumonia (“Pneumonia,” unqualified,ils indefinite) ;
Tuberculosia of lungs, meninges, peritonrum, ete.,
Carcinoma, Sarcoma, eto., of ..... .+ .+ (DAmMB ori-
gin; “Caneer” is loss definite; avoid use of “Tumor*’
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular heart disease; Chronic interslilial
nephritis, oto. The contributory (secondary -or in-
tercurrent) affestion need not be stated unless im-
portant. Example: Measles {disease causing death),
29 ds.;, Bronchopneumonis (secondary), 10 das.
Never roport mere sy mptoms or terminal sonditions,
such as ““Asthenia,” “Anemia"” (merély symptom-
atie), “Atrophy,” “Collapse,” “Coma,” “Cpnvul-
sions,” “Debility”’ (‘‘Copgenital,” “‘Senile,” ete.),
“Dropsy,’” *“Exhaustion,” '‘Heart failure,” “Hem-
orrhage,”” ‘‘Inanition,” *Marasmus,” “Qld age,”
“Shoek,” *“Uremia,” *“Weakness,” eto.,, when a
definite disoase can be ascerteined as the icause.
Always qualify.all diseases resulting from child-
birth or miscarriage, as “PuEnPERAL septicemia,”
“PUERPERAL perilonilis,”" eto. State cauese for
which surgical operation was undertaken, For
VIOLENT DEATHS state MEANS OF INJURY and qualify
A8 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, OF ag
probebly such, if impossible to determinse .definitely.
Examples: Accidental -drowning; siruck by rail-
way train-—accident; Bevolver wound .of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as frgoture of skull, and
consequences (e. ‘g., 36pais, felanus} may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by °

‘Committee on WNomeneclature ¢of the Amarican

Medieal Association.)

Note,—Individual offices may add to above Imt of undealr-
ablo terms and refusa to accept certificates com:alnmg ther.
Thua the:form ia use In New York Olty states: Oartltlca.t.es
will ho returned for additional Information which :give any of
the following diseases, without explanation, as the sole icauss
of death: Abortlon, cellulitis, childblrth, convulstons, homor-

rhage, gangrene, gastritia, erysipelas, meningitia, miscarriage,

necrosis, peritonitls, phlebitis, pyemlia, aoptlcemla totanus."
But general adoption of the minimum list suggested will work
vaat improvement, and Ita scope can be .extended at o Inter

_ date.
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