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Statement of Occupatlon.——-Premse statement of
osoupation is‘Very important, so that the relative
healthfulness of various pursuits can be known. The
question appliés to.each and every person, irrespec-
tive of age. For’ many occupations a single word or
torm on the first line will be sufficient, o.g., Farmer or
Planler, Phyaici’an? Compositor, Architect, Locomo-
tive engineer, Civil-enigineer, Stationary fireman,” eto.
But in many cases, egpecially in industrial employ-

ments, it is necessary to know (a). the kind of work -

and also (b) the nature of the business or industry,
and therefore an additional line ia provided for the
latter statement; it should be used only when needed.

-As examples: (a)-Spinner, (b) Cotion mill; (a) Sales-

man, (b) Grocery; (a) Foreman, (b) Aulomobile fac-
tory. 'The materinl! worked on may form part of the
second statement.’ .Never return “Laborer,” “Fore-
man,” **‘Manager,’”’ ‘“Dealer,’” eto., wlt.hout mora
preoxse specification, as Day laborer, Fdrm laborer,
Laborer— Coal mins, oto.
engaged in the duties of the household oxﬂy (not paid

Housekeepers who receive a definite sa.la;y)”may be?
entered as Housewife, Housework or Al,ho';ne, and?

_ohildren, not gainfully employed, as At sehool or At

-

home. Care ghould be taken to reportt specxﬁcal]mi
the ocoupations of persons engaged?i& domastm

service for wages, as Servant, Cook, Housgmaid, etc .

Women at home who areq

-

/
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If the ccoupsation has been changed or gi¥eh up ohl” ¢ .

account of the DISEASE CAUSING DEATH, state ocou® ¢
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: -Farmer (re-
tired, 8 yrs.) For persons who have no ouﬁupauo}l
whatever, write None. . o f
Statement of cause of Des.th —-—N‘a.me. first,
the pigEas® cauBING DEATH (the pnmary aﬂectmn

with respeet to time and causation), using; dlways the ; i

BAMo ncuepted term for the samoe disease. ;Examplea .
Cerebrocpmal Jever (the only definite s nunym isl
“Epidemio cerebrospinal meningiti#’');” Diphtheria’

(avoid use of “Qroup") Typhoid fever (n@_!yer repor"t\i_

b ~

A'—.

“Typhoid pneumonia”); Lobar pneumonia; Broncho-
preumonia (¥Pneumonia,’” unqualified, is indefinite) ;
Tuberculosis of lungs, meninges, peritoneum, eofo.,
Carcinoma, Sarcoma, eto.,, of ..........{name ori-
gin; “Cancer” is lesa definite; aveid use of **Tumor”™
for malignant neoplasms); Measles; Whoaping cough;
Chronic valvular heart disease; Chronic” interstilial
nephkritis, ete. The contributory (secondary or in-
tercurrent) affection.need not be stated unless im-
portant, Examplé: Measles (disease oausing death),
29 ds.; Bronchopneumomu (secondary), 10 da.
Never report mere. s‘j’?’mptoms or.terminal conditions,

-such as “Asthema.” ¥ Anemia’ (merely symptom-

atie), ‘‘Atrophy,”’ "Collapse,”.-“Coma" “Convul-
sions,"” *“Debility" (“Congemtal" “Semle, ' etc.),
“Dropsy " “Exhaustlon," “'Hedrt failure,” “Hem-
orrhage,” “Inamtlon, Maraspus " “Old age,”
“Shoek,” “‘Uremia,™ “Weakness,".~ etes ' whan a
definite diseass can’, bg aseertained - as Ehe causo.
Always qualify all dxseases tesulting from ohild-
birth or mlsqarna.ge“ a9 “PUERPERAL seplicemin,”
“PURRPERAL sperilonitis,” ete. State ‘eause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS oF 1NJURY and qualify
49 ACCIDENTAL, S8UICIDAL, OFf HOMICIDAL, OF &8
probably sueh, if impossible to determins definitely.
Examples:

wey Irain—accident; Reuotucr'_ wound of “head—

homicide; Potsoned by carbolic acid—probably suicide.

Tho nature of the injury, as [facture of akull ‘and
consgguences (e. g., 8epsis, tctanua) may. be stated
under the head of “Contributofy.” (Recommenda~-

Accidental drowning; stnuck:‘ b'y,' rail- ,

tions on statement of cause of death approved by -

Committes on Nomenolsﬂure of the -

Armerican
Madical Assocmt.mn) -7

Nora.~—Individual offices may/ a;! d{o above lst of yndesir- .t

able torms and refuso to accept tYeertificates contalning them.’
Thuy the form In ude in New York Clity states: . 'Certificates
will be returned for additlonal informatlon whlch glve any of
thgqfollowlng diseases, wlthoub“axplanaﬂon as the scle cause

of death: Abortlon, cellulitts"f:'hildbirth convulslons, hemor--
1as; monlnglitls, miscarriage, L

rhage, gangrens, gastritis, eryuiﬁ?
osls, peritonitis, phlebitis, pyemia, septicemla, tetanus.’’
But general adoption of the minimund list suggested will worlk

vast Improvement, and Ita scopg can be extonded at a later® -

date. ’ -7
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