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Statement of Occupahon —Preelse statement of
ocuupatlon is very important, so that the relative
healthfulnésa of various pursuits can be: known. The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a single word or -
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, - Composilor, Architesl, Locomo-
tive engineer, Civil enpineer, Stauonary fireman, ete.
But in many cases, especially in industrial employ-
ments, it is necessary to know (a) the kind of wor_k
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, (5) Ceolton mill; (a) Sales-
man, (b) Grocery; (a) Foereman, (b) Aulomobile fac-

tory. The material worked on may form part of the
second statement. Never return ‘‘Laborer,” "Fore-
man,” *Manager,” *'Dealer,” eto., w1thout “more

Laborer— Coal mine, ete. Women at homg, who a.re

precise specifioation, as Day laborer, Fal laborer{, i
engaged in the duties of the household onlgzuot. paid ]

Housekeepers who receive a definite sular? l{l&y be 0’ .
0

oentered as Housewife, Housework or Al
children, not gainfully employed, as A? ach
home.

ol or At

service for wages, aa Servant, Cook, Housemazg, eto.
If the occupation has been changed or gi up on
account of the DISEABE CAUBING DEATH, sta
pation at beginning of illness. If retired from’bum-/
ness, that fact may be indicated thus: mer (re-
tired, 6 yrs.) For persons who have no= ypatlon
whatever, write None. '

the pi1smase causiNg pEATHE (the primary affection
with respect to time and causation), usingBlways Th
same nocepted term for the same disease. Exanmples:

Statement of cause of Death —N‘Vﬁle, ﬁrs,tj

Cerebrospinal fever (the omly definite Byno"nym is '9

*Epidemio cersbrospinal meningitis"); Dtphthena
(avoid use of "“Croup’’); Typhoid Jever (neg,er report
A

e, a.nd‘,

4
Care should be taken to report specifically 2 *
the ocoupations of persons engaged in domestic 7

r

lnb oacu-‘/. -

“Typhoid pneumonia’); Lobar pneumonia; Broncho-
preumonia (“Pneumonia,’ unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, ete.,
Carcinoma, Sarcoma, ete., of ..........(nama ori-
gin; “Cancer” is less deﬁmt‘e avoid use of “Tumor”
for malignant neoplasms) Maaasles; Whoopmg cough;
Chronic valvular hearl disease; Chronic interstitial
nephritis, ete. The contributory (seoondary or In-
terourrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds; Brenchopneumonia (secondary), 10 ds.
Never report meré symptoms or terminal conditions,
such as “Asthenia,’” ‘*Anemia’” (merely symptom-
atic), ‘“Atrophy,” “Collapss,’” “Coma," - *“Convul-
sions,” “Debility”’ (*'Congenital,” ‘“‘Semnile," eto.),
“Dropsy,”” ‘Exhaustion,” *Heart failure,” “Hem-
orrhage,” ‘‘Inanition,” "“‘Marasmus,’” '‘Old ‘age,”
“Shock,” " “Uremia,”” *Weakness,”” eto.,, when a
definite disease can be‘ ascertained as the cause.
Always qualify all diseases resulting from ahild-
birth or misoarriage, a8 ““PUERPERAL aeplicemia,’
“PUERPERAL perilonilia,” ete. ., State couse for
which surgieal operation was undertaken. For
VIOLENT DEATHS state MEANa oF 1NJURY and qualify
B3 ACCIDENTAL, BUICIDAL, Of HOMICIDAL, OFf a8
probably such, if impossible to determine definitely.
Examples Accidental drowning; slruck by rail-
wagy tFdin—accident; Revolver wound of head—
homtctdq, Poisoned by carbolic acid—probably suteide.
The nature of the injury, as frasture of skull, and :
conaeqﬁences (e. g., sepsis, ltetanus) may be stated
+the head of “‘Contributory.” (Recommenda--
txo oﬁ,statement of cause of dea.t.h approved by

Co o on Nomenc!at/nre. of “the American
1ca.1 Aasocmtmn.)l /j‘/
- " P y ! ’

v .
‘Note. —Indl#f aLotﬁoes may'add: to abova Ulist of undesir-
able terms and o-to accepthdattificates contalning them.,
ThifS the form In*use In New York/City atates: “‘Certifcates
wlll be returned fgr additional information which glve any of

llowing dil , without axpla.mtlon as the Sole cause

t.h Abortipn, oellu:lihtn dhlldbirth convulsions, hemor-
rha ‘gangreng, gastritis, erysipolas, meningltls, mlsca.rrla.ge.
necmsis periton'ltis phlebitis, pyé’m[n. septicomia, tetanus.”
But gansml adoption of the minimum ‘st suggested will work
vast; tmprovemun'b ‘and 118 acope, tan' be extended at o later
da.t B
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