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Statement of Occupation,—Precise statement of
oceupation is very important, so that the relative
healthfulness of various pursuits ean be known. The
question appliés to each and every person, irrespec-
tive of age. For many oecupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Architect, Locomo-
tive Engineer, Civil Engineer, Stalionary Fireman, oto.
Butb in many cases, especially 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 is provided for the
latter statement; it should be used only when needed.
As examples: {a) Spinner, (b) Cotlon smill; (a) Sales-

man, (b) Grocery; (a) Foreman, (b) Automobile fac-

tory. The material worked on may form part of the
second statement. Never return *‘Laborer,” “Fore-
man,” “Manager,” ‘Dealer,” ote., without mmore
precise specification, as Day iaborer, Farm laborer,
Laborer— Coal ming, ste. Women at home, who are

engaged in the duties of the household only (not paid
' Housekeepers who receive a definite salary), may be
entered as Housewife, Housework or Al homs, and
children, not gainfully employed, as At school or At
home. Care.should be taken to report specifically
the ocoupations of persons engaged in domestie
service for wages, as Servanl, Cook, Housemaid, oto.
It the occupation has been changed or given up on
socount of the DIBEASE CAUBING DEATH, sgtate ocou-
pation at beginning of illness. If retired from busi-
ness, that fact may be indieated thus: Farmer {re-
tired, 6 yrs.) TFor persons who have no ocoupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the DISEABE CAUsING DEATH (the primary affection
with respect to time and causation), using always the
gamo aceepted term for the same disease. Examples:
Cerebrospinal fever (the ouly definite synonym is
“Hpidemio cerebrospinal meningitis”); Diphlheria
(avoid use of “Croup”); Typheid fever (never report

—_

“Typhoid pneumonia™); Lobar preumonia; Broncho-
pnsumonie (“Pneumonisa,’” ungualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, eto., of . . . . . . . (name ori-

gin; “Cancer” is less definite; avoid use of “Tumor”

for malignant neoplasma); Measles; Whooping cough;
Chronic valvular heart diseaze; Chromic interstitial
nephritis, eta. ‘The contributory (secondary or in-
toreurrent) affection need not be stated urless im-

- portant. Example: Measles (diseaso ecausing death},

99 ds.; Bronchopreumonia (sccondary), 10 ds.
Noever report mere symptoms or terminal aonditions,
such as ‘““Asthenia,” ‘*Apemia’ (merely symptom-
atie), “Atropby,” “Collapse,” “Coma,” “Convul-
sions,”” “‘Dehility"” {*Congenital,” -““Senils,” ete.),
“Dropuy,” “Exhaustion,” *“Heart failure,” “Hem-
orrhage,” “Inanition,” ‘‘Marasmus,” “0ld age,”
“Shoek,” “Uremia,” *‘Weakness,” eto., when &
definite discase can be ascertained as the cause.
Always qualify all diseases resulting from ohild-
birth or miscarriage, as “PUERFERAL seplicemia,”
“PyERPERAL perilonitis,” eto. State eause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS OF INJURY and qualify
a8 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, Or a8
prebably sueh, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
sonsequences (e. g., sepsts, telanus), may be stated
under the head of *Contributory.” (Recommenda~
tions on statement of ¢ause of death approved by
Committee on Nomenclature of the American
Medical Association.}

Nore.—Individual offices may add to ahbova list of undesir-
able terms and rofuse to accept certiflcates contalning them.
Thus the form in use in New York Cisy states: “Certiflcates
will be returned for additional information which glve any of
the following diseases, without explanation, o8 the sole cause
of death: Abortion, celiulitls, childbirth. convulsions, hemor-
rhage, gangtene, gastritia, erysipelas, meninglitis, miscarrisge,
necrosls, peritonitis, phlebitis, pyemis, .scpbicemia. totanus,"’
But genernl adoption of the minimum st suggestod wlill work
vast improvement, and its scope can be extended at 6 later
date. ’

ADDITIONAL BPACHE FOR YURTHER STATEMENTS
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