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Statement of Occupation.—Precise statement of
cecupation is very important, so that the relative
healthfulness of various pursuits can be known, The
question applies to each and every person, irrespec-
tive of age. For many occupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Enginecr, Civil Engineer, Stationary Fireman, eto.
But in many cases, espeeially in industrial employ-
ments, it is necessary to know (a) the Iind of work
and also (b) the nature of the business or industry,
and therefore an addmonal lme is provxded for the
ln.tter statement; it should be used only when needed.

As examples: (a) Spmner, {b) Cotton mill; (a) Sales- - )

‘man, (b) Grocery; (a) Foreman, (b) Automobtls fac- -

tory. The matenal worked on may form part of the
second statement. Never return “Laborer,” “Fore-
man,"’ “Manager " "“Dealer,” etc o wlthout mdre
precise specifieation, as Day laborer, Farm labofér,
Laborer— Coal mine, ate. Women at. home, who are
_engaged in the duties of the household only. (not pmd

Housekecpera who reccive o deﬁmta salary), may be J
ontered as Housewife, Housework or At home, and .

children, not gainfully employed ns At school or - At

home. Caro should be taken to report. spemﬁcally
the occupations .of persons engaged in domestlo
servico for wages, as Ssrvant Cook, H ousemmd eto
It the oconpation has been uhanged or-given up on
ageount of the DISEASE CAUSING DEATH, state ouou-—
pation at beglnnlng of illpess,
ness, that faet may be indicated thus:
tired, 6 yrs.) TFor persons who have no oeeupa.tion
whatavor, write None.

Statement of Cause of Death.———Name, first,

the DieEasE cavsiNag peaTh (the primary affectlon,
with pespeet to time and eausatxon), using always the -

same accepted term for the same disease. Exa.mples
Cerebrospinal fever (the ‘only definite synonym is
“Epidemio oerebrospxnal meningitis"); "’ Dtphthena
(avoid use of “Croup’); Typhoid fever (nover report

If ratired from busu— .
Farmer (re_—,

v

’Commtttae on Nomenelatnre of the

“Typhoid pneumonia”); Lobar pneumoma, Broncho-
preumonia (“Pneu;noma., unqualified, is indefinite);
‘Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcomg, ete., of ....... (nameori-
gin; “Caneer” i ia less definite; avoid use of “Tumor"”
for malignant neoplasma) Measles; Whooping cough;
Chronic valvuler heart disease; Chronic interslitial
nephritis, ete. The contributory (secondary or in-
tercurrent) affection need not be stated upless im-
portant. Example: Measles (diseaso oausing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or, terrnmal condxtmns,
such as *“‘Asthenia,’ “Anemia” (merely symptom-
atie), “Atrophy,” *“Collapse,” *Coma,” “Convul-
sions,” *'Debility” (‘Congenital,” "“Senile,” ete.),
“Dropsy,” *Exhaustion,” “Heart failure,” “Hem-
orrhage,” *Inanition,” “Marasmus,”. “‘0Old age,”
*Shoek,” *Uremia,” “Weaknass, etc., when a
definite disease can be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, as ‘‘PUERPERAL geplicemia,"”
“PUERPERAL pen!amus. otec. State cause for
which surguml ‘operation was undertaken. For
VIOLENT DEATHS state MEANS oF INJURY and qualify
83 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, OF 88
probably Tsuch, if impossible to determine. definitely.
Ezamples: Accidental drowning; siruck by rail-
way - tram—-—-acctdsnt Revolver wound of head—
homicide; Pmsaned by carbolic actd—prababl_; suicide.
'l‘he nature of the injury, as fra.eture of skull, and
consequences (0. g., sepsis, tetanus), may be stated
under the head of “Contnbutory (Recommenda~
tions on statement of gause of death approved by
Ameriocan
Medmal Assocmtmn) -

Nota. —-Ind!vldual officcs may a.dd to above.list of undosir-
able terms and refuse to accept certiﬁcateﬂ containlng them.
Thus the form in' use in New York Clty st.at,os *Qartificates
will be returned for additional mformation which give any of
tha following diseases ‘without expla.nat.ion. a8 tha sole catuse
of demn Abort.ion. cellulitls, childbirth, convulsions, hemor-
rhago. gangrene gastritis, Veryslpalns. meningitls, mlscarrla.ge.

N necrosis parit,onit.is phlobitls pyemin seplicemin, totanus.’

But geneml adoption of the minimum list suggested will work
vast lmprovemant. and its scope can be extended at.a later
date.

ADDITIONAL BPACE FOR FUETHER STATEMENTS
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