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Statement of Occupation.—Precise statement of
oceupation ig very impertant, ao that the relative
healthfulness of various pursuits oan be known, The
question applies to each and every person, irrespec-
tive of agg. For many oocoupations s single word or
term on the firat line will be suficient, e. 8., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive engineer, Civil engineer, Slationary fireman, eto.
Bat in many ocases, especially {n industrial employ-
ments, it.{a necessany to know (a) the kind of work
ghd also (3) the nature of the.business or indusiry,
gnd therefore an additionall line: s provided faor the
latfer statement; it should be used only when needed.,
As examples: (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; (a)} Foreman, (b) Automobile fac-

tory. The material worked: on may form-part of the

fecond statement. Never meturn “Laborer,” “Fore-
man,” “Manager,” *“Dealer,”” eto., without more
pragise specification, as Day laborer, Farm laborer,
Laborer— Coal mine, ete. Women at home, who are
engaged in the duties of the housshold only: (not paid
Housekeepers who receive a definite salary), may be
entered as Housewife, Hougework or Ai home, and
children, not gainfully employed, as At achodl or At
home. Care should: be taken to report specifically
the occupations of persons engaged in domestio
service for wagas, as Servani, Cook, Housemaid, sto.
It the ocoupation has been changed! or-given up on
acoount of the DISEABD CAUSING DEATH; stato ocou-
pation at beginning of illness. If retired from busi-
ness, that;faet may be:indicated thus: Farmer (re-
tired, 6 yre.). For persons who have no occupation
whatever, write None.

Statement of cause of Death.—Name, first,
the DISEASE CAUSING DEATH (the primary affection
with respeot to time and causation), using always the
eame aocepted term for the same dizease. Examples:
Cerebroapingl ferer (the only definfte synonym fis
“Epidemio gerebrosplaal meningitin''); Diphtheria
{avold uee of “Croup”); Pyphoid fever (nover report

“Tyrhoid pneumonia'); Lobar pneumonia; Broncho-
preumonia (“Proumonia,” ungualified,’ts indefinite);
Tuberculosts of lungs, meningos, peritoneum, oto.,
Carcinema, Sarcoma, eto., of......... .. (name orl-
gin; “Cancer” is less definite; aveid use: of **Tumor”
for malignant noeplasms); Measies; Whooping cough;
Chronfe valvular heort diseass; Chronic sinlerstitial
nephrilis, ote. The contributory (sesondary or in-
terourrent) affectlon need not be stated unless im-
portant. Example: Measles {dicease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds.
Never report mere symptoms or terminal conditions,
such as ‘‘Asthenia,” *“*Anomia’ (merdly symptom-
atie), “Atrophy,” “Coltapse,” “Coma,” *“Convul-
sions,” *'Dability’”’ (“Cengenital,’ '‘Senile,” eto.),
“Dropsy,” “Bxhauation,’” “Heart failure,” ‘*Hem-
orrhage,” “Inanftion,” *Marasmus,”” "“Old age,”
“Shock,” *“Uremia,” “Weakness,” atc., when s
definite disease ean be ascertained as the oause.
Always: qualify all diseases resulting from child-
birth or miscarriage, as: “PUEBRPERAL seplicemia,”
“PUERPERAL perilonilis,’’ ato. State cause for
which surgical opermtion wasi undartaken. For
VIOLENT DEATES state MEBANS or INJURY and qualify
88 ACCIDENTAL, BUICIDAL, O HOMICIDAL, O 68
probably suoh, if impossible to determine definitely.
Examples: Acetdental drowning; atruck by rail-
way {rain—aceident; Revolver wound of head—
homicide; Potzoned by.carbolic acid~—probably suiside.
The nature of the injury, as fracture of skull, and
consequenaes (o. g., sepais, lelonus) may be stated
under the head of ‘‘Contributery.” (Recommenda-
tions on statement of causa of death approvad by
Commitites. on Nomenclature of the American
Maedical Association.)

Note.~—Individual:ofices may ndd to above lst of undesir-
able terms and refute to accept certificates. contalning them.
Thus the:form In use in New York Oity stabes: *Certificates
will be returned for additlonal information which, give any of
the following diseases, without explanation; as the soleicausze
of death:' Abortlon, cellulitis, childbinth, convulsions, Kemor-
rhage, gangrene, gasteitis; erysipalas, maningitis, miscarrings,
necrosis, peritonitis, phlebitls, pyemin, septicemin, tetanus.”
But.general adoption of the minimum list sugegested will work
vast Improvement, and its scope:can bho extendod at o Inter
date,

ADDITIONAL BPACE FOR YURTHER.STATHMENTS
BY PHYBIQIAN.




