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St&t_efnpnt of Occupation,— Precise statement of
ocoupation: 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 ocoupations a eingle word or
term on the firat line will be sufficient, e. g., Farmer or
Planter, Phys:man, Compositor, Architect, Locomo-
tive E'namacr, Civil Engineer, Stationary Fireman, eto.
But in mahy oases, espacm.lly in industrial employ-
ments, it is necessary to Imow {(a) the kind of work

-and also (b) the nature of the business or indusiry,
and thercfore an additional line is provided for the

lutter statement; it should be used only when needed.
As examples: (a) Spinner, (b) Cotton mill; {(a) Salea-
man, (b) Grocery; (a) Foreman, (b) Aulomobils fac-

seoond statement. Never return “Laborer,” *'Fore-

- man,” “Manager,” “Desler,” etd., without more

-

preciee specification, as Day laborer, Farm labarcr.
" Laborer— Coal 'mine, sto.

. HouseKespers who receive a definite salary), may bg

entered as’ Housewife, Housework or Al hom_e, a.nd‘_
‘shildren, not gainfully employed, as At scheol or Al

home. Care should be taken to report specifioally’

the occupations .of persons engapged in domestio;

service for wages, as Servan!, Cook, Housemaid, atc.’

It the oecupatmn has been ohanged or given up on_

account of the DIBEABE CAUBING DEATH, state oocu;
pation at bagmnmg of illness. ,If retired from busi:
ness, that faet ma.y.be mdmated thus:

whatever, write None. / .

Statement of Cause of Death.—Name, ﬁrst,;
the DIBEABE causiNa@ DEATH (the primary affection:
with respeot to time and eausation), using always the!
same accepted term for the same diseass. Exgmples::
Cerebroapinal fever (the only definite synonym is:
“Epidemio cerebrospinal meningitis™); Diphtheria’
{avoid use of ““Croup”); Typhoid fever (never report

- . . vt

.

The matorml worked on may form part of the

Women st bome, who are,
‘engaged in the dutios of the household only {not paid

Farmer (re=:
tired, 6 yrs.) For persons who have no occupatiox_i <

S R 0

*Typhoid pneumonia’’); Lobar pneumonia; Broncho-
pnaumonia (*Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneunm, eta.,
Carcinoma, Sarcoma, eto., of (name ori-
gin; *‘Cancer’’ is less definite; avoid use of *Tumor"
for malignant neoplasma); Measles; Whaopingcough;
Chronic valoular heart disease; Chronic interstitial
nephritis, eto. The contributory (secondary or-in-
tercurrent) affection need not be stated.unless im-
portant. Example: Measles (disease onusing death),
29 ds.; Bronchopneumonie (secondary),- 10 da.
Never report mere.symptoms ot terminal ooﬂdltmns,
such as ‘'Asthepia;’” ‘““Anemia’ (merely: aymptom-
atio), “Atrophy, "‘F‘;'Colla.pae,'} "Coma.,': “Convul-
sions,” "Dablhty"*(“Congemtal " 4Sepils)” ‘ate.).
“Dropsy,” "Exhu.ust:on."'”“Hearl; fa.xlure " “Hem-
orrhage,” "Ina.mtlon " “M m'us " “OId age,”
“Shook,” “Uremia,” ss,"'"eto.. when a
definite dlsease’can be g&me ak., the cause.
Always qua.ﬁry nll dlseases, }esultmg from. child-
birth or miscarriaj , 08 -“P RPERAL seplicemia,”

“PUERFERAL pentomtw,.\ E tato -onuse for

which surgical ogera.tlon Nﬁs ertaken. " For
VIOLENT DEATHB btate MEA F m.lﬁnr and quality
a8 ACCIDENTAL, BUICIDAL, B)7 HOMICIDAL, Or &8

probably such, if impossible to determine definitely.
Examplea: Aeccidental drowning; struck by rail-
way (rain—accident; Revelver wound of head—
komicide; Poigoned by carbolic acid—tprobably suicide
The nature of the injury, as fracture of al’tixll ‘and
consequences (e. ., sepsis, telanus), may be stated
under the head of “Contributory.” (Recommenda——
tions on statement of cause of death approved by
Committee on Nomenclature of the Amerioan
Medieal Association:) 4

Note.—Indlvidual offices may add to above list of undmir
able terms and refuse to accopt certificates containing thom
Thus the form in use In New York Clty statea: *Certificotes
wiil be returned for additionsl information which give any‘of

of death: Abortion, collulitls, childbirth, cunv‘ulaiona. hkemor-
rhage, gangrene, gastritis, erysipelas, meningitla, miscarriage.
necrosts, peritonitis, phlebitis, pyemin, septicemia, tetanus.'
But general adoption of the minimum list suggested will work
vast improvement, and its scope can be ertended at a later
date. I
. Ve
ADDITIONAL BPACE FOR PURTHER STATEMENTS
BY PHYAICIAN,
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* the following diseases, without expianation, aa the sole cauae'




