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Statement of Occupation.— Proocise statoment of

oscupation is very important, so that the relative

healthfulness:-of various pursuits'can be known. The
question applies to each and every person, irrespee-
tive of age. For many occupations & single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Archilect, Locomos
live Enginecr_, Civil Engineer, Stqlionary Fireman, oto.
But in many oases, especially in industrial omploy-
ments, it is necessary to know (a) the kind of work
and slso.(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.
Ag examples: (a) Spinner, (b) Cotlon mill; (a) Salos-

mah, (b} Grocery; (a) Foreman, (b) Autemobile fac- - '

torp. The material worked on may form part of the
gecond statement. Never return * Laborer,” “Fore-
man,” ‘“Manager,” ‘Dealer,” oto., without more
precise specification, as Day laborer, Farm laborer,
Laborer—Coal mine, oto. 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 At home, and
ehildren, not gainfully employed, as At school or At
Aome. Care should be taken to report specifically
the occupations of persons engaged in domastio
gervioe for wages, as Servant, Cook, Housemaid, oté.
It the ocoupation has been changed or given up on
acoount of the DIBEABE CAUBING DEATH, state osou-
pation at beginning of illness. If rétired from busi-
ness, that fact may be indicated thus: Farmer (ré-
tired, 6 yra.) For persons who have no owupatlon
whatever, writo None. -

Statement of Cause of Death.—Name, first,
the pisEAs® cAUsIiNG DEATH (the primary affaction
with respect to time and causation), using always the
same acoepted term for the same disease. Examples:

Cerebrospinal fever (the only dofinite symonym is *:

“Epidemis cersbrospinal meningitis™); Diphtheria
(avoid use of *“Croup”); Typhoeid fever (nover report

———ama

“Typhoid pneumonia’"); Lobar preumonia; Broncho-
preumenia (*Proourhonia,” unqualified, fs indefinite);
Tuberculosis of lukgs, meninges, peritonsum, eto.,
Carcinoma, Sarcoma, eto., of..........(name orl-
gin; “Cancer”’ is less definite; avoid use of “*Tumor’

for malignant neoplasma); Measies, Whooping cough;

Chronic valvular heort dikeass; Chronié interstitial
nepkrifis, eta. The ¢ontributory (secoridary or in-
terourrent) affeotion need not be stated unlesa im-
portant. Example: Measles (disossé causing death),
29 ds.; Bronchopneumonia (séeondary), 10 ds.
Never report mere symptams or términal conditions,
sueh as *Asthénia,” ““Anemin!’” {merely symptom-

"atm) “Atrophy,” “Collapse,” *“Céma,” *“Convul-

sions,” “Debxhty" (**Congenital,” “‘Senile,” eto.);
“Dropsy,” “‘Exhaustion,” “Heart failure,” *“Hem-
orihage,” *Inanition,” ‘“Marasmus,’”  “OH age,”
“Shock,” *“Urémid,” “Wenkness,” eto.,” when a
definite disease can: be ascertaihed as’the cbuse.
Always qualily a.ﬂ diseasea resulting from child-
birth or midcarriage, as “Pumapmnn seplicethia,”’
“PuERPERAL peritonilis,” eto. State couse for
which surgieal operaﬁon whas {indertaken. For
VIOLENT DEATHS 5tate MEANS OF INJURY &nd qualify
&% ACCIDENTAL, SUICIDAY, Of HOMICIDAL, Or &g
probably such, it impossible to determine definitely.
Examples: Accidéntal drowning; struck by rail
way lrain—accident; Revolver wound of hedad—
homicide, Poisoned by éarbolic acid—probably sutéide.
The_natire of the injury, as frasture of skull, and
consequences (€. g., sepsis, lélanus), may be stated
under the head of “Centributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenolature of the , American
Med:oa.l Association.)

- Nore—Individuat omcm may add to obdve list of undesir-
able term# and refuse to accept certifidates coutaining them.
Thus the form In use 1h New York Clty states: ‘' Certificate,
will be retorned for additional informatioa which glve any of
the following diseases, without explanatidn, as tir? solo cause
of death: Abortion, cellulitis, childbirth, convulgions, hémor- .
rhage, gangrene, ghstritls, erysipelas, oleflrgitls, miscartiage,
necroels, peritonitis, phlebitis, pyemin, sapticemia, totanus.’
But genersl adoptfon of the minimum lsk suggested will work

vast improvement, and ita scipe can He extended ot & later
date.
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