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Statement of Occupation.—Precise statement of
ocecupation is very important, sa that the relative
healthfuluess of various pursuits ¢an be known. The
question applies to each and every person, irrespac-
tive of age. For many caoypationa a single word or
term on the 4rst line wifl be suficient, . g., Farmer or
Planter, Physician, Composilor, Architecl, Locomo-
tive engineer, C¥ril sngineer, Stationary fireman, eto.
Rut in many oaees, especially in industrial emplay-
ments, It Is necessary to kmow (a) the kind of work
snd also (b) the nature of tha huginess or industry,
and therefors an additiona} line & provided for the
latter statement; it should be used only when needed.
As examples: {a) Spinner, (b) Cotton mill; (a) Sales-
mgr, (b) Gwocery; (a)} Foweman, {b) Aulomobile fac-
tory. The material worked on may form part of the
spoond statement. Never return “Laborer,” *'Fore-
aan,” “Manoger,” “Desler,” eto., withoat more
precise specification, as Day laborer, Farm laborer,
Kaburer—Coal mine, ote. Women st home, who are
engaged in the duties of the household only (not paid
Housekeapers who recelve & definite salary), may be
entered as Housewife, Housewerk or At home, and
children, not gainfully employed, as Af scheol or At
home, Care shonld be taken to report specifieally
the ooccupations of persons engaged In dozestio
service for wages, a8 Servant, Cook, Housemaid, etc.
If the ocoupation has been chapged or given up on
acoount ¢f the pIeRASE CAVEING DRATH, state oceu-
pation ab beginning of Jiness, If retired from busi-
ness, thas faot may be indicated thus: Farmar (re-
tired, 8 yre.) For peragns who. have np coqupation
whatever, write None,

Statement of cause. of Death.——Name, first,
the pismsse caveiye npEarH (the primary affection
with resppot to time and capsation,) ustag always the
game aocepted term for the same disease. Examples:
Cercbrospingl fever (the only defipite synonym is
“Epidemje cegebrospinal meningitle’); Diphiheria
(avoid use af *Croyp™); Typhoid fawer (nqver report

“Typhoid pneumonta'); Lobar pnewmeonia; Broncho-
gneumenta (‘‘Pneumonia,” unqualifed, is indefinite);
Tuberculosis of lungy, meninges, periloneum, eoto.,
Carcinema, Sareoma, ota, of . .......... {name ori-
gin; “Cancer” ia less definite; aveid use of “Tumor”
for maligpant naoplasms); Measles; Whooping cough;
Chronic salvular heart digease; Chramic interstitial
nephsitis, ato. The ecomtributory (secondary or in-
tereurrent} affectlon need not be stated unless im-
portant. Example: Meqsles (discage cpusing death),
89 ds.; Bronchopneumonia (secondary), 10 de.
Never report mere symptoms or terminal conditions,
such as “Asthents,” ‘'Anemis' (mergly eymptom-
atic), “Atrophy,” “Coflapse,” “Coma,” “Conval-
sions,” “Debility” {*Congenital,” *Senile,” eto.,)
“Dropsy,” “Exhaustion,” ‘Heart failure,”” “Hem-
orrhage,” “Inanition,” ‘“Marsamus,”™ “Old age,”
“Bhoek,” *"Uremia,™ *“Weakness,’”’ eto.,, when a
definite disease ean be ascertalned as the cause.
Always qualify all diceases resulting from ohild-
birth or misoarriage, ag “PUERPERAY sepiicemia,”
“PUBRPERAL penilonglis,” eto. State onuge for
which surgical operation was undertaken. For
VIOLENT DEBATHS siate WEANS OF INJURY and qualify
68 ACCIDRNTAL, BUICIDAL, OF HOMICIDAL, OF 8§
prabably such, if jmpossible to determine definitaly.
Examplesy Accidental drowningy styuck by rail-
way irain—accidenty Revolver wound of hend—
homicide; Poisoned by carbobic acid-—probably suigide.
The nature of the fnjury, as fracturs of skull, and
consequenges {e. g., sepsis, !dunws) may be etated
under the head of “Contributery.” {Regommenda-
tions on statemest of cause of death spproved by
Committese en Nomeomclature ¢f the American
Mediea] Assoelatlon.)

Notr~Individua} offices may add to abowo lm of undeslr-
able tarens and refusp to accept certiffcates coptaining them.
Thys the form in use in New York Oky statos l';.(}ert!ﬂeam
will ba returned for gdditionsl Information whl:h give moy of
the following dianses, without explangtjon, a3 tlke Bole causs
of death: Abortjon, cellulltly, childbiyth, convylsions, hemor-
rhage, ggngrene, gasiritla, erysipelas, mentngitiy, miscortiage.
necroals, peritonitis, phlebitly, pyemly, septicenda, tetpnpus.™
But genaral adoptiom of the minimum list suggested wi work
vast Improvement, and 148 scopa can bp extenyded at s later
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ADDITIONAL APAQE FOR FORTRER EFATEMANTS
BY FYTSICLAN.



