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Statement of Qccupation.—Préocise statement of
occupation is very important, so that the relative
healthfulness of various pursuits ¢an be known. The
question applies to each and every person, irrespéo-
tive of age. For many ocoupations a single word of
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineér, Civil Engineer, Stationary Fireman, oto.
But in many cases, especially in industrial employ-
ments, it is necessary to know (a) the kind of work
snd alzo (b) the nature of the business or industry,

#nd therefore an additional line is provided for the:

tatter statement; it should besed only when needed.

As examples: (a) Spinner, (b} Cotlon mill; (a) Soles--.

man, (b} Grocery; (a) Foreman, (b) Automobile fac-
lory. The material ‘worked on may form part of the
seoond statement. Never return “Laborer,” *Fore-
inan,” “Manager,” “Dealer,” eto., without more
precise specification, aa Day laborer, Farm laborer,
Laborer—Coal mine, ets. Womon at hoihe, who ate
engaged in. the duties of the household only (not paid
Housckeepers who receive a deflnite salary), miay be
" entered as Housewife, Housework or At home, and
children, not gainfully employod; as At school or At
home. Care should,be taken to report specifically
the ocoupations of “persons engaged inh domestio
service for wages, as Servant, Cook, Housemaid, oté.
Tt the oecupation has been éhanged or given up on
nccount of the DIBEABE CAUSING DEATR; stato oooii-
pation at beginning of illness. “If retired from buui-
ness, that fact may be indicated thus: Fdrmer (rs-
tired, 8 yrs.). For persons who have no occupstlon
whatever, write. None.

Statement of Cause of Death. ——Name, first,
the p1sEase cauUsiNg pBaTH (thé pr:mary affedtion
with respest to time and causation), using a.lwa.ys the
same agoepted term for the same disease. Examples.

Ceredrospinal fever (the only definite éynonym is

“Epidemfo oerebrospinal meningitia"); Diphtheria

(avoid use of *Croup”); Typhoid fever (never repors )

“Typhold pnaumoma "); Lobar pneumonia; Broncho-
pnsumonia (“Pneumonia,” unqualified, 13 indefidite);
Tuberculosis of lungs, meninges, periloneum, eto.;
Carmnoma, Bar¢oma, ete., of..........(noTe OFis,

ll‘

gin; “Cancor” is less dofinite; avoid use of “Tumor"’

for malignant neoplasma); Measles, Whooping cough;
Chronic calvular helrt dggagse; Chronit interstitial
wephrilis, ote. The contPButotry (fecondary or in-
tercurrent) affestion nbed not be stated unless im-
portant., Example: Measles (disease catsing denth),
29 ds.; Bronchopnesmonic (secordary), 10 do.
Never report mere Bymptoms br términal conditions,
such as “‘Asthenia,’” **Anemia’ {merely-symptem-
aﬂc) “Atrophy,” ‘‘Collapse,”: ‘*Coma,”. “Cohvul-
gions,” “Debility” (“Cohgemtnl " “Sdnile,” bto.),
*“Dropsy,” “Exhanatlon " “Heart fafl%’re " “Hem-
orrhage,” “Inamtion * “Marasmus,” "O;d bge,”
“Shoek,” “Uremia,” *“Weakness,” ebo.. when a
definite disense can be ascertained ag the oause.
Always qualify afl diseases resulting from ghild-
birth or mitoarriage, as “PUBRPERAL jcphcemm.

“PUBRPERAL periionifis,”- etc. BState ocausé for
which surgical operation " was untertaken.” For
VIOLENT DEATH..B state MEANS OF INJIURY and qnallfy
B Accmmn'u.. BUICIDAL, OF HOMICIDAL, OF B8A
probably such, if impossible to determine definitely
Examples: Accidental drowning; struck by rail-
way irain—actident; Revolver ‘wound of héad—
homicide, Pdizoned by carbolic acid— probably suicide.
The nature of the injury, as {rabturs ot skull, and
confequences (6. g., sepsis, telanuf), may be stated

inder the head of 'Contributory.” (Recommenda- |,
tions on statement of cause of death approved by

Committee on Nomenolature of the American
Mediocal Assoociation,)

No-rn ~-Individual offices may add to above Ust of unde:ir-
able terms and refuse to accept certifitates contatning ¢hom,
Thus the form In {1se in New York Oity states: ** Certiflcato,
will be returned for additional information wh.ldh glve any of
tha following d.lueases. without explanation. as lho sole cause
of death: Abortion, cellulltls, childbirth, eonvulsibns. hemor-
rhage, gangrene, gastfitls, eryeipelus, xﬁeningltis hlsmria.ga.
nmm pariwnlt.ia phlebitis, pyemia, sopticumlu. tetanus."’
But goneral adoption of the minimum iss suggesmd will work
vast improvement, and its scope can be extendod at a later
date.

ADDITIONAL BPACE FOR FURTHER ATATEMNNTS
BY PHYBICIAN.
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