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Statement of Occupation.—Preoise statement of
ccocupation is very important, so that the relative
healthfulness of verious pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many occupations a single word or
term on the first line will bo suffieient, e. g., Farmer or
Planter, Physician, Compositor, Archilect, Locomo-
tive Engineer, Ciril Engineer, Stationary Fireman, eto.
But in many oasges, especially in industrial employ-
mants, It is necessary to know {a) the kind of work
and also (b) the noture of the businoss or industry,
and therefore an additional line is provided for the
latter statement; it should be used only when needed.
As examples: (a) Spinner, (b) Cotion mill; (a) Sales-
mon, (b) Grocery; (a) Foreman, (b) Automobile fae-
tory, The material worked on may torm part of the
socond statoment. Never return “Laborer,” *“Fore-
man,” ‘Manzager,” *Dealer,” eto.,, without more
preecige specification, as Day laborer, Farm laborer,
Laborer—Coal mineg, etc. Women ot home, who are
engaged in the duties of the household only {not paid
Houasckeopers who receive & definite salary), may bo
entered as Houscwife, Houscwork or At home, and
children, not gainfully employed, as At sckool or At
home. Care should be taken to report specifisally
the ocoupations of persons engaged in domestie
servioe for wages, as Servant, Cook, Housemaid, eta.
It the occupation has been changed or given up on
account of the pIsEABR CAUSING DEATH, state coou-
pation at beginning of illness. If rotired from busi-
ness, that fact may be iudicated thus: Farmer (re-
tired, ¢ yrs.) For persons who have no ocoupation
whatever, write None.

Statement of Cause of Death.—Name, frst,
the pienase causiNG pOATH (the primary affection
with respeot to time and causation), using always the
same gooepted term for the same disease. Exemples:
Cerebrospinal feoor (the only definite synonym is
“Epldemle oorebrospinal meningitis''); Diphtheria
(aveid use of ‘‘Croup”); Typheid feeer (nover report

*Typhoid pnoumonia); Lobar pasumonia; Broncho-
preumonda (" Pneumonis,” ungualified, ia indefinite);
Tubgreulosis of lungs, meoningecs, perilonsum, eto.,
Carcinoma, Sarcoma, eto., of..........{nome ori-
gin; “Cancor” i3 less definite; avoid uso of “Tumor"”
for maliznant neoplaema); AMeaslas, Whooping cough;
Chronte valvular heart discase; Chronie interstitial
nephritis, ata. The contributory (secondary or in-
terourrant) nffestion noed not be stated unless Im-
portant. Example: Mcasles (dissnse oausing death),
20 ds.; Bronchopneumonia (cecondary), 10 ds.
Never report mere symptoma or terminal conditions,
such as “Asthenia,” *“Anemia’” (merely symptom-
otin), “Atrophy,” “Collapss,” *Coma,” “Convul-
sions,” *“Debility” (*‘Congenital,’” *‘Senile,” ete.),
“Dropay,” *Exbaustion,” “Heart failure,” *Hem-
orrthage,” “Inanition,’” ‘‘Marasmus,” “QOld age,™
“8hoelk,” *“Uremis,’” *“Weakness,"” eto., whon a
definite disense oan be zscertained as the eause.
Always qualify all diseases resulting from child-
birth or miccarriage, &8 ‘‘PUBRPERAL septicomia,”’
“PucRPERAL perifontlis,”” ete. Btate cause for
which sargical operation was undertaken. IFor
VIOLDNT DDATHS state MPANS oF INJURY and qualify
£:9 ACCIDENPAL, SUICIDAL, ©OF HOMICIDAL, OF &9
probebly such, it imposaible to determina definitely.
Examples: Accidentad drowning; struck by rail
teay froin—accident; Revolver wound of head—
komicide, Paisoned by carbolic acid—probably suicide.
The nature of the injury, as fracturc of skull, and
consequences (e. g., scpsts, tetanus), may be atatsd
under tho head of “Centributory.” (Rescommenda-
tions on statement of couee of death approved by
Committee on Npmenclature of the Amerloan
Moedical Associntion.)

Norn~-Individunl oficcs may add to above list of undesir-
able tarms and refuse to accopt certificates contalning them,
Thus the form in use in Now York Clty states: ** Certificate,
will bo retarned for additional Information which give any of
the following dizes:es, without explanaticn, as tho sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritls, erycipelas, meningitia, miscarriage,
nocrogls. peritonitis, phiebitis, pyemia, eseptlcomin, ictanus.”
But goneral adoptlon of tho minimum st suggested will work
vast lmprovement, and ita scope can be cxtended at o Iater
dato.
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