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Statement of Ogct _pation.—-—Pgecise statement of
ocoupation ia very im)ortant 8o, that, the relative
healthfulness of jvarious puranits pgn be known, ‘I‘pe
guestion applles to each and every pergon, irrespec-
tive of age. :For many occupations a qngle wm-d or
.term on the flrat line;will be gufficlent, 6. g., Farmer or
Planter, Physician, Comptmt,or. Architect, Locomo-

tlive engineer, Civil angmeer.,ﬂlaqsonary hreman., eto.
,But in many cases, :especially;in dndustrisl enqploy—
«nmnta. 14 is .peocessary to knpw, (@) the ind of jwork
a,qd aleo (b) the nature of . the. husiness, or industry,
.and; therafore an additdona.l;hne, fs provided for the
.Iatter statement; 1t shopid-bre uaed,anly ‘when needed.
.48 pxamples: (a) Spinper, (b) Cptton mill; (a) Salas-
,man, (b) Arocery; (a);-Fo:eman.|(b) Aqtomobtlo fac-
dory The material worked on.may-form_ pari.of the
ssecqnd statoment. Never teturn “Laborer,” “Fore-
.man,” “Manager,” *Dealer,” et.o, ‘without Jmore
.pregise specifioation, na Day Iabarzr. Furm--labour,
Lghorer-—Coal mine, eto. Wompn at home, &who are
.qqga.ged In the duties of thethousphold oxnly; (not. paid
Housckespers who receive adefipite paln.ry). may be
.antered as Housewife, Houseork or At home, and
;ohildren, not gainfully emplpxed, as Atﬁachool or ,At
-home. Care:shouldi bo taken.to report spaom,cauy
athe oeoupations of persons engaged ;in ..domealuo
—service for woges, aa Sqr_ug;nt, ,Copk ;Haysegnq:d_ efo.
If the ocoupstion has bgenchanged, or/given up on
account of the PIAPASE CAUBING DEATH, state ouo,u-
pation at beglnping of illness it ratired from bunsi-
ness, that faet may jbe- :pghqated thys: »Fgrmer (re-
tired, 6 yra.) For persons who have no oscupation
whatever,; wute None.

Statement ,of cause ,of f.’peath,—Name, firat,
the DIBEASE cavsma DEATH (the primary, aflection
with respest to time and eaumnop), psing alwn.ya the
same accepted term for.the gamegdmaase. Examplea:
Cerebroapinal fever (the only definite syponym fs
‘Epidemio aerebrosp!nal q;eniqg:tla"), Diphtheria
(a.void usg of “Croup”); Tiyphoid fever (nevar report

“Typhoid gnaumonla") -Lobar_pneumonia; Broncho-

. pReumoOnia (“s’Pneumonin." unqughﬁed s indefinite);
-f.ﬁ{'ubexculans ;gf lunga, meninges, periloneum, sto.,
. Carcinoma,, Sqrcoma, ote, of ..., {namo ori-

gm‘ "Ca.noer" is lags definite; avoid use of **Tumor”

.(or.me.l;gnnnt meoplaqms) Mcasles, Whooping cough
. Chronic valvular (heart -disease; ' Chronic inleratitial

nephriiis, ete. The contrlbul;ory (saepndary yor in-
terourrent) ;nffection need not be stated unless Im-
portant. Example: Megsles (disease oauaing death),
29 ds.; Branchqpncumoma {zocondary), 10 ds.
Never roport mere symptoma or terminal conditions,
sitoh ag ‘‘Asthenia,’” “*Anemis’” (merely symptom-
atic), ''Atrophy,” “Collapse,” '"Coma,” “Cpnvul—
sions,” . Debility” (“Congenital,” *‘Senile,”. ote.),
“Dropsy,” " Exhaustion,” *‘Heart failure,” ‘{Hem-
orrhage,” "Innnltion." “Mn.rn.smus.” “OId,%a"
“Shook,” “Uremia,” *“Weakness,” ete., when a
definite disesse oan be .agoertained as the ocause.
Always quuhfy all diseases resulting from |ohlld-
birth or mjaoan’iaga, as “PuUEBPERAL seplicemia,”

“PUERPERAL perilonitis,” eto. State cause for
which .surgical operation wne undertaker. For
VIOLENT .DEATHS-stato MBANB or INJURY and qualify

" A8 .ACCIDENTAL, S8UICIDAL, Of HOMICIDAL, or as

probubly suph, it impoasible to detormma definitely.
Examples: Accidental drotoning; ntruck by roil-
way . irain—accidgnt; Revolver wound of head—
homtmde, Poisoned by-carbalic acz.d—-—probab!y suicide.
The nature of, the injury, as tracture of skull, .and
consaquanaea (o. £., sepais, tctanua) .may be stated
under the head of “Contnbutory -(Recommenda-
tions on etatement of oause of death approved by
Committes on Nomeneclature  of - b_he Amorican
Medical Association.)

Note.~Indlvidual offices may add to ahove Ust of undeslr-
cble terms and refuse to sceept certificates. oont.alnlns them.
“Thus the form in use 1n New Yorlt Olty states: “;Oertificates
will be roturned for additional Information which glve any of
the following dlseasss, without explanation, a3 the sclo causo
of dqath Abortlon, cellulitis, childblrgh,, cnnvulsioml. homor-
n'h.a.gﬂ. gangrens, gastritls, erysipelas, moulngiuls mlucarriago
nacrosu peritonitis, phlebitls, pyemla, septicomia, tetanua.’
But genernl adoption of the minlmum list su.gzmt,ed will work
va-st. .Jmprovemant, and Ita scops can be extended at-a lator
dnw

ADDITIONAL BPACE FORI FURTHER STATB*HNTI
BY PB?’MGIAH.




