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Statement of Occupation.—Precise statement of
ocoupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many oceupations a single word or
term on the first line will be suficient, . g., Farmer or
Planter,. Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
ote. But in many oases, especially in industrial em-
ployments, it is néoessary to know (a) the kind of
work and also (b) the nature of the business or in-
dustry, and theréfore' dn additional line is provided

for the latter statement; it should be used 6nly when .

needed. As examples: (a) Spinner, (b) Colton mill,

-‘4‘—-“*"‘"'*‘*"‘“"":“ﬁu.\(a) Foreman, (b) Automo-

*~worked on may form
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“Dealer,” ote.,
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" ably suicide.

“Typhoid pnoumonia”); Lobar pneumonia; Broncho-
pneumonia (" Pneumonia,” unqualified, fs indefinite);
Tuberculosis of lungs, meninges, periloneum, ote.,
Carecinoma, Sarcoma, eto., of {name ori-
gin; "‘Cancer" is less definite; avoid use of “Tumor"
for malignant neoplaam); Measles, Whooping cough,
Chronic valvular heart disease; Chronic interstitial
nephritia, ete. The contributory (secondary or in-
tereurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopnsumonia {secondary), 10 ds, Never
report mere symiptoms or terminal conditions, such
ag ‘‘Asthenia,” "**Anemia’ (merely symptomatic),
“*Atrophy,” “Collapse,” *“Comas,” "Convulsions,”

. “Debility’ (“Congenital,” "'Senita,” ate.), * Dropsy,"

“Exhaustion,"” “Heart failure,” ' Hemorrhage,” *In-

‘anition,” “Marasmus,” *Qld age,” ‘‘Shock,” *'Ure-

mia,”” **Weakness,' ete., when & definite disense can
be ascertained as the cause.. Always qualify all
diseases resulting from chxldbu-th or miscarriage, aa’
“PUERPERAL seplicemia,” ‘'PUERPERAL perilonitis,”

oto. State cause for whioh ‘surgieal operation was

; o
undertaken. For VIOLENT DBATHS state MBANS OF
1NJURY and qualify a8 ACCIDENTAL, BUICIDAL, .OF

 HOMICIDAL, or a8 probably such, if impossible to de-

termine de
ing; slruck
of head—ho

ly. Examples: Accidental drown-
y train—accident; Revolver wound
jaoned by carbolic aeid—prob-
the injury. as fracture

of skull, and
may be stated dnder the head of ‘'Contri )
(Recommandntmns on statement of cause of death
approved by Committes on Nomenoclature of the'
Amerjcan Medical Association.)

Note.—Individual omcm may add to above List or undeslr.
ible torms and refuse to accept certlficates containing thém. .
‘ihus the form In use in New York City states: **Certificates:

ill bo retttroed for additional information which give any of
a following diseases, without explanation, as the sole caiise
:laath Abortion, cellulitls, childbirth, convulslons, hemor- '

ge gangrene, gastritls, erysipclas, meningltls, miscarrlaxe. .
-osis_. poritonitls, phlebitis, pyemia, septicemla, totanus.' .
'general adoption of the minimum list suggostod will work
"improvement. ond its 8copo can bo extended at a lator
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