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Statement of Occupatign.—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, irrespee-
tive of,age. For:many.cccupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physicign, Composilor, Architect, Locomo-
tive Enginger, Civil Engineer, Stalionary Fireman, ate.
But in many cases,:especially in industrial employ-
ments, it is necessary to know (e} the kind of work
and alsofh) the pature of the business or industry,
and theréfore an additional line is provided for.the
latter atatement; it should be used only when noeded.
tAs exnmples: (a).Spinner, (b) Cotlon mill, (a) Sales-
man, (b) Grocery, (a) Foreman, (b) Automobile fac-
tory. The material-worked on may form part of the
spoond statement. Never return-*‘Laborer,” “Fore-
man,” “Maneger,” “Desaler;”” .qte., without more
nremse specification, as Day laborer, Farm laborer,
maborcr——poal mine, ete. Women at home, who are
engaged in the duties of the household only (not paid
Housekeepers who receive a definite salary), -may be
entered as Housewife, .Housework or At home, and
children, not gainfully.employed, as At school,or At
home, :Care.should be taken to report specifically
the occupations of persons engaged .in domestio
service-for wages, as Servant, Cook, Housemaid, ato.
It the oceupation has been changed.or .given up on
account of the pisEABE causiNg DEATH, state ocou-
pation at-beginning of illness. If retired from:busi-
ness, that fact may bo indieated thus: Farmer (re-
tired, & yrs.) For persona who have.no ocoupation
whatever, write None. ' )

Statement of Cause of 'Death.—Name, first,
the:p1sBABE CAUSING bEATH (the primary affection
with respeot to time and eausation), using always the
game accapted term for the same disease, Examples:
Cerebrogpinal fever (the only definite :synonymis
“Epidemio oerebrospinal meningitis'’); Diphtherin
(avold use of *‘Croup’); |Typhoid fever (never report

date.

*Typhoid pneumonia’); Lobar prneumonia; ;Bronche-
preumonia (*Pneumonia,” unqualifipd, is indefinite);
‘Tuberculosis .of [ungs, meninges, peritpnepm, .otc,,
Carcinoma, Sarcoma, ete., .of....,.....(name ori-
gin; “Cancer" ig less definite;avoid use of ¥Tumor".
for malignant neoplasma); Measles, Whooping cough;
Chranic valvular heoart disease; Chrondc iptér_atitiql
‘nephritis, oto. The contributory (secondary or in-
.tercurrent) aiffection.nesd not be stated unless im-
portant. Example: Measles; (dmease oausing death),
29 ds.; Bronchopneumoma (secopdary), 10 ds.
Never report mere symptoms or-terminal cqndmons,
such as *“Asthenis,” '**Anemia” (merely symptom-
atie), “*Atrophy,” “Collapse;” -*‘Coma,” Y*Convul-
sions,” *Debility” (‘*Congenital,” ‘'Senile,” eto.),
“Dropsy,” -“Exhaustion,” ‘‘Heart failure,’ “Hem-
orrhage,” *Inanition,” “Marasmus,’” *0Old n.ge,'!
“Shack,” *“Uremia,” *‘‘Weakness,” eto., when g
definite disease can be ascertainel as the cguse.
Always qualify all diseases resulting from o,hild.-
birth or miscarriage, a8 “PUERPERAL seplicemia,’”

“PyuprPERAL perilonitis,’”! eto. Htate opuse jfar
which eurgical operation was ungertakgn. For
VIOLENT DEATHS sState MBANS oF.INJURY anfl quslify
88 ACCIDENTAL, SUICIDAL, QT -HOMICIDAL, -Or -a8
probably such, if impossible to determine definitely,
Bxamples: Accidental drowning; siruck by rail-
way lrain-—accident; Revolver wound of ihead—
thomicide, Poisoned by carbolic acid—probably, syicide,
The nature-of the injury, as|fracture p? sknll, and
eonsequences (e. g., sepsis, lelanus), may be.atated
under the head. of“Contributory:” (Recommenda-
‘tions.on statement of cause pf death.approved by
Committes on Nomsenclatnre of the American
Medical Association.) . )

' No-rn._—Ind'.ivldue.l offices may add to ghove st of undesir-
able terms and refuse;to accopt certificates containing them.
‘Fhus the form in use in New York Qity.statqs: **Certificatgs

- will be returned for additional information which give any ¢f

the followlng disea,saa, without expla.nation. as the gole cauge
of death: Abertion, cellulitis,, childbirth, capvulsioqs. hemor-
rhage, gangrene, gastritis,erysipelas, meningitis, miscarriage,
nocrosls, peritonitis, phlebitis, pyemia, (soptjcemia, . tetanus,*
But goneral adoption of the minimyum:list suggested will work
vast improvement, and 1ts scope ¢an be extended gt;a later
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