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Statement of Occupa.ﬂon.—Preciae statement of
ccoupation 18 very Important, so that thé-relative
healthfulness of varlous pursults can be known. The
question applies t.o each and every person, lrraapao—-
tive of age. For ma.ny occupations a slngle. word Jor
term on the first ine“will be suffiolent, o. g., Farmsr or

-

&

P

i

FPlanter, Physician, Compositor, Architect, Locoma— POt

tive engincer, Civil engineer, Stationary firamaﬂ,'eto
But {n many cases, aupecmlly in industrial employ-
ments, it {8 necessary to know (3) the kind of work
and also (b) the nature of tho business or industry,
and. therefore an additlonal line is provided for the
lattor statement; it ahould be used only when needed
As examples: (a)aSpmncr, (b)Y Cotton mill; (a) Salss-
man, (b) Grocery, {a) Foreman, (b) Automob:lufgc-
tory. The materin]l worked on may form part of the
second statement. Never return ‘‘Laborer,” “Fore-
man,” ‘Manager,” ‘‘Dealer,” eto., without more

precise npeexﬂoation, a8 Day laborer, Farm laborer, , ™

Laboreps Coal mine, ote. Women at home, who are.
engaged[in the duties of the household only (nof paid °
Housek¢epers who recelve a definite salary}, may be .

-

-

T

enterad as Housewifs, Housework or At home, and"+

c]:uldren. not gainfully employed, as At school or Al
homes. “Care should be taken to report apeolﬂon.lly’g
the oocoupatlons of persons engaged in domestic
service for wages, as Servant, Cook, Housemaid, eto.

If the ocoupation has besn changed or given up on

aocount of the DIBBABB CAUSING DEATH, state ocou-
pation at beginning of illness. If retired from busj-’
ness, that fact may be indicated thus: Farmer (re-
téred, 8 yra.) For persons who have mre ocoupation
whatever, write None.

Statement of cause of Death.—Nams, ﬁrst
the pIsEisE cavsiNG DEATH (the prlmary sffection
with reapeot to time and eausatlon), using alwayns the™

*
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same accepted term for the same disease. Examples:. . "

Cersbrospinal fever (the only definite synonym is’
“Epidemic ocerebrospinal meningitis’); Diphtheria
(avold use of ““Croup’’); Typhoid fever (never report .

r -
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'
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\

-“PUERPERAL perifonilia,”

“Typhoid pnoumonia’); Lebar pneumonia; Broncho-
pneumonia (“Pneumonis,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoms, eto,, of ..........(name ori-
gin; “Cancer' is less dafinite; avoeid use of “Tumor*’
for malignant neoplasms); Measles; Whooping cough;
Chronie valvular heart disease; Chronic inlerstitial
naphriiis, eto. The contributory (secondary or in-
terourrent) affectlon need not be stated unless im-
portant. Example: Measles (dizsease causing death),
29 ds&; Bronchoprieumonia (secondary), 10 da.
Never report mere aymptoma or terminal conditions,
'such as “Asthenia,’” “‘Anemia’ (merely: symptom-
“atle}, “Atrophy,” *Collapse,” *“Coms,” *Convul-
.sicns,” “Debility’” (“Congenlta] ' “Senile " ate.),
“Dropsy,” "Exhauatlon." “Heart failure,” “Hem—
- orrhage,” "Inanition "7 “Marasmus,” “0ld age,”
“Shock,” *“Uremia,” *‘Weakness,” eto., when a

definite diseage can "he ascertained as the cause.
- Always qualily all’sdizeases resulting from ohild—

birth or miscarriagé, as “PUERPERAL aepuccmm

eto. » State odiusd. for
which surgiesl operation was undertaken, For
VIOLENT DEATHS state MRANS oF INJURY and qualily
88 ACCIDENTAL, BUICIDAL, OF HOMICIDAL, OF as
probably such, if tmpossible to determine definitely.
Examplés: " Aceidental drowning; struck by rail-
way -train—daceident; Revolver wound of héad—

homicide; Poizoned by carbolic acid—probably suicide.
“The nature of the injury,
“eonsequences (e. ., sepsis, lelanus) may be stated

as fraoture of skull, and

under the head of “Contributory.” (Recommenda-~

“ tiona on statement of cause of death approved by
-Committee on Nomenclature of the. Amerloan
-* Madical - Assooiation.)

Nora.—Individual offices may add. to sbove Ust of undestr-
ablo torme and refuse to accept certlicates containing them.
Thus the form in use In New York Oity states: *'Cerfificates
will bo returned for additional Information which give any of
the followlng diseases, without explanntlon, as the sole cause
of death: Abortlon, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gasiritia, erysipelas, meniogitis, miscarriage,

" npecrosis, peritonitis, phlebltls, pyemia, #opticemia, tetanus.”

* But genera.l adoption of the minimum list suggested will work
vadt Improvement, nnd {ta mpa can be extended at a later
date

ADDITIONAL BPACS FOR FUNTHAL ATATAMENTS
BY PAYSICIAN.
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