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Statement of Occupation.—Precise statement of
cocupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespeoc-
tive of age. For many occupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Archilect, Locamo-
tive Engineer, Civil Enginecer, Slationary Fireman,
ete. But in many oases, especially in industrial em-

ployments, it is necessary to know (a) the kind of -

work and also (b) the nature of tho business or in-
dustry, and therefore an additional line is provided
for the latter statement; it should be used only when
neoded. As examples: (e) Spinner, (b) Cotlen mill,
{a) Salesman, (b) Grocery, (a) Foreman, (b) Aulo-
mobile factory. The matorial worked on may form
part of the second statement. Never return
“Laborer,” “Foreman,” “Manager,” ‘‘Dealer,” eto.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Ceal mine, otc. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who receive a
definite salary), may be entered as Housgewife,
Housework or At home, and children, not gainfully
employed, as At school or At home. Care should
be taken to roport specifically the ocoupations of
persons engaged in domestic service for wages, as
Servant, Cook, Housemaid, ote. It the ocoupation
has been changed or given up on account of the
DISEASN CAUBING DEATH, state occupation at be-
ginning of illness. If retired from buosiness, that
fact may be indieated thus: Farmer (retired, 6
yre.). For persons who have no occupation what-
ever, write None. i
Statement of Cause of Death.—Name, first, the
DISEABE CAUBING DEATH (the primary affection with
regpect to time and eausation), using always the
same aceepted term for the snmo disoase. Ixamplea:
Cerebrospinal fever (the only definite synonym ia
“Epidemic ocerebrospinal menlingitis™); Diphtheria
(avoid use of “Croup"), Typhoid fever (nevor report
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in'*); Lobar pneumonia; Broncho-
onia,” unqualified, is indefinite);
g8, meninges, periloneum, eto.,
arcoma, eta., of (name ori-
nite; avpid use of “Tumor”
3 azles, Whooping cough,
Chromc valvular heart\di : Chronie inlerstitial
nephr{t The contrifutory (secondary or in-
tereurret aﬁeotlon need notbe stated unloss im-
portant. Examplog, Measles &iseaso causing death),
29 ds.; Brone glmonia (seco ¥), 10 da. Never
report mere symptoms or termi cond\tiona, such
symptomatio),

as ‘“‘Asthenia,” ‘‘Apoengin’ (merel i
“Atrophy,” “Col “Coma,"” \'Convulsions,”
“Dability’ (**'Cong " ile,” eth,), *'Dropsy,”

mia,” “Weakness,
be ascertained as

“Typheid pnou

pneumonia ('Po
Tuberculosis o

Carcm

“Cancar is las

t neopla

m 8 definite disease ean
Always qualifty all
s o)

‘“‘PUEBRPERAL £€P
ote. State caus
undertaken.

ably suicide. g
of skull, and consdquences {(e. g., scpsis, lclanue),
may befetated undpr the head of *Contributory.”
(Recomymendations pn statement of cause of death
approved by Comnlittes on Nomenclature of the
Amerigan Medical Assoociation.)

Nl Te.—Individual ces may add to above lst of unde-
slrable terms and refuse t§ accept certificates containing them.
Thus §he form in use in New York Olty states: “Certificates
will bé returned for additlonal Information which give any of
the f:ﬁlowing dlseases, without explanation, as the sole cause
of death Abortlon, collulltfs, childbirth, convulslons, hemor-
rhage, gangrene, gastritis, orysipelas, meningltis, rfuscarrlage.
necrosis, peritonitls, phiebitla, pyomia, septicemin, totanus.”
But gonoral adoption of the minimum LUst suggested will work
vast fmprovement, and tts scopo can be extended at .a later
date,
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