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Statement of Occupatjqn.—;-P.i;acise‘ statement of

occupation is very fmportant, 8. that the relative.

heslthfulness of various pursuits.can be known. The
question npplies to each and every person, frrespec-
tive of age. For many ocoupations a single ward or
term on the first line.will be sufficient, e. g, Farmer or
Planter, Physician,” Compogilar, Architect, Locomo=
tive engineer, Civil engineer, Stationary fireman, ete.
But i{n many onses, .especially. in industrial employ-
ments, it I8 necessary to know. (a} the kind of work
and also.(b) ithe nature of the husiness, or industry,
and therofors an additional lino, is provided faf, the
latter statement; it should be used anly when needed.
Aspiexamplen; (a) Spinper, {(b) Cotion mill; (a) Salgs-
man, (b) Grocery, (o) Foreman, {b) Automobils fac-
tory, The material worked on may form part of -tho
Aapond statement. Never return “Laborer,"” *“Fore-
wien,” “Manager,” ‘‘Dealer,” eto., without more
precise specification, as Day laborer, Farm laborer,
Laborer— Coal mine, oto. Women at home, who are
engaged in the duties of thehourcheld only, (not paid
Housekeepers who receive a definite salary), may-be
ontered as Housewifs, Housework.or Al home, and
children, not gainfully employed, as A school or: At
home. Care should be taken to raport epecifically
the ocoupations of persops .engaged .in domestio
service for wages, as Servand, (Caok, Housemaid, eto.
If the ocoupation has boen changed or given up on
account of the DIBEABE CAUBING DEATH, state ococolu-
pation atﬂ,bqginning.of illness. If retired from ‘busi-~
ness, that fact may be Indicated thua: Farmer (re-
tired, 8 yrs.} ‘For persons who 'have no cocupation
whatever, write None. ,
Statement of cause, of Death.—Name, Airst,
the DISEASB CAUSING DXATH {the primary affection
with respect to time,and causation,) using always the
game acoepted term;for the same disease. Examples:
Cerebroapinal fever (the only definite synonym is
“Epidemio cerebrospiral meningitis"); Diphtheria

(avold use of **Croup”); Typhoid fever (never report

w_f—

“Typhoid pneumania’); .Lebar prneumonia; Broncho-
pheumonig {*Pneumcnia,” ungualified, is indefinite);
Puberculosis of lungs, meninges, peritoneum, olo.,
Carcinoma, Sarcoma, eto., of .. .........(name ori-
gin; “Cancer” ialess definite; avoid use of “Tumor"
for malignant;neoplasme); Measles; Whooping cough;
Chronic valoular hanrt diseass; Chranic interatilinl
nephritis, eto. The gontributory (secondary or in-
terourrent) :affection need not be stated unless {m-
portant. Example: Measles (dinspage oausing death),
29 da.; Bronchopneumaonio (spcondary), 10 de.

‘Never report mere symptoms or terminal conditions,

such ag ‘‘Asthenla,” ‘'Anemia” {meraly symptom-~
atie), ‘“Atrophy,” “@ollapse,” “Coma,” *“Convul-
gions,” *Debility" (“Congenital,”. “Henile,” eto.,)
“Dropsy,” “‘Exhgustion,” “Heart failure,” *"Hem-
orrhage,” “Inanition,” ‘‘Maragmus,™ “0Old age,”
“Shook,” “Uremis,” *“Weakness,” oto:,’ when a
definite disease can be ascertajned as the cause.
Always qualify all diseases resulting from rohild-
birth or miscarriage, 88 “PUEBPERAL seplicemia;"’
“PyrrPERAL perilonitis,” ate.  Btate cause for
which surgical operation -was, undertaken. For
VIOLENT-DEATHS-6t6t0 MEANS OF INJURY and.qualify
88 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, ©GF B8
probably suoh, it tmpossible to determine definitely.
Examples: Accidentol drowning; struck by rail-
way train—aecident; Bevolver. wound of hsad—
homicide; Poisoned by.carbolic acid~—probably suicide.
The nature of the Injury, as fracture.of skull; .and
congequences (e. g., -sepais, tetanus) may be stated
under the head of. “Contributory.” .(Recommenda~
tions on statement of cause of -death approved by
Committee on Nomenclature of the American
Medical Assoclatfon.)

Norn.~Individual offices may add to above 1ist of undesir-
able terms apd refuse to accept certificates containing them.
Thus the:form In uss In New York Olty -states: “QOertificates
will‘bo returned for additional Information .which,glve any of
the following disoases, without explanation, as $ho gole causa
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangreno, gastritia, erysipelas, meningltis,. miscarriage,
necrosis, peritonitis, phlebitls, pyemlia, septicomin, totanud.'’
But general adoption of the minimum liss suggested will work
vast improvement, and ita scope.can be;extended at a later
data.

ADDITIONAL SPACE FOB FURTHER ATATEUNNTS
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