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Statement of Occupation. —Preciso statement of
occupation is very important, so that the relative
healthfulness of various pursuits can bo known. The
question hpplies to each and every person, -irrespec-
tive of age. For many occupa.tlons a smgle word or
term on the first line will be sufficient, e g., Farmer or
Planter; Physician, Compositor, Arclptect Locomo-
tive engineer, Civil engineer, Stalionary fireman, ete.
But in many cases, espeecially in industrial employ-
ments, it is necessary to know (a) the kind of work

and also (b} the nature of the business or industry, _

and therefore an additional line is provided for the
lattor statement; it should be used only when needed,

As examples: (a) Spinner, (b) Cotton mill; (a) Sales- -

man, (b) Grocery; . (a) Foreman, (b) Automcbile fac-

tory. The material worked on may form part of the -

" gocond statement. Novef roturn *Laborer,” ““Fore-
man,” “Manager,” “Dealer,” atc., without more
procise specification, as Day labsrer, Farm laborer,
Laborer— Coal mine, ote. Women at home, who. are’
engaged in the du'tles of the household only-(not paid’
Housekeepers who receive a dofinite salary), may be
entered as Houscunfe, Housewerk or At- home, a,nd
children, not gainfully employed, as Af g hool or Al
home. Care should’be taken to repor?

the ocoupations of persons engaged in domestie
service for wages, as Servant, Cook, Housemazd ote.

If the occupation has been changed or: given up on

account of the DISEASE CAUSING DEATH, state oecu—
pation at beginning of illmess. If retired from’ bu51-
noss, that fact may be indicated t.hus -Farmer (re—».
ftired, 6 yrs.} For persons who have no occupation
whatever, write None. .
Statement of cause of death —Na.me, firsy,?
the PISEASE CAUSING DEATH {(the primary, aﬁoctloq

with respect to timé and causation); using. always the. ”

same accepted term for the same disease. Examples
Cerebrospinal fever (the only definite synonym 1s
“Epidemie - cerebrospinal meningitis'); Dtphlhcrm
{avoid use of “Croup’); Typhoid fever (nover repoft,

peacifically.-

H

“Typhoid proumonia’); Lobar preumonia; Broncho-
preumotnia (‘‘Pneumonia,’”’ unqualified, is indeéfinito);
Tuberculosis of lungs, mentnges, 'peritoneum, ete.,
Carcinema, Sarcoma, ete., of . e ..(name
origin; *Cancer" is less deﬁmte a.vmd use of “Tumor

for malignant neoplasms); Measles; Wheoping cough;

. Chronie valvular heart disease; Chronic inlerstitial

nephritis, ote., The contributory (secondary or in-
tercurrent) affection need not he stated unless im-
portant. Example: Measles (disease-causing death),
20 ds.; Bronchopneumonia ({(secondary), 10 das.
Neovar report mere symptoms or terminal conditions,
such as “‘Asthenia,” ‘“‘Anemis’” (merely symptom-
atic), “Atrophy,” *Collapse,” **Coma,” “Convul-
sions,” “Debility”’ (““Congenital,” ‘‘Senile,”” ete.),
“Dropsy,” ‘‘Exhaustion,” ‘“Heart failure,” . Hem-
orrhage,”” “Inagnition,” ‘‘Marasmus,” “0ld age,”
“Shoek,” “Uremia,” “Weakness,” ste., whon o
definite disease can be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, as ‘‘PUERPERAL seplicemia,”
“PyerRpPERAL perifonilis,’” ete.  State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS OF INJURY and qualify
88 ACCIDENTAL, SUICIDAL, OR HOMICIDAL, OF as
probabi y such, if impossible to determine definitely.
Examples:  Accidenial drewning; struck by rail-
way lrain—accident; Revolver dvound of head—
haomicide; Poisoned by carbolic acidv—probably suicide.
The nature of the injuty, as fracture of skull, and

.consequences (e. g., sepsis, telanus) may be stated
under the head of ”Contrlbutory " (Recommenda-

tions on statement of cause of death approved by
Committee 6n Nomeqclatur%., of the Ameriean

Medical Assoeiation‘) ‘- . E

[ *

No'm —~—Individuil oﬂices may add 'to above'list of undestr-
able terms and refuse to a.ccept certificates coi:talnlng them.
Thus the form in wso in Now York: ‘Clty atates; “Certiflcates
will be returned for additional Information whick give any of
the following diseases, witnout‘%xplmation ag;the sole cause

~of death: Abortion, cellIﬂItla.,chﬂdbirhh convulsions, hemor-
" rhage, gangrene, gastritis, erysi,pelas .meningitis, miscarriage,
‘necrogis, perltonitis, phlebitis, pyemia. septicemia, tetanus.”

But gencral adoption of the minimum list suggested will work
vast improvement, and its scoph can be oxtendecl at o later
date. i

it
ADDIT[OHAL BPACE FOR FURTHER BTATEMENTS
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