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Statement pf Occupation.—Preciso statemont of
oooupat.!on {s very Important, go that the relative
healthfulness of various purauits can be known. The
quesetion apptes to oach and every person, irrespec-
tive of age. Fgr many ocsupadions a single word or
term on the first line will be sufficient, e. g., Farmer or
FPlanter, Physician, Comupoailer; Architzet, Locomo-
tive engineer, (ivil enginecr, Smtionary fireman, eto.
But in many ogses, especially in indusirial employ-

‘mpnts, It I8 necessary to know {g) the kind of work

and also ¢b) .the nature of the business or industry,

and therefors an additional line is provided far the
lattor statement; it should be used only when neadad.
As axamples: (@) Spinper, (b) Cotton mill; (a) Sales-
map, (b) Gmcery; (o) Foreman, (b} Automobile fac-
tary. The material worked on may form part of the
geoond statement. MNever return **Laborer,” **Fore-
man,” “Manager,” *Dealer,” sto., without more
prenise speci;ﬁoanon, as Day laborer, Farm laborer,
Lmtmrcr—— Coal mine, ote. Women at home, who are

.anggged in the dutieg of the .housphold only (aot paid

_Houcskaspera who receive a definite salary), may be
qitered as Housewife, Hougework or Al home, nnd
d¢hildren, not gainfully employed, as At school or Al
home, Cgre should be taken to report specifically
the occupatlona of persans engaged .in dopmestic

.service for wages, as Servan, Copk, {Housemaid, eto.

If the occupation hes bs;en changed or given up on
account of the DIBMASE .CATUBING DEATH, Btate ocau-
pation at.beginning of illness. If retired from busi-
ness, that faot sy be Indicated thus: Farmer (re-
tired, 6 yrp.) For peraopa who have no opgeupation
whatever, write None.'

Statement of cause 9f Depath.—¥Name, first,
the pisEABE cameiNg pEarh (the primary sflection
with respept to fime and pausation), qsing always the
same accepted torm for.the qame dlsqaae. Exnn\plos
Cerebrospinal fever (the only definite gyponym is
*Epldemio qe:ahrogpinal menlqgitip”). Diphiheria
(avold use of *“Croup”); Typhoid faver (never report

“Typhold pneumonta’); Lobar pasumonia; Broncho-
preumonia (“Paeumonia,” unqualified, 1s indefinite);
Tuberculosia of lungs, meninges, perifoncum, eto.,
Carcinema, Sarcomg, ete., of ..........(name ori-
gin; “Canocer” is less definite; avoid use of *“Tumor"’
for malignant neoplasms); Meaales; Whooping cough;
Chronic valvular heart disease; Chronic {nlersiitial
nephritts, ete. The ocontributory (secondary or in-
teraurrent) aflestion need not be atated unless im-
portant. Example: Measles {diseane causing death),
29 ds.; Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or terminal conditions,
guch as “Asthenia,” ‘‘Anemia’ (merely symptom-
atio), “Atrophy,” “Collapse,” “Coms,” *Convul-
sions,” *“Debility’’ (‘‘Congenital,’” ‘““Senile,” ete.),
“Dropsy,” ‘‘Exhaustion,” ‘“Heart failure,” ‘“Hem-
orrhage,’” “Inanition,” *“Marasmus,” *Qld age,”
“Shock,” *Uremis,"” ‘‘Weakness,” eto., when a
definite digsease can be ascertnined as the cause.
Always qualify all diseases resulting from ohild-

" birth or miscarriage, as ‘“PUERrRPERAL seplicemia,”

“PoEnPERAL periloiilia,'” satec. Stote oaure for
whick surgical operation was undertaken. For
VIOLENT DEATHSB stato MEANBS oF INJURY &nd qualify
88 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, Or ag
pfotrnbl y suech, if impossible to determine definitely.

Phdiples: Accidental drowning; struek by rail-
ﬁa_; “Mrain—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—prabably suicide.
Tha-nature of the injury, as fracture of skull, and
condequences {e. &., sepsis, lelanus) may be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of depth approved by
Comumittes on Nomenclature of the American
Medical Assoociation.)

Notp.—Individual offices may add to above List of undesir-
able terms and rofuse to accept certificates contdlning them.
Thus the form In use in New York Oity states: *'Certificates
will be returned for additlonal informatlon which glve any of
{the followlng dlseases, without explangtion, as thé sole causs
of death: Abortlon, cellulitis, childbirth, convulsipns, hemor-
rhage. gangrene, gastritis, eryelpalna, men_lm;ltlﬂ. mlscarr[ugc.
necrosls, peritonitis, phlobitis, pyemia, gepticemta, tetanus."
But geaoral adoption of the minimum list suggegted will wark
vast Lnprovement, and 1ta ccope can be extendod at a ldter
dato.

ADDITIONAL BPACH FOR YURTHRTL JTATOMANTS
BY POYSICIAN.



