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Statement of Qccupation,—Precise statemant of
occupation is very important, so that the refativeo.
healthfulness, of various purauits oan be known. The.
question a_.pplms to each and every person, irrespeoc-
tive of age. For many ocoupations a single word or
:term on the first line will be.sufficiont, . g., Parmer or

Planter, Phyau:mn, Compogitor, Architect, Locomo-
'tive engineer, Civil engineer, S!atlonary fireman, ete.
Bot in many cases, espema.lly in industrial employ-
msnts, it Is necessary to know. (@) the kind of work
and also (b) the nature of the ‘businesa,or indistry,
and therefors an additional;line. ls -provxded for the
‘Iatter atatement; it nhould be used-only when needed
As examples; (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) ‘Gracery; (@) Foreman, (b) Automobdils fac-
tory, The material worked on may form part of. the.
sanond statement. Never return ‘‘Laborer,” **Fore-
man,” ‘‘Mansager,” “Dealar,” ete., without mora
b!’e—mse specifleation, as Day laborer, Farm laborer,
Labprer—Coal mine, etc. Women at home, who are .
«engaged in the duties of the houaehold only (not paid
Housekeepers who receiva:mdeﬁmte salu.ry). may be
entered as Housewife, Houaework or At home, apd
children, not gainfully employed, as, Al.achodl or At
home. Care should; be teken.to report specifically
the cooupations of. persons engaged ‘In. domestio
sorvice for wages, aa Servant, Cook, ‘Housemaid, eto.
If the ocoupsation has been changed or.given up on
aocount of the pismABN cAUBING DBATH, state ooon-
pation at.begmnlng ;of illness. It retired from bugi-
ness, that fact may be.Indicated thus: Farmer (re-
tired, 6 yrs.) For persons who bave ne ocoupation
?vhatever. write None.

Statement of cause.-of Death.—Name, first,
the DISEASH :0AUBING PEATH (the prlma.ry affection
with raspect to time and-oausation,) using always the
same acceptad term for.the same disease. Examples:
Cerebrospinal fever .(the only definite synonym is
“Epidemip cerebrospinal meningitis”); Diphtheria
(avoid use of “*Croup”); Typhoid fever (never report

“Typhoid pneumonia’); Lobar pneumoma, Brancho-
pneumonia ("' Prneumonia,’’ unquahﬁed is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ete., of...........(name ori-
gin: **Cancer’’ is lass-definite;avoid use .of “*Tumor”
for malignant neoplasms); Measles; Whooping cough;
Chronic volvular heard disease; Chronic interstitial
nephritfs, ete. The contributory (secondary or {n~
tereurrent) affection need not be stated unless im-
portant. Example: Meqgsles (disease eauslng death),
29 ds.; Bronchopneumonia, (gecondary), 10 de.
Never report mere symptoms or terminal conditions,
such as “Asthenia,” ‘‘Anemia” (merely symptom-
atie), “Atrophy,”. “Collapse,” ‘‘Coms,” “Convul-
sions,"” "Debxhty" (““Congenital,” *Senile,” eto.,)
“Dropsy,” *Exhaustion,” “‘Heart failure,” “Hem-
orrhage,” “Inanition;” ‘‘Marasmus,”’ ‘'Old age,”
“Shock:' “Uremia,” ‘‘Weakness,” efc., when a
definite dizease can be ascertained as the ecause.
Always quelify all diseases resulting from child-
birth or miscarriage, as “PUERPERAL asepticamia,”
“PyUERPERAL peritonilis,” ete.  Btate cause for
which surgieal operation was, undertaken. For
¥iQLENT-DEATHS:state MEANS.OF INFURY and qualify
B8 ACCIDENTAL, BUICIDAL, Or HOMIGIDAL, Of &8
probably such, it impossible to détermine. definitely.
Examples: Accidental drowning; -struck. by rail-
way trein—accident; Revolver wound of head—
homicide; Paisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture-of skuli, and
consequeonces (e. g., sepsis, telanus) :may ‘be stated
under the head of *‘Contributory.” .(Recommenda-~
tions on statement of cause of death approved by
Committes. on Nomenelature of* the American
Medieal Assoclation.)

Nota.—Individual ofices may add to abovo Uap of undealr-
able, terma and refuse to accept cortificates_contalning them.
Thus the.form in use In New York Olty :states: “Qertlficates
will be returned for additional information which.glve any of
the following diseasos, without explanation, as the sole cause
of death: Abortion, cellulitls, childbirth, convulaions, hemor-
rhage, gangreno, gasteitls, erysipelas, mentngitia, mlncarrla.se.
nocrosls, peritonitis, phlebits, pyemis, septicemia, totanus.”
But general adoption of tho minimum lst suggogbad willjwork
vast improvement, and its scope can be,oxtendod at a Iater
date,

ADDITIONAL S8PACE YOR FUETHEE STATEMENTS
BY PHYSICIAN.




