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Statement of‘Gccupatmn —Preelse statement of
occupation is very, important, so- _t,]_:_let the relative
healthfulness of va.rlous pursuits ean be known, The
question applies foteach and every person, irrespec-
tive of age. For many occupations a smgle word or
term on the first llnevw:]l be sufficient, 4 g, Farmor or
Planter, Physiczan ,Compomor, Archttect Loc"?no-
tive Engmecr, Civil ‘Enginecr, Statwnary Fireman, eta,
But in many ' gases, especially in industrinl entploy-
ments, it 1s'necessa.ry to know (a) the' kind of work
and also (b) the gature of the busmess or indugtry,
and therefore an addltlonal line is prov1ded for- the
latter statement; ‘itshould be used only when needed.
As examples: {(e¢) Spinner, (b} Cotlon mill; (a} ég_l_.e_s-
man, (b) Grocery; ‘(a) Foreman, (b} Automobile fac-
tory. 'The material Worked on may form part of the
second statement. . -Néver return “‘Laborer,” “Fore-
nman,” “M&nager ' “Dealer,” ete., without more
precise specification, as Day leborer, Farm laborer,
Laborer— Coal mine, 6tc. Women at home, who are

engaged in the duties of the household only (not paid-- .

Housekeepers who receive a definite salary), may be
entered as Housewife, Housework or At home, and
children, not. gainfully employed, ag At school or A
home. Care should be taken to report specifically
the occupations of persons engaged in' domestie
service for wages, as Servanl, Cook, Hou.scmmd ete,
If the occupation has been changed or glven up on
account of the DISEASE CAUBING DEATH, state oagou-
pation at beginning of illness. If retired from :busi-
ness, that fact may be indicated. thus Farmer (re~
tired, 6 yrs.) For persons who have no occup&txon
whatever, write None,: e
Statement of Cause of Death ——Name, first,
the DISEABE CAUSING DEATH (the pnmary affgation
with respect to time and eausatlon), using always the
same acoepted term for the same disease. Examples:
Cerebrospinal fever (the only definite 'synonym is
‘“Epidemio cerebrospinal menmgltls"), Diphtheria
{avoid use of “Croup”); Typhoid feeer (never report
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,such ag ‘‘Adthenia,” “Anomia¥

“Typhoid pneumonia’); Lobar pneumonia; Bréncho-
pneymonia (" Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, ecte.,
Carcinoma, Sarcoma, ote.,, of . . . . . .. (name ori-
gin; “Cancer’’ is less definite; avoid use of “Tumor’
for malignant neoplasma); Measles: Whuopfging cough;
Chronic valvular heart disease; Chronicﬁnterstitial
nepkritis, ete. Tho contributory (secondary or in-
tercurrent) affection.need not be stated unlosa im-
Example: Measles {disease ca.uEmg death),
20 ds.; 'Bronchopneumoma (second ry). 10 ds.
Never report mere symptoms_.or.termm‘}_qondltions,
(merdly.-Symptom-
atic), "Atrophy " “Collapse,” - **Coma;"” - “Convul-

“Eions,” “Debility"’ (“Congemtal " “Senilo,” ete.),

“Dropsy,” “Exha.ustign,: ~'Heart fallure," “Hem-
orrhage,” “Inanitign) ,#“Ma.rasmus, Old age,”
“Shock,” “Uromia,,. ‘Weakp_gss‘ etc. when a
definite disease can. be' scertmned./as\ the eause.
Always qual:fy -all™ diseases resul‘ﬁuf\g l'rom eh:ld-
birth or miscarriage; ag “PUERFIRAL sept:csmw
“PUERPERAL peritonilis,” eta. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS oF INJURY and qualify
a8 ACCIDENTAL, SUICIDAL, Or HOMICIDAL, OF a3
probably such, if impossible to determine definitely.
Examples: Accidental drowning; siruck by rail-
way irain—accident; Revolver wound of head—
hemicide; Potsoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, letanus), may be stated
under the head of *Contributory.” (Recommende~-
tions on statoment of cause of death approved by
Committee on Nomeneclature of the American
Medical Association.)

No1e.—Individual offices may add to above list of undesir-
able terms and refuse to accept certificates contalning them.,
Thus the form in use in New York City states: ‘Certificates
will be returned for additional information which give any of
the following diseases, without explanation, ns tho solo cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosts, peritonitis, phlebitis, pyemia, septicemia, totanus.”
But general adoption of the minimum list suggested will work
vast improvement, and its scope can be extended at o later
date.!
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