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'emporary Par
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* FINDINGS OF FACTS AND MINUTES - Th4o

On thas day th)s claim was before the Commission. Findings and orders were made for the payment of the itenu ;
llsted below The Audxtor wa.s msu-ucted to. issue such warrants as are necessary to pay such items.

" MEDICAL SERVICES .

Address Warrant No.

' COMPENSATION Weeks at Rate of §. ' ‘ R L ' S

Warrant No.

Hr Broakznw “Thig elalm ooming on’ to be haard on’ tha emcleyar's ‘
*Application for ‘Handicapped Relmbursement filed on January 25, 1961, - U
it 487 the- finding ‘of the Commigafon that the said appllication be S T T REr
‘dented,for?tho; reason that ‘the; ‘eleimantts ‘disability, ‘dlagnossd as - ’ ’ ) ' : h
anbeetoais“wns not caused by a” cardi&o condition, nor has any
compenaation or. medical benefits been paidvfor an aggravation or tha

PLAINTIFF S
EXHIBIT

LG L

Blumberg No. §113

’I'hls motlon was ded b M
a.s tonow: Mr Tobm. aye, M.r Dxckerson, aye.

-.and was voted u
/ : 7 g
ep f

J S A

e 8 AV A e B @ SR LI




7
Porm O D-2 K ,{ ‘(;)
TR
4 )"v

INSTRUCTIONS: In scenrdance =1th Section 4123-28 of THF CITN R 0 UFN'S COMPINSATION ACT svery eeployer
shall heen o crcord nf AL tnsuriss rremi7ad by hin eaplaves 1n 1he coarar af their eaplayaent and re-
ott snme ta The I'sceau af Aace~e=a + .= exsn’ainn span forma provided for t~at purprsr,  THIS AFPLICA-
lOV WUST BE FULLY CO4PLETCD AMD SUCLLD SIVED WITH TEE BLLEAL FROMPTLY  fart | of thae fnra must be
esecuted by the employer by whoa the deucrnL wea raplsved when hi1s disability began, ar hissuthorited
et Port Il of thas form wust be completed ond signed by the clatmant, Vail thia report 1n 1ts coe-
'fohd fors te The Bureau of Worksen's Eo-pznuua-, Clerme Section, Cnlumous., Ohio,
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FOR OCCUPATIONAL DISEASE ONLY

STATE OF OHIO
BuUureau oF WORKMEN'S COMPENSATION
First Notice of Death and Preliminary Application
PART I EMPLOYER’S REPORT

EMPLOYER \ [ . ~
1. Name of employer:. T3¢, PhIlin Carcy Isnufueturine Ccmpony
(Name as thown on lnuruu Certificate)
Humilton  Ginti,
(City)
f‘xrrurx"’tﬂ on

p. Corp. ot I-dxndual cdner] ’

2, Office Address: . ”ﬂn S
(Number)

3. Nature of business:. lmllu ) 1_, e
{Farming. Caal Miner, Mach. Mg, ec)

DECEASED EMPLOYE

Hao vﬂ"
4. Name: O e .
(Fist) (Midde Initial)

1 1lOC

i'é]dui-}{b'ér)
Male
'Female: Nal2

()‘4.‘ o ceeenan e
(State)

.lﬁ"'lf"_
“TStreet)

n\ S
(County}

. Type of Orgauzntlon

(Parraeren:

VAR

(Slruz)

Single, Married,

.. Divorced, Widowed:.

5. Home Address:
5. Aul”—l@

7. Number and relationship of dependents:.... ..

. N
8. Way deceased a partncr, member of firm or owner of Lusiness? . .:°%

OCCUPATIONAL DISEASE (TIME),‘
9. Where was disease contracted:.

11-17

(Cmn'y)

10-17

Ses record
" (City)
-50

10. Date quit work:. Date of death:.

11. What was deceased’s occupation?

15. When did the last pcriod of employment with this cmyhcgm?‘ R " .. ‘ ; )
{7/
16. Name the employcrs for whom dcceascd h(d wotkwd uring the three years prccndmg the beginning of

the disability, and glve t‘u?f* add!csscs and busmea(

17. Decedent’s earnings were reported on payroll rcnc}ﬂl of Risk No

Under Manual No.
By signing below, I do hereby ccr!i(y that I have authority to exccute tiis Cmiployer’s Report and that
the answers to the questions given in <aid repart are correct to the best of m» information and belief; that

the deceased herein named was, on the datc shown herein, an employc of the undersigned and at the tine of
(did )

entering into the employment from which the discase is claimed to have resclted (did not) represent himself
as not having previously suffered from such disease.
ne OBV TS 0O,

LOCKI’.? ﬁm .'?Usrdqn‘b’}m(] ulc)
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Date report sent to claimant

”.'4 P

Mic:al tijpal sning and his e canr/
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Date received from claimant.. ..
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Do not write
in this column

Age

Sex&c.c.

Dependents

VU,
Lecation (Geo.)

Daie Keport Filed

Date of Death

—_—_——
Rerort Lag

[ —
Hearing Lag

e
Tayment Lag

Occupation

Fzperience

Agency (Disease)

Agency Part
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Part of Body
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Avirage Wage

Iresvment

Caimpacationn

Degree ol Injury

Days Lost

Coded by

Manaal Na.

T SAFETY SUPYR

Risk No.

(Name of employer as s20%n on ir;uurar;ge ‘C‘trii‘ﬁ(;l’ef



