
O .D . 9976Í OHIO DEPARTMENT OF HEALTH
S-S>-

V CERTIFICATE QF INDUSTRIAL. OR OCCUPATIONAL DISEASE

$  Rec*a “ ** ^ i n z
N A M E O F  PA T IE N T---------

' v' * *  ^  S 771  W e s t Ì 3 Ó  S t r e e t  c ity  or'  vi1,a^  Cl e v el a n d ,  O h i o ; 'ADDRESS: Street and No....-.’,

PERSONAL AND STA TISTICA L PARTICULARS

Sex A ge- r - - Color

M a le „ 2 4 W h ite .

Country of B irth 

U.S. Of A'/ -i

Single, married, widowed or 
divorced (write the word) S i n g l e

■  . , Occupat i on .

(a) Present trade, profession .or woik (in which disease'was

acquired) '...Tr.UC.fe.Dr.ISSC.______________________

Particular kind of work in such trade, etc..........H a n d l in g —

Gaaolina...&..Oil.. --------------- _____ r....

Date of entering present occupation......__S e p i.» ~ 1 9 3 2____

Employer’s name......Hi.g!^y...Q.il....C.O®Stny......_______

Address 3 9 7 0  J e n n in g s  R o a d «  '

Business (kind of goods made or work done)...0.i.l....&_______

G a s o l in e  J o b b e r s

(b) Previous occupations :
Name of occupations 

S o lin e O il C o. (Warehouse

Entered
(year)

: Left 
(year)

and-loador) .....L929... 

•—-rcry»-

-0931-.

-TO’t’3"
General OiÍ  Go .

Previous illns sses, if  any, due to occupation: '
Disease or illness ,

L ead  P o is o n in g
Year

1 9 3 0

M EDICAL C ER TIFIC A TE OF DISEASE
‘ • v

Diagnosis of present illness.....ll§?'.^....?.P.i-?..???.i.?i£___:.-----

Chief symptoms and conditions__. i ie a ^ n e s s  o f  ^ i i B  jî

- a n d - l -e g s T--p a r-a l-y s .i-s -o f - - t-h 9 --r - t-» -s id e --o f- - tb e  

. f a o e . ,~ d i l a t e d - r . i g h t - . .p u p i l . r . . jd is . t t j r .b a n o e -of  . 

.sE .ee.cb«.............................................................................Vj..

Date first symptoms appeared__MarC.b..l.*..JL9.3.3..............—

Complicating Diseases (such as alcoholism, syphilis, tuber­

culosis, etc.).........S o n s ._______________________________

What in your opinion caused this affliction?___C.9.QStant

e x p o s  t ir e  t o  E th y l  G aso l i n e »  _______

Duration (actual, estimated)___S-MBaks......
(C heck w hich)

Additional facts..................................................

Date of diagnosis-.............M^r.ch._.l i  ._-------------------, 193S._

(Signed) . - .K e te r  s b a l l a.................... m . d .

-  Mar-r - l-S , 193-3-- (Address) ...2d4a-...^.¥...2§-S t r gg-{; ï  -

IncL Hy. 3—15 M—3-32 Mail to  STATE D IRECTO R O F H EALTH, Columbus. For Instructions 
See O ther Side

& 001 9 9  ft
iV  I /

N8248


