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NOTICE.—This Application may bo executed before any officer duly authorized to
administer oaths.

JOSEPH H. HUNTBR,
ATTORNEY AT LAW,

Solicitor of Pension and Patent Cases,
DECLARATION FOR

, d{ountj 0f
~ , A. D., one thousand nine hundred aiid...«5»^ML/.

£iate of
On this \f£...!U..'.. day of

personally appeared before me, a

within and for the County and State afo

years, a resident of thdQ*L/L$y....of.

State of ?j~M/l/i/ld>.•..^ , who being duly sworn according to J.avy, declares that he is a pensioner

of the United States, under certificate Nu.^Z.cL..a/'«2_ enrolled at

executtng officer.

[Name of claimant.]

, County of

Pension Agency at the rate of.../<O!~/: dollars per month, by reason of disability rrom
""' ' , [Name only disabilities !(a whlfrii

/
incurred

in the...//.kt££/.«Afr\e of tlie United States whi le n..
[Military or Navay]

-—-• Regt

That be.mnkes this r^r<>^^^

and when ordered for examina t ion desires to be ordered before the Board of Surgeons a

cn County of. , State , ancl h<3 appoints

JOSEPH If. HUNTER, OF WASHINGTON, D. C.,
i his true and lawfu l attorne_y, with fi^ll po\vcr of substitution niul revocation to prosecute this his claim. That his

POST OKFICK>W>KESS is .

State of...

ATTEST :

, County of

Claimant's Sir/nature.-.

[Two ident i fying witnesses i f c l a i i u a t i t ^iyus by marl;.]
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Declaration for the Increase of an Invalid Pension.

State af... (^&^^^±-.. , Counts ., 00:

ON THIS C*r..$s. day of

personally appeared before me, a

aforesaid.

United States, enrolled at i

dollars per month, Certificate No.. :'-.--<..>.-.<—•—A^-'?---jrr:'. , by reason of disability
(Insert No. of. Certificate.)

•^If^.'^'.. , A. D. one thousand eight hundred and «*

in and for the County and State

.aged K^-.jf- years, a resident of

Counly of '.-^^^..f^.-^r^:^:.^::^-^. State of

, who, being duly sworn according to law, declares that he is a pensioner of the

' 4
Pension Agency at the rate of

, /

(Here name the disability for which

pension was granted.)

(Military and
incurred in service of the United States, while serving as a C'•£ '"&" & <£

(Here state rank, company and regiment,

if in the Army; vessel, if in the Navy.)

That he believes himself to be entitled to an increase of pension on account of increased disability resulting' from the
disability for which pension, was granted.

— X

//
v /? <-/*

at he hereby appoints, with full po'wer of substitution and revocation,

SOUJLE &D CO., Attorneys atid Solicitors of Claims, Washington.'.!). C;.,
his true and lawful attorneys, to prosecute his claim. '; ,

His Post Office address is ....C.^A:.L^:^.^-^..£^L::^.. <^^<^:^::^^:^.^^^:::^::^..

^Ll^i^^L
(Signature of Claimant.)

•:.,...vf.y <...:. J^-^t,
< Two witnesses who can writa-sifn here.)

(2^

... Also personally appeared____^33Z?. £T_.Js£ ]^^±^^:...^~^. residing at
i C
£**<*-*-.**.. and e^- ^-: /.t^.^^^^^^^-^ residing at

— persons whom I certify to be respectable and entitled to credit, and who

being by me duly sworn, say that they were present and saw..

- , i the claimant sign his name (make hia mark) to the foregoing

declaration ; that they have'every reason to believe from the appearance of said claimant and their acquaintance with him that

he is the identical person he represents himself to be ; and that they have no interest in the prosecution of this claim.

[If Witnesses sign by mark, two persons who can write sign here ] [Signature of Witnesses.]



Sworn to and subscribed before me this <*f ...*<.. day of (^<?r^^.tt.-?%&&:{?. '..A. D.

b
and I hereby certify that the contents of the above declaration, &c., were fully made known and explained to .

the applicant and witnesses before swearing, including the words

erased, and the words

- added; and that I have no interest, direct or indirect in the

prosecution of this claim.

[L. 8.)
(Official Character.)

I, _ _ Clerk of the County Court in and for aforesaid County

and State, do certify that , , _„;...-....;..:.. , Esq., who has signed his name to the

foregoing declaration and affidavit was at the time of so doing .. , in and

for said County and State, duly commissioned and sworn ; that all his official acts are entitled to full faith and credit, and thai

Ms signature thereunto is genuine.

Witness my hand and seal of office, this :„ day of ,.. ., 188

[L. B.] Clerk of the.

NOTE.—This should be sworn to before a CLERK OF COURT, NOTARY PUBLIC or JUSTICE OP THE PEACE.
If before a JUSTICE or NOTARY, then CLERK OF COUNTY COURT must add his certificate of character hereon, and
not on a separate slip of paper.
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Declaration for the Increase^ of an Invalid Pension.

S*— -̂-<_^=*«£--"C <£V~-<_-c.

OJ3 THIS...(}... day of. /̂ ^^± :̂:̂ ^ r̂̂ :5 .̂ (D. one thousand eight hundred and eighty /
personally appeared before me, the undersigned, duly authorized to administer oaths within and for

the County and State aforesaid, Z .̂4-̂ ^4^*-̂ .. ^.i.^./^.-^rr^?*^^.
Claimant's name.

aged..O...&.. years, who being duly sworn according to law, declares that he is a pensioner of the United

States, duly enrolled at the rate of. ;~X. dollars per month, under (Pension Certificate

by reason of disability resulting from /
Here state tli£ disabUUy for which you are pensioned exactly as mentioned in your Pension Certificate.

incurred in the service of the United States, while serving as a .U&l^^-T^-C*-^ in Company

That he believes himself entitled to an increase of pension for disability above stated, and hereby makes

application

• S < ' ~~. ^ * T*-,

.......................................................................................... That he hereby appoints, with full power substitution and revocation,
r>

U. S. LITZENBKRG, of Allentown, Pa., his true and lawful attorney, to prosecute his claim,

His (Post Office address is ............ ̂ 2^-*sM<^?°z~*^*x. ............................................ ............ County of.

State of

Two persons who can write si,tin here

. . . . . . . .
Signature of claimant,



*/
Also personally appeared. , residing at

residing at <^><-?^^?* r̂̂ :̂str: ^/~~7^~....'. " , persons whom I certify

to be respectable and entitled to credit, who, being by me duly sworn, say that they were present and saiv

:̂ rz .̂..«<r. ^^h^^r^^^r. , the claimant, sign his name (or make his mark]

to the foregoing declaration; that they have every reason to believe from the appearance of said claim-

ant and- their acquaintance with him that he is the identical person he represents himself to be; and

that they have no interest in the prosecution of this claim.

If wihtc&K siyn by mar!.', two persons who can write must sign, here.

Sworn to and subscribed before me, on the day first above written; and I hereby certify that the contents

of the above declaration, &c., were fully made known and explained to the applicant and

ivitnesses before swearing, including the words rzm :::Z"."..V..".7I " '. .'

; erased, and the words 7: ~^~........~.

, added; and that I have no interest, direct or indirect, in the pros=

ecution of this claim.

[L.

Official character.

-—If increase of pension be claimed on account of a wound, injury or disease not previously alleged, the law requires that the application be
Executed before an Officer of a Court of Record having custody of its seal; otherwise, it may be executed before any officer authorized to admin-
ister oaths for general purport-.
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Declaration for an Original Invalid Pensicn.
THIS MUST BB EXECUTED BEFORE A COURT OF RECORD OR SOME OFFICER THEREOF HAVING CUSTODY OF. THE SEAL.

5tate of
- ON THIS -../. day of

, Counig of , ss.

A. D. one thousand eiglit liundrcd anil eighty

personally appeared before mo (^C^^^&^- ./^ of the {j2^*sS f̂e*î r L*&£&t^y*-^_,._.:\. c<

of Record within and for the county and State &twv&&\&.Z..jL&.L-L^&t£3^L?~^...!^

'.__, years, who, being duly s^prn according to law, declares that he is the identical
x/v,

-who was ENROLLED on the^. S..&3. day oi

, in company^:.L^.. of the .feLZl regiment of

! by '^J!4^&Z^.-/IL&^ and was honorably DISCHARGED at

..on the jL^£- day of.. ; That his
"/ ~ - ' "7 ""/""

/ —,- . "
personal description is as follows: Age A?....fe. years; height i2 feet..../!/. inches; complexion..(,

hair, -K^.iS!^£^. ; eyes tZjL&Lj£*:- —- That while a member of the organization aforesaid, in the

service and in the line of his duty at... in the State of

on or about the ...ft.&.&dtaK.. day of.../&.&.£— .̂ -X -̂̂ -- , 18 , he..../!2:
>• ^J / « , i . Here statenyime or nature of

.-..̂ .̂ ..̂ ...yJî :̂ ^̂of wouiitl or injuyy. If disabled by (Usease, stati? f u l l y iLy cause; If by wound oriniurv, the precise in«mner in which received.

££r-

That he vviis truuiud in uu»pilul» as follows: ._
Here state the names or numbers, and the localities of all hospitals in which treated, and the dates of treatment.

That he has....(fv^fe^X^....been employed in the military or naval service otherwise than as stated above
Here state what the

service was, whether prior or subsequent to that stated above, and the dates at which it began and ended.

That he has not been in the military or naval service of the United States since the /."£. day

~7 i^fJ . —$ Jsfyfl'y~ /tf<? *That since leaving the service this applicant has resided in the...<f?*#^/J<rj^ £«££&<^^

in the State of -Z^22^1. , and that his occupation has been that of &.....jL.$?%^2^.&z&!zrr^---.

That prior to his entry into the service above named he was a man of good, sound, physical health, being when enrolled a
V^_ - S

JO^2d!!^£^.. -That he is now (S3&^-&&</ disabled

from obtaining his subsistanoe by manual labor by reason of his injuries, above described, received in the service oi
the United States; and he therefore makes this declaration for the purpose of being placed on the invalid pension
.-oil of the United States. He hereby appoints with full power of subst i tut ion am! iwoeatinu.

SOULE & CO., of Washington, D. C,
bis true and lawful attorneys to prosecute his claim. That he has

a pension ; that his residence is No.

received </?~— . applied for

street

and that his post office address is

f\M>
^-^

[Signature of Claimsht.]

......
[Two witnesses who can write sign here.l



Also personally appeared.

o /
-<z21<~<~&L4~~

and

residing at

residing at

persons whom I certify to be respectable and entitled to credit, and who

being by me du ly sworn, say that they Were present and saw

• ...... • , the claimant sign his name (make his mark) to the foregoing-

declaration ; that they have every reason to believe from the appearance of said claimant and their acquaintance with him that

he is the identical person he represents himself to be ; and that they have no interest in the prosecution of this claim. \

[It A (flams sign hy iu;u-k, two -^cvsous who ran writ .u sign here.]

X7
sworn to and subscribed before me this / day of ....̂ ^A—£-l̂ '2>'£--»i__- A. I). 188

and I hereby cert ify that the contents of the above declaration, Ac., were fu l ly made k n o w n and explained to the

applicant and witnesses before swearing, including the -^ords •

erased and the words

added; and I have no interest, direct or indirect, in the

prosecution of this claim. / / ^-^ **"/

L. 84 Clerk of the-
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(3-111.)

• Attention is invited to the outlines of the human skeleton and figure upon the back of this
certificate, and they should be used whenever it is possible to indicate precisely the location of a djssease or
injury, the entrance ai^cl exit of a missile, an amputation, etc.

The absence of a member from a session of a board and the reason therefor, if known, and the name
of the absentee, must be indorsed upon each certificate.

InBortcharaetert
nnd number ol'
"laiiru Pension Claim

of claimant,

Claimant's pos t
office address.

Company.4

£/*?. t^~&C*<

ft* {j^t s?^ A^t

^^ .^^_ Qp~ (Post oifice addree
<3°*~

a of tho Board.) /^

(Dowof examination.)

State

188 &

Cause of d i s a -
bility.

Ifjipensionei',fiU
in the amount;
if not, erase the
"whole line.

We hereby certify that in compliance with the requirements of the law* we have carefully examined

this applicant, who states that he is suffering from the following disability, incurred in the service, viz:

and that he receives a pension of— ' ....... ̂ _J-^rT-Cl^}rrr. ____ ............ _ _ _ _ ...... —.dollars per' month*

Pulse rate per minute, .-c^ILi ...... ; respiration, __s*?_.*£. ..... ; temperaturer-^-Jc^£.j height,---^?-

feet— ̂ Jl-t-.-inches; weight, -/su.-i.^. pounds; age.-_kL_Jl____..years.
/

He makes the following statement upon which he bases his claim

Here g i v e t \\
c l a i r n a n t ' s
statement as
briefly and as
compactly a
possible.

Upon examination we find the following-objective conditions

Here give a full
symptom pic- / " tf '
ture of tho case, A_^ c-^-^-V' .xOu-X—, •*&— ^ -̂*---*X-. î C-̂ -t-'C.,---* ,̂ t{/~~t- c^*4~-
embracing; al
the p h y s i c a l
a n d rational

It must be borne
in mind that
the duty of the

JJllllJ^ II, LU CUU JJ • / , .Jtil U -r

present condi- / ^ j^y. i^^^ ' (/~f ^^C^_ ti*, ^-t-*-*.**^? d -<Ji^4-
t i o 11 o f t h o — f--c. -ff *~ —

urgeon is to
give an opinion
as to the pro-
portionate de-
gree of disabil-
ity,as£,!, total,

, through
the g r a d e s ,
wititout
gard to dollars
and cents, anil
to make such a

this Office the
ground for ill- , c / v' / J™~ s-S L/ S ' f ' /""
telligent opin- &t C-<A- d-t^-t—C. ' _ *---̂ -c /*-» i-̂ -«e-*ig, *-t^\__ ^/^^~^~^^'^^-*-<^ti _ C^~^~~-^V^-<^-^ '-y
ion and action /, "/ ~" ~" " ' / ~"
ir. rating. (/ " - /

Q_x/i^—tA. ^^^if (A Z^t^.Js**^
' " " " * " ' "" /

? f s

Rflto for e a c h
cansfi of disa-
bility.

If prolonged by
Yiciona habits,
tho word no*
6 h 0 u 1 d he
erased and tho
reason for tho
erasure given.

From the existing condition and the history of this claimant, as stated by himself, it is, in our judg-

ment, probable that the" disability was incurred in the service as he claims, and that it has
/'tL/'

not been prolonged or aggravated by vicious habits. He is, in our opinion, entitled to &...^?./f.Sr.—

rating for the disability caused bj.-i^-c^^^^-^.fi^<^^..^.2^^^^~- for that caused

by —-, and caused by - —

* See the back.
t Here state, whether for original, increase, restoration, or renewal, or for a re-rating.

f . . , Pres. .ce^:-^.-?:^^--'4?-Sec'y.

N. B.—Always forward a certificate of examination whether a disalfflfty is found to exist or not.

(10889—100 M.)
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•Attention is invited to the outlines of the human skeleton and figure upon the back of this
certificate, and they should be used whenever it is possible to indicate ̂ precisely the location of a disease' ">r
injury, the entrance and exit of a missile, an amputation, etc.

The absence of a member from a session of a board and the reason therefor, if known, and the name
of the absentee, must be indorsed upon each certificate.

Pension Claim J$Q....*?.--/.&-;../..&.??.

Name and rank ~^~'" —^—"--^^^—^-^-^-'.'^-.^.^f- - - , Bank, ,.'.^V* -----—1
of claimant. j f,f,. , ̂  /H ,/^7 , ff / y/ .,

Company*^:.., ..JH^ZfeReg't ...vZ..̂ .:/...̂ .fe— ^-.Ll^'.L C jr^.L^.-^t...L-A^5r./^.^?*«r.^-*!>S.tate,
y , ' (^3 .~j r (Post office address of the BoahJ.)

Claimant's post . , *?-T-•/<,(_ fc t i f< /~f'"Z- : .' i, /-<_. f "/'-,' ft /A-^ -[ ,'^ • yf~ ' C c ^ . i QQ/"
office address. " " " ' — ' """TX -—^—-•.——- , ioovo.

(Bate of examination.)

We hereby certify that in compliance with the requirements of the law* we have carefully examined

this applicant, who states that he is suffering from the following disability, incurred in the service, viz:
,-V J /^ - -~j^-

Cause of d i s a - ( ^~ / "L <T ~ • < C. -/ z, ~t *^f > C.^ »Z tf- A^s—~ ' '
Willy. ~" "

If?npt^o8iimcmnt' --&5*d-4k«fe-4ie-TeraivGsTr^5e^ibu^frirri _ ^eltes~}>6i~i'ftOB-tLL___,
if not, erase the y^ /*• * * /'"~o / C~*
whoieiiue. Pulse rate per minute,..^!.^ ; respiration,—^..Ar.'..; temperature, .^..?.,.y....; height,.—*£

feet .cL/fcinches; weight, ./-i-l/^ pounds; age, .t£l-/T. years.

He makes the following statement upon,which he oases his claim
t f - -/h~ '- '_

// "y- * /?
He-re g i v e t h e

c 1 a i m a u t ' s
staleiuelit as [/ V Ct--/Jx,^^c<.,/t,O'
brielly and as
compnctly as // a 11 • *^_
possible. /^-.-^^/-v ,U .//"OiL^X .'7 — <>c -f- "/-e,-*'-! ^f F*~jt-i.f~-.....^.....gf ,- - .^ ................

•f^jfr^-L G -<*-•- •«= '•^~*=-^f~ ' .^—^-^'^y^:" f^'£'~"?:l"~^~___ _ _^_'??il. ,. _^ _^ ._^_.

<^?.__<?_. 'jfZ-f-- -z-<—«-^.-^—- /6^- <"•'<,-<.. .-e- .̂-i::7

Upon examinationrwe find the following objective conditions:.
f.

Hero give a full
symptom pic- ^ , . ,, „
tm-eolthocaao, ^/-^^ t* ^< 4*^ f *,.-?• ••*>(.- C ' ' « ^ . , ^ * -7 ^ ^ /^Cc^. f t*.embracing all v__* _xi i^.i—^ ^ -^_^^ _
t h e p h y s i c a j i j C, _ f / ^ jt .̂ " y /- ^ *" / >
a n a rational /^ ^ j$ ./? ,.4»,_

i bigny, but con- ' ^-~*-~----,
fining it to tho . / # , / / /* - / —
jj)*esfi)l( concli-
t i o r i of t h e 2^
claimant. / *

.A c -Z.--R _
'~yT

- - - - - ~- . - - ,-.-. - - ,- - , - - »—v.«...., - , — t-C ^v ."xxi. c^r^4xC
t must be borne J " ~ " ~ '- ~ "~ *y f*v~JV' / // " " '~~ "
i» ™if'l thjt , ( / / - c . // , ^' ,-, 7/ s> / .„ • // ./
the doty of the ( f *• t t \, /j (( /i t JL ( *r,^--j ___^i^-'-^_J__€ it,.
Surgeon is to 7 ~f 77 "~'
give an opinion f J • • / , f ' u •*. s-» /? ' /f
as to tho pro- <W / ^ ^ ^«.^, f"A/ Vy (' T^ /£ ^T--
liortionjtto de- ""' /^ ~~~f / -----
greo ot Uwsabfl-

&c., through , ,
the g r - d e i v ; / ff /,' / / . '/ / / • /

gard to chllari ""' " ' 77 -,;i----i----.1i i- - '/ " *~~fl~ "/£[*«» '"" "̂  ~7f

and cents and • /•/ '/ ' ' // /- / / * 6 //' f
to make such a "/A. *•*•<• "' -t-'& '^'l-(._ A..'\.-£(.(. *A..., /''£•/, r, ,; - c ^ 't A
full particular - - - - - - - * •--•
-description as , ^
will allord to / /
this Office the •-*'J" ,x ,• ,,
ground for in- ^ /' / wj / ~A • y-"' 'xs %- - -> ^^" /^^ r -^" I '

-ion and action "/' , 7/~r ~ / ~ l > ~ i / //
lin rating. ^ '/ _ /-'/ /• _. ' . X / i 7 » IP C

. .J-JLitf. £-"-'?—--..2

rt . /,.t"̂ L /~; i.

i/.J"fl""~"" "r?/r.. 5. /

-_£<-.:^----2^X^-^^

A .A,/1 / From fiie'existing condition and the history of this claimant, as stated by himself, it is, in our judg-

ment, probable that the disability was incurred in the service as he claims, and that it has

not been prolonged or aggravated by vicious habits. He is, in our opinion, entitled to a'-/-^~f-^-i-^-/-~L
Hate for each /;";/ / .* * ^

wmy. °f d'sa" rating for the disability caused by--/:--/----^--^.-4^.--i-j-A'--.—- , —....for that caused
If prolonged by • //•' ,/'

Se"™MbiSi by -/and ...— caused by -lril« VYUJ u. not, r->j 7 j
s h o u Id be
erased and the ;
reason for. tho ' • •
erasure given.

*See the back. : :
t Here stat^Vkether for original, increase, restoration; or renewal, or for^, re-ragtag.

N. B.- ̂ Always forward a certificate of ©xamination whether a diBa^ility is found to 0xist or not.
(4869-100,000.) ,
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SidMsiî l'r. "7" *' ' „ . I „ * ' »f



DEPAETMENT
PENSION

WASHINGTON, D?

> - v -

f\Ai6v\XfO COTxV-oXvjvXXX/ ,C\X\CX,X\O

\X\,OJYV\X<M- xcxbox- u1

i -J -J

£-.,.- *r _*T <r *



jj
 -

 .
-,

 
V

w
-



D E P A R T M E N T OP THE INTERIOR,'.xT"""
BUREAU OF PENSIONS, . ••. • , ' ' / " ' - > ...

WASHINGTON, 4- o.,

e,=• vo -JL n t s s ct U. 5 ot:\ v\-v,





\
V v ' c V V v ,v<V\j,

DEPARTMENT OP THE INTERIOR,
PENSION

WASI

^ „ v -\

J \^vx xxvyo



s\
^

s^
 ^

^
3

^
H

\
 

5
4 

^
fc

iW
 ^

 
(>•

 ,
.

v 
%

 
- C

> 
^

t\
\



y

T E R I O R ,

Aoxxx/i\|6fy fxA;xxO/\A: w&\.-\^$\ - T <a», I 9 // r^ . A





T
hi

s 
bl

an
k 

is
 p

ri
nt

ed
 

fo
r 

th
e 

ex
cl

us
iv

e 
us

e 
of

 S
O

U
L

E
 &

 C
O

., 
of

 W
as

hi
ng

to
n,

 
D

. C

&. af

r i—
 (

H

O
3
 

^̂
^

~ 
O H



OF COUNTY or
(

Sworn to and subscribed before me this day by the above-named affiant , and I cert i fy t h a i I iciul tn id yfi iclfmt lo said'

a'.riant , including the words. . . .. . .. erased, and the words

. . . . . . . . . . . . . added

X" rJ? """
and acquainted ^Z--z -̂z>-C- with its contents before C—^ executed the same. I further certify that I am in nowise

- personally known to meinterested in said case, nor am I concerned in its prosecution ; and that said affiant
«

T^"'-and that .£

[L. S.J
[Ofll'iial Character.]

..Clerk of the County Court in and for aforesaid County

and State, do certify that , Esq., who has signed his name to the

foregoing declaration and affidavit was at the time of so doing in and

for said County and State, duly commissioned and sw.orn; that all his official acts are entitled to full faith and credit, and that

his signature thereunto is genuine

Witness my hand and seal of office, this day of , 188

[L. 8.] Clerk of the

NOTE.—This should be sworn to before a GLEES OF COURT, NOTARY PUBLIC or JUSTICE OP THE PEACE.
If before a JUSTICE or NOTARY, then CLERK OF COUNTY COURT must add his certificate of character hereon, and
not on a separate slip of paper.
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III. »
K (

Declaration fot!, Increase and ReLratin£.
- x v - : ===== s - • ' ^ - . .

,', • ' • > - / ; :" ~~~ ' 'I ! '", ! H
i TAKE NOTICE.—If this declaration is execuljed before a Justice of the Peace or a Notary" Public, the certificate^ $b$'

(DLBBK OF^JJHE COTEFRT, as to the official character and genuineness of the signature -of s'uch office^ must be attained;
Neglect to o)jgHplv>w'ith this requirement will cause trouble and DELAY. /r ' ' :

State o£t2^3t3!^^^^----'- u-, founts of
' ONTHISl^

perscfnallyHkpl^eair'ed

aforesaid,-/•.: 4,0—<.....:....•:...^...c.. .n.-/r..ir:..T..r:...T. T aged

County of----**rr^« .̂̂ .̂ « î&«^£;̂ - State of

- ^\ who, being duly sworn according to law, declares that he jip a geji^joner of

the United States, enrolled at the ̂ ..^.¥.W....J...6^ZZj?. Pension Agency

dollars per month, Certificate No. reason of disability froE
(Hefe name the disability for which pension was granted.)

>

in the '--.~.^^.L^&-lf&L*?&ZjZ. service of the United States, while -serving as, f.r/,,-.,.^,r.rT,, .-̂ .
Military qjJtgTal.)/ , , ,/f\ ' ' ') ^r , ' ' ̂  yB&ere^taterahk, Company, ana

regiment, if in the Army; yessel if in the Navy.) /

That he believes himself to be entitled to an increase of pension on account of — XIXSirJiliLS.S.cL--'J.i.£..Lb.l.iJ..l.j...

t i ' i i t ' , / J . J B j i 6 ! io l i i l ^ ' j - l i iJ t!iv. ' fr' f (.1 r is / 60US3 la • .ihi-iL He-, be di t u t t e d

V

, *'• fl•-, : '*(

that he hereby appoints, will full power of substitution and revocation,

CO., of "W'as.ia.izj.g'toii,, ID. C-,
his true and lawful attorney/, to prosecute his claim. «

His Post Office address ie.

(Signature of Claimant.)

(Two witnesses who can write, sign here.)



MBO personally appeared!-- .̂ r...<;..* .̂..:7..:sr....rr.£:..y..._«. raiding a

\"\," ' <, •„
persons whom/Tlertify tabe respectal

who being by me duly sworn, say that they were present and saw.

......... ,-.....,.wj ...... j ...... * ................................. . ................................. , tho claimant sign his name (mate his mark) to the1 foregoing

declaration; that they have every reason to believe from the appearance of said claimant and their acquaintance with him

that he is the/identical person he represents himself to be; and that they have no interest in the prosecution of this claim.

(If Affiants slKn by mark, two persons who can write sign bere.l

Sworn to and subscribed before me this ..*5-.!—....-'.... day of — -&-^-t-.6*~?~y._ J. ,A. D;:

7 •- / !

and I hereby certify that the contents of the above declaration, &o., were fully made known and lexplained

to the applicant and witnesses before swearing, including the words-

erased, and the words

- added1; and that I hdve no interest, direct or indirect in the

prosecution of this claim.

ITU
(Offlotal.dfiaraeter,)'

I,..'. , —— — ?S-̂ »r=-r̂ T. Clerk of the County Court in and for aforesaid County

and State, do certify that -., Esq., who has signed Ms name to,the

foregoing declaration and affidavit was at the time of so doing-—.1 - - , in and

for said County and State, duly commissioned and sworn; that all his official acts are entitled to full faith and credit, and

that his signature thereunto is genuine.

Witness my hand and seal of office, this—. - - day of——- , 188

[L.S.] Clerk of the

NOTE.— This should be swflrn tp, before a CLERK OF COURT, NOTARY PUBLIC or JUSTICE, OS1 THE EEAPE.
If bfrffirt? a JUSTICE or ^OTAIJY, then CLERK QF GQUNT,Y., pQURT aiu^, a4d,"his ̂ -tifl£e sof c§ 'Wifaei hereojiV and
not on a- separate slip of paper. ' ' ' • ': '"*'' > l
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, 3,, 1905,

Bon, t, 0'* Smith,

H0u0* of Representatives.

Sir;

In r«r0pon»« to your inquiry of recent date relative to

penaion claim, certificate #373,682, of William L* Mahan,

1st* of Co. K, 67tt Pa* ?ol, Iaf»,. who resides at Indiana,

!*»»» I !WTO the honor to a-dTis© yov that th« tglaim is iin;d@r

oonsidorat ion with. * view to final adjudloatlon, the result

of which will "b© eoti»runi<5aied to th« olaimant ^t an

date*

Very respectfully,

Acting Gosimi sal oner,



"?v^ur

Washington, D. C.,

OF PENSIONS,

SIR:
---., 189 -

In forwarding to the pension a-gent the executed voucher for your next

quarterly payment please favor me by returning this circular to him with

replies to the questions enumerated below.

Very respectfully,

/.Commissioner of Pensions.

First. Are you married ? If so, please state your wife's full name and her maiden name.

Answer. /Lx€$~ ________ /--/C$^----JL//^C:^^_/^~

Second. When, where, and by whom were you married?

Answer...

Third. What record of marriage exists ? ?

Answer.

Fourth. Were you previously married ? If so, please state the name of your former wife and the
date and place of her death or divorce.

Answer.

Answer. .

Fifth. Have you any children living? If so, please state their names and the dates of their birth.

f
///̂

^^^

Date of reply,. s ^ j f . . ______ , 189&-,
(Signature.)

0-8 5S01b750»l-9I



No. 78.—Declaration for Increase of Invalid Pension.
Henry Hall, Printer, Indiana, Pa.

Declaration for the Increase of an Jnvalid Pension.
TAKE NOTICE.—If this declaration Is executed before a Justice of the Peace or Notary Public, the certificate of the Clerk of the Court, as to the

official character and genuineness of the signature of such officer must be attached. Neglect to comply with this requirement will cause trouble
and delay.

i,ci , ©mtntjj <?t" ^G ŝ3̂ r̂ a-r2̂ <«?yC. , 0&»
J /9

On this "7T!w..<3r..™~(. day of. .^^rK^LJ^^ A. D. one thousand nine

.., personally ^etfppeareabefore me, a

within and for the County and State aforesaid,
c» /

aged O..../?.. years, a resident of

, County of. (J^t^S!^^^ , State of

., who being duly sworn according to law, declares that he is a pen-

sioner of the'-United States, enrolled at the (^J^f^-^^iff^i^t^^^.^. Pension Agency at the

rate of ^^^-^^^i^^L-^....,. dolears per month, certificate J\ reason of disability

±LjL

itr

re name the disability for which pension was granted.)

incurred, in the ^^^^^^^7. service of the United States, while serving as a..
(Military or Nav^y ^ ^ / /I

"

(Here stateg^nk, company and regiment, if iuifi&army; vessel, if In the navy.) A

That he believes 'himself to be entitled to an increase of pension on account of...

(Here state reasofi^ for pplying for increase. If on account of increas^in the disability for which already penslonedj^fiat should be described.

/If on account of disability for which not pensijmed, the location of the'wound or injury, Hie Xame of the disease, and the time, place ma circum-

stances of its origin, and the names <fl the hospitals where treated in the service, shojud be fully stated. The dates of treatment should be given

as nearly as possible.)

, u
'I ^^L-^^-^-^^i^l

/?

his true and lawful attorney , to prosecute his eLaim.

His Post Office address is.

.that he hereby appoints with full power of substitution and revocation,
^ v XV>> j_

.^rf^^^^^^..., U^.,, Jk

. . .
(Two witnesses who can write, sign here.)
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No 76.—Pension Blank.
Henry Hall, Printer, Indiana, Pa.

^ Physician's Affidavit.
TAKE NOTICE.—The affidavit should, if possible, be in the handwriting of the affiant; the marginal instructions must be carefully observed

before writing out the statement. All the facts in possession of affiant as to the origin and continuance of the disability should be fully set forth,
and the dates of treatment should be specifically given. If the affidavit is prepared from memoranda in possession of the physician, that fact
should be so stated.

, ©nmntj
In the Pension ClairKNo ..................................... ................. of ̂ Jr^^^^^

(Company and regiment of service, if^if the army; or vessel and rank, if pa the navy.)

County and State ...... iX ^- citizen~
whose Postoffloe address is .........

Personally came before me, a ....... ̂ /^Z^L^L^f.. ...... L^^rf^fcf^^. ............................... in and for the aforesaid

..£Lctt*V^i/
well

known to me to be reputable and entitled to credit, and who, being duly sworn, declares in relation to

aforesaid case as follows:
That he is a Practicing Physician, and that he has been acquainted with said soldier for about

....... : .................. /oT"~ ................................. years, and that ..... . . . . . . . . . .. . . . . . . . . . . . . . . . .
(Hero embody all the facts known to the afflantin accordance with t

•*" ^

NOTES..;
:he Physician's
B d a v i t m'-ust
)w the follow-
r, facts:
st. Whether or
t he knew the
dier pr ior to
.istment; t h e
gth of time he
3 known him:
w intimately
i what oppor-
Qities he has
1 of observing
i physical cjon-
ion, whetbef as
i . family physi-
n or as a ne%h-
c; and how njear
has l ived to
n. If he knew
\r was a
md man at en-
i t m e n t , h e
)uld so sta,te,
ling, if tr ue,
it had he been
.sound, he
> u1d have
own it.
d. If he treated
imant while in
si service either
his regimental
t'geon or while
almant • was
file on furlough
it fack should
;s t a t ed. T h e
.imaait's physi-
.' condition, at
dh times should
clearly shown,
well as the nat-
e of his disabil-
• and dates of
>atmeut.
id. If he has
sated s o l d i e r
nee discharge,
should so state
ring the d a t e
his first treat-
ait; what his
l y s i c a l con-
tion was at
e ti m e, with
mplete diagno-
i of the disanili-
•; the pe r iod
.ring waich he
r e a t e d h im
bulcl be stated,
th dates as near
possible, of the
esc.riptions.
Ith. The extent
degree to which
ilmant has been
a a b l e to per-
pm manual la-
r during each
ar f r o m dis-
arge to the pres-
t time.

No erasures or interlineations will be permitte certifies in his jurat that they were

^L -*~
TC*.̂ * f̂c.s.
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W. M. MAHAN
ATTO R N EY - AT - LAW

MARSHAC-.X BUILDING

INDIANA, PA.

TELEPHONE NO. 22O

Indiana, Pa., July 29,1910.

COMMISSIONER OF PENSIOHS,

V/ashington, I). 0.

Sir: , ' f*- ;
\ .

Enclosed herewith please find application for increase of

pension $ 373682, in the case of William I. Mahan, late private

Co. K 67th Hegt. Pa. Vol. Inf. Also medical affidavit in support

o f s am e .

I would respectfully state that this is a case in which

if any increase is granted, it would need to be done soon in order

to b© muoh benefit to the applicant, as he will, probably not need

a pension long. I trust therefore that you will act on the

matter without delay.

Very respectfully,



t/
Claimant,

(3-145.)

INVALID PENSION.

P.O.,.

County,.

State, —

V
Rank,

Company,

Regiment, 4 ,.

per month,

Disabled

Name,.(..

P.O.,

Fee $ /..fef....... Agent . ..to pay.

Articles filed , 18

Submitted for

Approved for.

Discharged x^T

PensiouedTrom

-f

Original declaration filed -/£ ; alleged-

Arrears allowed from , 18 , to

Declaration filed W-.

.., 18 , at:

(10133—75 M.) C—221



(3—125.) \

ORIGINAL INVALID CLAIM.

yp. o., —
1 ./'
i''Qounty,

/State,

Rates, $...L_.JL . per month, commencing ..4

A?

^f.

Pensioned for -t/->^

.,. 188

\JJ[-Ld{=J- ____ , Legal Reviewer.

7, ________ .̂ 1̂4Z. ______ , Re-Reviewerr

. Reviewer,

!ed. Referee.

jUEnlisted </ ^^^f"^

Must^r^d

X , J.'' jT

^ Decl&rfttlon filed &*&- '2~3f£&

/ fc> 18S> 2

.,18
• 7

/ ^yf 18 <V»/

f ^<r /it̂ ^-^-'/5J3- V,f>TVlf*P 'frftTTl ~V „..••*_ .

18 , to

'Npf'in service since ^*-~^-\ty, /
1 ̂  f ^

, 18 , in

x ,18<£

'^^L^s^^^^L^^j^^^

^?-*x3 «i^ ^^^-^^ ^-L C^^t-^^^v-^ai- <^^. *^^-^2:•--~-~ --"-;- -" ^ ^r-

^-\Ui_:3tritj£ai<^f3S3tC3c-^idfe3fcife2!3Li»

(984,1—50 M.) o 6—207



1st appointment K^iZz^-—12 , 18

2d appointment

By

18

3d appointment , 18 ,

By .

OF

and P. O.

Recognized, or why not~

Name and P. O

Recognized, or why not~

Name and P. O.

Recognized, or why not-



s I



A

I



Rate and period, $ , from

Deductions:....Original Roll:

Transfd

Rate and period,
Rate and Period, $ , from--

1 Deductions:

£ Disability:
S Disability:—

issued

Mailed

Rate and Per

Deductions:,..

S Disability:



.;. ; Service,^.L/U...

Original Roll

Transf'd

Mailed.

Rate and Period,



Acfs of July 14, 1862, and March 3, 1873

Enlisted:

Discharged:..

Application filed: .__.*^«*ut...../:£-____., 18

Alleges:



,•{—1081.

PENSIONER DROPPED.

DEPARTMENT OF THE INTERIOR

UNITED STATES PENSION AGENCY

Certificate No..

Class-

Pensioner

Soldier
«

Service

The Commissioner of Pensions.

SIR : 1 have the honor to report that the

above-Fiamed pensioner who was last paid

at ,

-t̂ ~T!!!̂ T?*^7l»,v been dropped because o/L

respectfully,

United, States Pension Agent.

NOTE.—Every name dropped to toe thus reported at
once, and when cause of dropping Is deatli, state (late
of death when known. 0—224!)



' : " ;AN(;F DIVISION
MAR 9 1912
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3-73°- Old No. 3-230.

INVALID. (Series , Issued

fj/ Mailed i

Q ™; Hate and Period, M^.U.., f,

-» Ej

- 'inductions: ]/..

/ ,190—
1 Mailed J±™ .:Z . ^ . , 190 2 SEP 66r 1910

iV, i «
JI <s Disability :

Issued , 190

Mailed , 190

Rate and Period, j> ,from~ , 190 -

I N D O R S E M E N T S .

• ^ Disability:



t jINVALID. (Series
* *

Rate, and Period, $./-{/. ft

Original Roll

Issued -*--/ ^Z&4/Z4~£~A 18

Hate and Period. $

^?^xC>^ t̂-T^— ^J

INDORSEMENTS.



3—355. Certificate No.-

? & INVALID PENSION.

Kfgiment, -S?-X- -^-If*^--^.?

month, commencing,!"/--*^-^-'->«'/ - •—-* f--^-.*. ^_

ATTORNEY.

Fee, $ ...ZIT.T1T!....; Agent to pay.

Articles filed _____________________________ , 1

APPROVALS.

Approved for,Approved for.

Enhsted

/Pensioned at $

Last paid to. —- —-, 1

X
PRESEISTT

Claimant

. ,
gfi.W.
*-•/¥

. c.

A ..... -^ -" •- v\.



3—003.

DECLAKATION FOE THE INCREASE OF AN INVALID PENSION,
THE PENSION CERTIFICATE SHOULD NOT BE FORWARDED WITH THE APPLICATION.

STATE OF

COUNTY o

On this day of ___^X2^2?i£^2^V_____^_A. D. one thousand nine hundred and.

personally appearedbef ore me^a .^^^^^^S^~-^^^^Kr<^f^_ within and for the county and

State aforesaid, ___t^^^£fe£^<5&^??3l QlS_-___X^c.^4^^t^iL^ , aged ^L_«o_ years,

State Q^(-S&&i££ifei?*&4~£&- , who, being-doily sworn according to law, declares that he is a pensioner

of the JJnited States, enrolled at the LJ?^^^^r<^^St- -^-y? Pension Agency at the rate
fS/£ J f, -—*• j^r *

of ̂ ^ f ^ - - , dollars per month, by reason of disability irom
(Here name the disability for which pensioned.)

X

incurred in the .j?5rZ4*£-t^LAA4__ service of. the United States while a ..^t^i^^(^_^i^^u_ in
PnavaJ/T"/**f >^ / i j ~£ f /) °^ /\e state rank, and company, and regiment, if in the

>^ {//Trfa,^.--^^e. *jT-.-.f ~--- ^-JwC.Tr^yC-l,*' ---U^----^**-1- fjSL-ff-m^^"--'
ArTny, or vessel, if in the K£Vy.) ff I -
That he believds himself to be entitled to an increase of pension on account of .̂ ^^J^L-d<?2^C^<?^

x? * f f (Here^state the reason for applying for increase.)

:^fk/>£<-<2f^^-^£d£^rf*^^

-^---JL44-&'C£^

--**^---*44^^*i^

/£*, <!2^^<=?6«^<^~2sf̂ !̂ î a <^#t**=«9tiH. x^trf^n^,
S~ „/! * . ' ^ „

That he was employed in the military or naval-service prior to

That he has .j£**TlL. been employed in the military or naval service since

(Here state what the service was, whether prior or subsequent to that stated above, and the dates at which it began and ended.)

That the number of his pension certificate is

That his post-office address is

County of

ATTEST :

Alsp personally appeared .^L-^^.-JJ^f±^?f±^., residing &i

(^-i---->O^^fe*»-<^G«=*<^___., residing at..^Do_-<at<-^a^A;do-L..^..Lj(,, ______ , persons whom I
certifv to beTespectable and entitled to credit, and who, being by me duly sworn, say they were present and

saw i^i/fcW^!k*^^>^^-y^^^=«3^t-4 _________ , the claimant, nigft-hi>j name (or make his mark) to the fore-

going declaration ; that they have every reason to believe from the appearance of said claimant and their

acquaintance with him of ______ /lj?. __________ years and _______ «^JC ___________ years, respectively, that he is the identical
person he j^resents himself to be; and that they have no interest in the prosecution of this claim.

^

Signatures of witnesses.)

TJBSCRiBED and sworn to before me this....•^<£?_ dayo_L.^^-?*«^i^r:^ , A. D. 19/ /
and I hereby certify that the contents of t^eVbDve declaratigm, etc., were fully made
known and explained to the applicant and witnesses before swearing, including the

words' , erased, and the

words , added; and that
I have no interest, direct or indirect, in the prosecution of this claim.

JAN. J915.



No 76.—Pension Blank.
Henry Hall, Printer, Indiana, Pa.

•-. Pnysician's Affidavit. •
TAKE NOTICE.—The affidavit should, if possible, be in the handwriting of the affiant; the marginal instructions must be carefully observed

before writing out the statement. All the facts in possession of affiant as to the origin and continuance of the disability should be fully set forth,
and the d ates of treatment should be specifically given. If the affidavit is prepared from memoranda in possession of the physician, that fact
should be so stated.

In the Pension Claim No e3../..c2....C)..0..si/......^. of.

late of. . . . . . . . . . . .
(Company and regiment of service, if ijrthe army; or vessel and rank, if in the navy.)

Personally camebefore me, a '/^ff/foflst^. ij.'..L^J(^..^t^fr:. .^....inand for the aforesal

County and Stute..../^U..Sjt!±.&-**i a

whose Postoffice address is ^..y...GJ.»...y..^f..c^/-^-!- t#fc*^2&t.<***'..4>....yi .C/̂ nx..:. well

known to me to be reputable and entitled to credit, and who, being duly sworn, declares in relation to

aforesaid case as follows:

That he is a Practicing Physician, and that he has been acquainted with said soldier for about
/ *.

/C? years, and that .......... ............ .. ..... .. .......
(Here embody all the facts known to the affiant in accordance with, the mar-

~^~/
tfo/M/.. •&•

ginal instructions. No erasrfai or iiiterlineations/'Will be permitted, unless the magistrate certifies in his jurat that they were made before

NOTES.

The Physician's
A f f i d a v i t must
show the follow-
ing facts:

1st. "Whether or
not he knew the

Length of time he
lias known him:
tiow i n t i m a tely
ind what oppor-
tunities he has
had of observing
his physical con-
dition, whether as
bis family phybi-
3lan or as a neigh-
bor; and how near
lie has l ived toj
him. If he knew)
the soldier was aj
sound man at en-1
L i s t m e n t , he
should so state,
adding, if tr ue,
that had he been
u n s o u n d , lie
w o u l d h a v e
Imown it.

2d. If he treated
claimant while in
the service either
as his regimental
surgeon or while
c l a i m a n t w a s
home on furlough
that fact should
be stated. The
claimant's physi-
cal condition at
such times should
be clearly shown,
as well as the nat-
ure of his disabil-
ity and dates of
treatment. '

3d. If he has
treated s o l d i e r
s ince discharge,
he should so state
giving the d a t e
of his first treat-
ment ; what his
p h y s i c a l con-
d i t i o n was at
the time, with
complete diagno-
sis of the disabili-
ty: the p e r i o d
during which he
t r e a t e d him
should be stated,
with dates as near
as possible, of the
prescriptions.

4th. The extent
or degree to which
claimant has been
u n a b l e to per-
form manual la-
bor during each
year f r o m dis-
charge to the pres-
ent time.

<^/....
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Claimant,.

3—355. Certificate No.

UAOBtASE.. INVALID PENSION.

/j^
P. 0.,.

County,

1 . u
***~J**£4£ZU^»-Jte

I

y--Kank,

Company,.

Regiment, ^liJ^ki^M^^Z^/f^^

tote, $.—si£.-~z~* per month, commenci

.-•-vv-

Pensioned fo:

JL

RECOGNISED ATTORNEY.

Pee, $—<>fe* ; Agent to pay.

Articles filed , 1

APPROVALS.

Submitted

Approved for/..J.—xl_— Approved for

Medical Examiner.

Discharged^

er month for .

Last paid to.

L/^^ " /

PRESENT CLAINI.

I

Claimant

0-4

* I

0



3—355. Certificate No.

INVALID PENSION.

Bank,

.Company,

Regiment,

Pensioked for _/te
«^-

•*-rS5-=*fc*l./l-C
t'

«—Fee, §.rr^_ ^1 .̂; Agent to pay.

Articles filed , 1

APPROVALS.

Approved for .

C ̂ j

Medical Reviewer-.

Pensioned at I-/'—/- y—yper month, for ./..

y /

Medical Referee.

MtdL^
Last paid to. 1.

A

PRESENT CLAIM.

Declaration filed ..^f.^f.'^y.Mif. , ]

Claintfet does write.

0-4 ., M. C.



3—355.
(Old No. 8—145.)

Certificate •\^^J-

INVALID PENSION.

Eank,

Company,

Regiment, -

Iffiite, $.~i'—~ per month, commencing

Pensioned for...

RECOGNISED ATTORNEY.

Fee, $ <y*£.-4ji, Agent to pay.

Articles filed ..... _______________________ , 1_

APPROVALS.

Last paid to. —... , 1
s

* Declaration filed ~-̂

PRESENT CLAIM.

.4 .̂ ,̂ ?̂ Ĵ L^̂ .̂.

Claimant does.—^11-7—.write.

, M. a



(3—145.)

INVALID PENSION.

/P.O., ......ĉ 2s

County, //...

^ State,

.per month,commencing

Rank,

Company, .1

Regiment, ..(j2.

" Name,

P.O.,..

I Submitted for.
\d for . .

Fee $ , Agent to pay.

Articles filed , 18

Approved for

/ /

Legal Reviewer. , Medical Referee

Discharged .

Pensioned from.

. Last paid to .„ , at

/ Original declaration filec

Arrears allowed from , 18 , to....'. , 18 , at i

x * ^-^



(3-145 )

Claimant,.

County,

State,..—

Rate,

inormse INVALID PENSION.

\,.
Rank, . _

Company.

Regiment,

-per month,commencing.

Disaltled by

Name,

P.O.,..

Fee $ , Agent to pay.

Articles filed . . ...., 18

.AJPIFIRO'V.AJLiS:

Submitted for. -,_ , 18

Q^

Discharged _...' ^^7- .\..\ 18^ . Last paid to

Pensioned from, , 18 ,̂ at $...„:! , for

Original declaration filed— --U- , 18 \  alleged --------------------------------------- _\V-

Arrears allowed from. -, to , 18 , at :

Declaration filed Wv>-0 VJJ»~ V

6^21

3905 b—50 m



fe,

(3-145 )

INVALID PENSION.

-per month, commencing.

Disabled by

Fee$.

Articles filed

.., Agent. . to pay.

.., 18 .

Submitted itn^rr.

Approved

, 18 fc . Last paid to ._<«.— , atDischarged ..

^Pensioned from

Original declaration

Arrears allowed from — . 18 . to , 18 , at

ZFIRJESEISTT

Declaration filed

(15290—50,000.) 6—221



Declaration for the Increase of an Invalid Pension.

TA*tE NOTICE.—If this declaration is executed before a Justice of the Peace or a Notary Public, the certificate of -fiii
CLERK OF THE COJJBI^as to the official character and genuineness of the signature <j| such officer, must be attachtu'1

Neglect to compJy^witJ«)thft requirement will cause trouble and BELAY.

0tate of otmtg of

ON TmS--U*C/../ day ̂ t_^f^K^^^^C^^^^'A D. one thousand eight hundred and ..̂

personally apjfiare/ before me/̂ rfe^^^^^^.<'̂ ^_^? l̂C^^7^^^^ithin and for the County and State

\%T'
uforesaid/'ZWr/ - -rr.V^, ^ ̂  (^^-/rc^-rVaged- 7^-^ years, a resident of

(^Jrf
-County of ^^^fat^^t^ifr^^ .. State of

" ^—^..,yho,

United States, enrolled at the

According to law, declares that he is a pensioner of the

ency at the r,

A
dollars per month, Certificate No.(!̂ '->/-̂ !̂ .̂ <f!-̂ -̂ 'by reason of disability from

J— ' ''
sd/t4/Z1*~>

(Here name the disability for which pension was granted.;

mcurvad in the ce of tne United SwCtes, while serving as a
(Here state rank, company, and

regiment, if 1-1 the army; vessel ifXn the navy.)

That he believes himself trobe entitled to crease of pension/on account of

(Here state reasons for applying for tyiyrease. /f/on account of increase ir^the disability f^rwhjSh already pensioned, that shouwbe described. If

0:1 account of di?ab/«tv^>r whicn jiot pensioned, the location of thA wound or injury, the name of the disease, and the time, pmce and circumstances

of its origin, and the names of hospitals whare treated in the'/service, should be fully stated. The dates of treaterent shoitrfd be given as nearly as

.r^
possible.)

that he hereby appoints, with full power of substitution and revocation,

of

his true and lawful attorney yy, to prosecyffejhis claim.

His E4lt OfficexaScTrteis is

Two witnf sses who can write, si«n here.)



Also personally •Ai^Q^^\^.f^'^^-,,\^-,..^^l^^^.,f^f^^_J;fTJ^^ -residing at-

^ n . * . _
residing at

persons whom I certify to be respectable and entitled to credit, and

S& /?/? fy % -/*who being by me duly sworn, say tjiat they were present and saw ^jFl*£,l&i\.&^£^.^^.^.J/W &'%'t*?lts4-^

— — —', the claimant, sign his name (make his mark) to the foregoing

declaration; that they have every reason to believe from the appearance of said claimant and their acquaintance with him

that "he is the identical person he represents himself to be; and that they have no interest in the prosecution of this claim.

(If Affiants sign by mark, two persons who can write sign here.)

Stfornto and subscribed before me this--Je=^/- day of '̂ Xr^.^^^^^-^rr^r^r,-A. D. 189../

and I hereby certify that the contents of the above declaration, &c., were fully made known and explained

to the applicant and witnesses before swearing, including the words —

_ . _ _ _____ , erased, and the words —

.— _ added; an^ that I have no interest, direct or indirect, in the

prosecution of this claim.

(Official Signature.)

[ L. S. ] —^ t<
(Official Character.)

I, — _ . Clerk of the County Court in and for aforesaid County

and State, do certify that — , Esq., who has signed his name to the

foregoing declaration and affidavit was at the time of so doing — in and

for said County and State, duly commissioned and sworn; that all his official acts are entitled to full faith and credit, and

that his signature thereunto is genuine.

Witness my hand and seal of office, this

[L. S.J

-, 18- .

NOTE,—This can be executed before any officer authorized to administer oaths for general purposes. If such officer
uses a seal, certificate of Clerk of Court is not necessary. If no seal is used, then such certificate must be attached.
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No. 78.—Declaration for Increase of Invalid Pension.
Henry Hall, Printer, Indiana, Pa.

B^claration for the Increase of an Invalid Pension.

TAKE NOTICE.—If this declaration is executed before a Justice of the Peace or Notary Public, the certificate of the Clerk of the Court, as to the
official character and genuineness of the signature of such officer must be attached. Neglect to comply with this requirement will cause trouble
and delay.

r. , ®Sr»

A. D. one thousand

of £̂ ±̂̂ ^̂ ..f̂ ^̂ ±̂ r , ©otttttB of..
0 &

On this .̂  ?>../ day of....

nine hundred... l2^^....'T.i^~^.. , personally appeared before me, a

within and for the County and State aforesaid,

...aged ..• /.*-?. years, a resident of

... County of, ^.^A^^t^r , State of

, who being duly sworM according to law, declares that he is a pen-

sioner of the United States, enrolled at the '/..(^^f^^.^^^r-. Pension Agency at the

rate of ..J .̂̂ ^^r^f^r. dollars per month, certificate No. v

by reason of disability from . . . . . . . . . . . . . .
(Here, name the disability for which pension was^ranted.)

0

incurred in the ^^T^r^v^ service of the United States, while serving as a.
(Militarjsor Naval.) *

- ^ /f

(Here stataranb; company and regiment, if in the army; vessel, if in the navy.)

That he believes hjjjtiselfto be entitled to an increase of pension on account of.

I'ZtJ/L
(Here state reasons for applying for increase. If on account of increase in the disability for which already psjKioned, that sjrould be d'

^^?L "^^2^— 'T-^^P^^- &>. /r^5 ^^y ^r2r^^
If on account of disability for which not pensioned, the location of the wound or jnjury, the name of the disease, and the time, place arid circum-

stances of its origin, and the names of the hospitals where treated in the service, should be fully stated. The dates of treatment should be given

as nearly as possible.)

..that he hereby appoints with full power of substitution and revocation.

his true and lawful attorney , to prosecute his clai

His Post Office address is



residing atAlso, personally atypeamd..
'/",

.
residing at ................... ̂ I.^L^.-^L^..^...^^.1^^.:'':^. ......................... ./. .................................... , persons whom I certify to be

respectable and entitled to credit, and who being by me duly sworn, /say that they were present and saw
' " •'

the claimant, sign his name (make his make) to the foregoing declaration; that th.ey have every reason

to believe from the appearance of said claimant and their acquaintance with him, that he is the identi-

cal person he represents himself to be, and, that they have no interest in th& prosecution af this claim.

(If affiants sign by mark, two persons who can write sign here.)

Sworn to and subscribed before me this

A. D. 19..^...^-, and I hereby certify that the contents of the afrove declaration, fye.,

were fully made known and explained to the applicant and witnesses before

swearing, including the words..

[L.S.]

erased, and the words

added, and that I have no interest, direct or indirect in

the prosecution of this claim. , t; II—/-

, Clerk of the County Court in and for

aforesaid County and State, do certify that ,

Esquire, who has signed his name to the foregoing declaration and affidavit, was at the time of so doing

: in and for said County and State, duly commissioned

and sworn; that all his official, acts are enlitled to full faith and credit, and that his signature thereunto

is genuine.
Witness my hand and seal of office this day of

19

[L.S.] Clerk of

NOTE.—This can toe cxecutod before any officer authorized to administer oaths for general purposes. If such officer uses a seal, certificate of
Clerk of Court is not necessary. If no seal is used, then such certificate must bo attached.
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INABILITY AFFIDAVIT.

To be executed only by the Claimant.

State of - -/^>^t^^~7i^^c^^^ County of .00:
In the matter of Pension Claim No.

of..

ON THIS /....." r̂ day of ?....'..^<^^...<^f*--?. .A. D. 188 V* personally appeared before me

'̂ i.in and for the aforesaid County, duly authorized to administer Oaths,

a resident of

in the County of.... ex£^t~^~^rr4r^*~*:<-*' and State of. . L/4&

J? ̂whose Post Office address is «<--<'*-"*'>-'i-~*i'---'t-''1---'1̂ ^̂

well known to me to be reputable and entitled to credit, and who, being duly sworn, declares in relation to aforesaid case as

follows: That he is unable to comply with the requirements of the Pension Office as to.

for reason that X%4?—: (̂ ^? -̂2<̂ £̂ ^̂ -<̂ t̂Ĵ  '̂ CL

That he is unable to prove his condition from date of discharge up to the year

the reason that .' : .---

by medical testimony for

He respectfully requests that the testimony of..

.___ be accepted in lieu of

"[if"Affiants sign by maS,"twoi witnesses ^vho can write sign here.
[Signature of Affiants.]



Sf ATE OF ... i _^-«i—Z--Z--Z—l~^Z*s^-&l_ls'ts—?7 ^ ̂  _, s, n
COUNTY or , —..-r^..--..—~v-rr«^ ~^_ M.

Sworn-to^nd subscribed before me this day by the abo.e-^ed affiant , and I certify that I read «M affidavit to said

affiant , including the words.
- erased, and the words

anVJ acquainted x^Z-z-t̂ , with its contents before

interested in said^case, nor am I concerned in its prosecution; and that said affiant

• person.and that -...

, personally known to me

[L.S.]

[Official
x-rv?x ,wx

[Oflii^ial Charm.- 7^^

I, ..Clerk of the'County CouriTin an3 for aforesaid County

and State, do certify that , Esq., who has signed his name to the

foregoing declaration and affidavit was at the time of so doing in and

for said County and State, duly commissioned and sworn; that all his official acts are entitled to full faith and credit, and that

his signature thereunto is genuine

Witness my hand and seal of office, this day of , , 1*9 .

. 8.] Clerk of the

NOTE —This should be sworn to before a CLERK OF COURT, NOTARY PUBLIC or JUSTICE OF THE PEACE.
1 f before a JUSTICE or NOTARY, then CLERK OF COUNTY COURT must add his certificate of character hereon, and
not on a separate slip of paper.
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No 76.—Pension Blank.
Henry Hall, Printer, Indiana, Pa.

Physician's Affidavit.
TAKE NOTICE.—The affidavit should, If possible, bs In the handwriting of the affiant; the marginal instructions must be carefully observed

before writing out the statement. All the facts in possession of affiant as to the origin and continuance of the disability should be fully set forth,
and the dates of treatment should be specifically given. If the affidavit is prepared from memoranda in possession of the physician, that fact
should be so stated.

In the Pension Claim

ce, if in/the army; or vessel and rank, if in the navy!)(Company and regime

in and for the aforesaid

clltioil, wnetner as
his family phyt,)- /7X
cian or as a neigh-j .Jr:Z^<*t*£-

NOTES.
I
! The Physician's
: A IB d a v i t must
show the follow-
ing facts:

I 1st. Whether or
not he knew the
[soldier p r io r to
lenlistment; the
; length of time he
[has known him:
[how intimately
iand what oppor-j
!tunities he has
had of observing
his physical con-
dition, whether as
h
[cia:
. . . . and how near
]he has l i ved to
inim. If he knew
[the soldier was a
I sound man at en-
[ l i s t m e n t , he!
(should so state,]
adding, if tr ue,j
[that had he been
J u n s o u n d , h e
[ w o u l d have
I known it. ]

2d. If he treated)
claimant while in

I the service either
ias his regimen.i al
.surgeon or while
j c l a l m a n t was!

j home on furlong;i
that fact should

(be stated. The
i claimant's physi-
(cal condition at
such times should
be clearly shown,
as well as the nat-
ure of his disabil-
ity and dates of
treatment.

3d. If he has
treated so ld i e r

: s ince discharge
he should so state
giving the d a t e
of his first treat-
ment; what his
p h y s i c a l con
di t ion was at
the ti in e, with
complete diagno-
sis of the disabili-
ty; the p e r i o d

Idiiring which he
f t r e a t ed h im
should be stated,
with dates as near

.' as possible, of the
prescriptions.

4th. The extent
or degree to which
[claimant has been
j u n a b l e to per-
form manual la-
bor during each
year f r o m dis-
charge to the pres-
ent time.

Personally came \ and £tete~'̂ .C .̂(/x£<-''LX*^ citizen of.

ivhose Postoffice address ist^^^^C^C^<^f^. y^....^. : well
Icnown to me to be reputable and entitled to credit, and who, being duly sworn, declares in relation to

aforesaid case as follows;
That he is a Practicing Physician, and that he has been acquainted with said soldier for about

' ' (liere embody ailthes'faets known, to tne,^autrriaccorjan^with^ne mar-

x x ^ jf— "
__ •^r^5^n77.^<£Ttf^^fe«Hr.i<J-<^k^^ •

\. No erasures or interlineations will be permitted, unless the i|jlgistr£^ecertifies in his jurat that they were made before

£^ ^£&t~c-^. ^&^is>«4L&£^^

&L*#£^...f^......1<£&^^^

jy s

* ..... *j / ^ " j

^<^^ ̂

^

^,—

»a&*x«^....£i^M!i^ ̂
•^^t^e..^....^^..£*.^s>. A*^^...^£^^~..i^^^^

t?4-^.^e^*%,*t*£*L'l& <!*^M .̂../a?*<fc..../<fe**rtt«<,

',.. .^4^Cy£*&«&l*&t«**xS... .&£&4e~*e*t&.'K&«ar64-,

<^ ^"'~

^
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PROOF OF DISABILITY.
NOTE;-—This affidavit must be executed by a Commissioned Officer, if possible, but, il not possible to secure such evidence

thenY "yo of the soldier's comrades should testify.

State af...^:^^^^**^^..... , Ccmntg
ON THIS A. D. 188/; personally appeared before me a

i and for the aforesaid County, duly authorized to administer oaths,
-/*"">y ^^S V' / ^r I

1 0 CZyears, a resident of M l̂_4C-e- t̂ -̂ L-X_-,-5£^

& andin the County ot^^-Um^^^^^-^^t^^..^*^-^---- and State

years, a resident of...,.— '.."-.

in ttie county of and State of ____'^— ..... ._:_... ......... ... — ~ _____________ _^_ _________ __ ___________ who being

duly sworn according to law, state that

applicant for Invalid Pension, and know the said

person of that name whc enlisted or volunteered as a....-f̂ /fc'*-̂ "*'''3!*-r'*?in Company

Regiment of. * j(S*&&r*-?*?-~^ ... ..», ... vols., and who

...acquainted with .

/
to be the identical

[Died or was discharged.]

on or about the...

That the said.
i

[Here insert the reasoe of the soldierjs discharge, if known; if not known, so state; or, if he died, so state.]

.while in the line of his duty, at or near
• «

*, on or

about the...

in the State of

/>»-<£
/ U . day of ^rr^-r^--?*H-r^- , 186/5 b*ecome disabled in the following manner, viz :

tk^/X^^^.̂*r» -̂-.a«»rfTC. -«-̂  T:*̂ .̂ ..—.!rr..*r.?r. r..yi--r^...?rr--r. .T...-.:.-'.?--.*rf^—nrrr-.-:..TTT"fTi!r- *:_-*r»-r. .̂.irr.rr.r: fs*fVa'r*x^*~^^f^' . +*V-J! *>**-*' ^?^

[Here state the time and place and mannemn which the wound or other injury was received. Describe the wound or injury, the part of the body

>t/-z î̂  ^
wounded or injured, and all the circumstances attending \y. If sickness, state time and place wh/n contracted, what caused .it, the name of the

" - - •"• ' . ' •• -

si/kness, and how it affected him.]

J&~ ^ Jl

<?-jf

That^the facts stated are personally known to the affiant by reason of. . . ..... ..... ______ ...... .. ...
[Here state whether affiant was with the command at the time the

^/t XL- ^^j^^st^n^
claimant contracted his disability, or whether his knowledge was otherwise obtained. All the facts known to affiant relative to the soldier's medical

treatment for his disability while in the service should be stated, giving time and place, if possible.]
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PROOF OF DISABILITY.
NOTF^-This affidavit must be executed by a Commissioned Officer, if possible, but, if not possible to secure such evidence

then two of the soldier's comrades should testify.

00:7of S^L?*: ?* s*?_/»!:~-**-~~- ,€0mttt) of— _ _ f ^

ON THIS ^ - - day of ....(^J^..^*^ '???&_ ............................... A. D. 1887; personally appeared before me a

aged.cO? . years, a resident of

in the County of .̂ -̂̂ ...̂ .̂'̂ TrTT'TT. and State of

:.: aged years, a resident of..

in the county of....

duly sworn according to law, stateJthat...^r.fr"....*~

in and for the aforesaid County, duly authorized to administer oaths,

/ '<2—'V*-.»^-«-^»— —

and

and State of . • who bein

acquainted with ?.

applicant for Invalid Pension, and know the said.. ^-^ ̂ -^--^-^ ^^^' .>!-/ ^Xx->*-jfc.,«^-«-- to be tne identical

i/^ •person of that namewho enlisted or volunteered as a. yC^ r̂.̂ r̂̂ ""!? . in Company ...

Regiment of. (/.*..-**..?.£:.£..'fi.f'.?'..f?:. '^-.•^r^-r. vols., and who.

.̂ .̂̂ ...••...̂ .̂...-..on or about the /.̂ . ''.. day of...

[Here insert the reason of the soldier's discharge, if known; if. not known, so state; or, if he died, so state.]

at

by reason of

That the said

_ in the State of...

..while in the line of his duty, at or near

did, on or

about the.. Xc/~ .. day of , 186 3, become disabled in the following manner, viz :

^
/— f- -'—- — -^>-— s -S--

[Here state the time and place and manner in which the wound or other injury was received. Describe the wound/6r injury, the part of the body
' ' ' ' ' ^-"~—~) &

wounded or injured, and all the circumstances attending it. If sickness, state time and place when contracted, what caused it, the name of the

sickness, and how^It affected him.j

ef

That^the facts stated are personally known to the affiant by reason
[Here state whether affiant was with the command at the time the

-,«•*->«&•• x4t^^W

claimant contracted his disability, or whether his knowledge was otherwise obtained. All the facts known to affiant relative to the soldier's medical

treatment for his disability while in the service should be stated, giving time and place, if possible.]
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PROOF OF DISABILITY.
N "*E.—This affidavit must be executed by a Commissioned Officer, if possible, but, -if not possible to secure such evidence

tten tft-u of the soldier's comrades should testify.

ON THIS ^... day of

;̂_~ _^^= , 00:

. A. D. IBS'/1, personally appeared before ine a

. in and for the aforesaid County, duly authorized to adminj&ter-cm-ths

s, a resident of. .<? ;̂

..and State of__.

..years, a resident of . _

in the county of. and State of who being

in the County of.

duly sworn according to law, state that .............. _ ............ ....acquainted with .

£*-f*~~--" *• <^*z- > ^applicant for Invalid Pension, and know the said

person of that nanje^who enlisted or volunteered as a ??_?' '•f-'^»-^f^ jn Company

>(/ /
Regiment of ..̂ .̂̂ .̂ .̂ ..±^̂ .̂:f :rfr^> .................. _... vols., and who

..to be the identical

[Died or was discharged.]

a t _ _ _ _ _

by reason o f _ _ _

_.on or about the day of... ... , 186

[Here insert the reason of the soldier's discharge, if known; it not known, so state; or, if he died, so state.]

That the said while in the line of his duty, at or near

_ in the State of..._ _ _ _ did, on or

about the_ day of _ _ , 186 , become disabled in the following manner, viz :

[Here state the time and place and manner in which the wound or other injury was received. Describe the wound or injury, the part of the body

wounded or injured, and all the circumstances attending it. If sickness, state time and place when contracted, what caused it, the name of tho

sickness, and how it affected him.]

<,/- /^.

*£~-^-/-.

^

s*--n--l£-.

/ ' / ' *«
That the facts staJed-Me personally known to the affiant by reason oi/^:^.. ^.f^T^.^.. ^ . . ? t & * _ . . . . . . .

^ _-^ • -̂ . __ [Here state whether affiant wijs withfte command at the time the' '

claimant contracted his disability, or whether his knowledge was otherwise obtained. All the facts known to affiant relative to the soldier's medical

. . . _ _
treatment for his disability while in the service should be stated, giving time and place, if possible.]



.derived from said acquaintanoef~>nd from having served as.-..yV..2.'.-*.£r*:?:: of Company ..̂ fl!

^ ̂ 7 T> : + „* UsXs+j

And deponent further state that .̂ ±"..ff. ^r.. well acquainted with the claimant, having known him lor

it least r^^f^^F .y?Z *̂±:. :̂ =rrr^?. and further, that. ?????.. knowledge of the facts above
y/

stated *~^L.
s^ /

of the Z...3- Kegiment of .̂̂ .̂ .̂ .- .̂•r t̂rrrr. volunteers from the.

day of .'frr^-r^C^^^r. 18G4- to the -^5?.. day of .Cg^f^?. \%*>J~~ And deponent

further state that the claimant was a sound and able-bodied man at and prior to enlistment, so far as...̂ ?.= knew, and

that ?::„. ...f*r?r̂ ?-̂ ^ r̂rrr7.-:. totally disinterested in this claim.

Post office address of affiant is.

\\i Affiants sign by mark, two persons who cavi write si^n here.] [Signature of Affiants.]

BTATEOP "...*.. f'y±.f..^..f^^.^..Z^:±^Z COUNTY OP

Sworn to and subscribed before me this day by the above named affiant , and I certify that I read said affidavit to said

affiant , including the words .'. .' erased, and the words

..added

and acquainted <2^..?-?*--. with its contents before ^f.. executed the same. I further certify that I am in

nowise interested in said case, nor am I concerned in its prosecution ; and that said affiant "^.^.. personally known

to me and that...̂ 5 .̂"... f^f. /*.".. credible person.

[L. s.]

&,@

(Official Character.)

Clerk of the 6wws*¥-Court in and for aforesaid County

and State, do certify that (£?. * I/ .̂ .t-*e<r<irr̂ C-̂ r* .̂ ".^-^-^-r^^rEaq., who has signed his name to the

foregoing declaration and affidavit was at the time of so doing .......^-rC. ^"^^•^^.^^^.^^..^^^...^^^^L.in and

for said County and State, duly commissioned and sworn ; that all his official acts are entitled to full faith and credit, arid that

his signature thereunto is genuine.

Witness my hand and seal of office, this "~F~.._ day of

(L. S.] Clerk of the

NOTE.—This should be sworn to before a CLERK OP COURT, NOTARY PUBLIC or JUSTICE OF THE PEACE.
If before a JUSTICE or NOTARY, then CLERK OF COUNTY COURT must add his certificate of character hereon, and
not on a separate slip: of paper.
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PROOF OF DISABILITY.
• S'OTE.—This affidavit must be executed by a Commissioned Officer, if possible, bu<;, if not possible to secure such evidence

'ien two of the soldier's comrades should testify.

0tak of.
ON THIS day of.

of ,00:
'. A. D. 188J?; personally appeared before me a

. in and for the aforesaid County, duly authorized to administer oaths

± aged t .years, a resident rt..*.?.. .r!±.f!±™T^rr. ^^ '**

and State of. L*..?Z^± „.?.„.." ̂ l*^"**^ and

aged. years, a resident of

In the county of. _______ .".I.TTTm..™ ............. . ....................... ..... ..... ______ and State of

,̂

who being

•-*C-*TSdaly sworn according to law, state that..<?r.: _____ .•f.-.tf. ______ .acquainted with
* -̂-̂  "TL^is*

applicant for Invalid Pension, and know the said ̂ ^ .̂̂ ^ t̂̂ ..̂ .̂ ../̂ .̂ !:̂  ___ to be the identical
'

person of that namejsftKntnlisted or volunteered as a . J?7.£.'̂ ;.f̂ !!!r.-...r.....in Company
>*^ -.—^ i '

x#^ /
Regiment of...̂ ff;.̂ ..? .̂.̂ .̂.̂ .̂ .'T±;'-''-''..r-̂  ...... __________ vols., and who.

at...̂ Z~:±f.̂ ..5ri:<f^-±:__'f:±?3r.<:: on or about

by reason of....

[Died or was discharged.]

-X ^>
of ^LI^^Z^- , 18&-*

[Here Insert the reson of the soldier's discharge, if known ; if not known, so state ; or, if he died, so state. ]

That the said r ± - . . ^ r ^ r . . . . . . . . ? r : . . . ^ ? ? r ^ - .while in the line of his duty, at or near

about the f..~.. day of..

.in the State of..._.±.r..̂ .̂..r?T?r^^rr77....... . . .did, on or

—~.™.. , 186<5, become disabled in the following manner, viz :

[Here state the time and place and manner in which the wound or other injury was received. Describe the wound or injury, the part of the body

wounded or injured, and all the circumstances attending it. If sickness, state time and place when contracted, what caused it, the name of th«

sickness, and how it affected him.]

S>

S/-

^~ sx£-**if , ^Z-X*T=> ^jK.

'/ ^ ,̂ ?
That the facts stated are personally known to the affiant by reason of ..

v+~e\. .
[Here state whether affiant was with the command at the time the

claimant contracted his disability, or whether his knowledge was otherjete&jobtaiued. All the f agjas-tnqwn to affiant relative to the soldler^sjneclical

treatment for Ms disability while in the service should be stated, giving time and place^ if possible.]
" ~

t? s~ /
^%—e_~~-, €3tX X- J^--t— «
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GENERAL AFFIDAVIT.

For the testimony of EMPLOYERS or NEAR NEIGHBORS of soldier, (other than relatives) who have known
him before his enlistment, or since his discharge and return, from the army.

Of

In the matter of the application for pension of

A. D. 1881?; personally appeared before me, a

and for the aforesaid County, duly authorized to administer oaths

!C.._?tT!_-.aged ^Or-L years, a resident

_
in the County of ^-^I^" ±..J * T. and State of

whose Post Office address is_ and

....rrr~-.L;;...7!rr±r̂ 7T :_:: :;. :; aged....zrrrr?. years, a resident of ...

in the County of : :.—..-rrr^rrrrzmrrrnrrrr..-. and State of..

whose Post Office address is rrnrnrrrr^rrr^rr. •. .-rrrrrr^r..—..:̂

well known to me to be respectable and entitled to credit, and who being duly sworn, declare in relation to the aforesaid

*^--'case as follows : That...?^ have been well and personally acquainted with .

tQY..3*Z..&- years, and.. <rr> :..years respectively,

Instruct ions—reaU
carefully.

The witnesses must state:
1st, Tluiir respective ages

and occupation ; the length
of time they have known
the soldier, and in what
year or years of the said
period they have.employed,
worked with or for him, or
lived in the same neighbor-
hood with him, and how
near to him.

2d. If they knew him be-
fore his enlistment what his
physical condition was al
that time, and that he was
then sound and free from
disability, and especially
free from the diseases for
which he claims pension,

3d. If they have employed
or worked with him since
his retui'ii frcm the army,
they should state where it
was, and at what business^
or if they have known him
as neighbors only, they
should state about what
distance from him they
lived; how frequently, on
an average, each week
month, or year, they saw
him and conversed with
him, and how intimate they
were with him during this
time, and from what dis
ease or disability he ha
suffered during- all the tinn
they employed him, worket
with him, or lived near
him, and how severely
whether at any time during
this penod he was obligee
to stop work, was confined
to his bed or house, or was
wholly unable to do anj
injanuaL. labor because, o
tils alleged disabilities, an<
give dates as near a% recol
lected when such attack.,
occurred, how long the;
lasted, and how severe the;
were. In this connection,
if the witnesses have been
his employers, or have
worked with or for him
they shouId state abou
what proportion of a sount
able-bodied man's work h
was able to do—whether H
H, M, H, $i, or as the cas<
nay have been ; what hi
actual earnings were, am
whether or not the wage:
paid him were less in
amount, and how much les
on account of his inalnlit;
to labor, than were paid t
others physically sound
and doing the same kind o
work. They should alsc
state how thoy are able t
say what his disabilitie
have been and arenow,ani
they wlioiilti describe fullj
and clearly the symptom
as they appear to them inj
his case; in fact, describe!
his physical condition fully]
during each year of theiri
acquaintance with him. - I



its prosecution.

...further declare that -.no interest in said case and

(If Affiants sign by mark, two witnesses who can write sign here.J [Signature of Affiants.]

NOTE. — The witnesses, if not themselves equal to the task of drawing the affidavits, should go to some Notary Public, Justice
of the Peace, or oth£*-cffit*r or competent person, and have the blank filled out and properly executed.

STATE OF
/

COUNTY OF

Sworn to and subscribed before me this day by the above named affiant , and I certify that I read said affidavit to said

affiant , including the words rrrr^——r^rr: .• -•.•r^-r^—^-r^r^r:--:..... : .~^T~...'. ~ erased, and the words

" • "~ ..TT^TTT _"~^rrr:rrn". _ —... — _ .... .... . ~ t • . — r — r , _T added

/ . y
and acquainted '??"'**-' wi th its contents before .•'̂ T^rrrn-... executed the same. I further certify that I am in

nowise interested in said case, nor am I concerned in its prosecution ; and that said affiant;"::: **f. personally known

to me and that: ^^<^•.-*&.... .̂ rr̂ r.-r credible person.

£2.../...?!77..<?
(Official Signature.)

-^==-r / -^
[L. S.]

u. &I...

and State, cfo certify that

foregoing declaration and affidavit was at the time of so doing

(Official Character.)

Clerk of the County Court in and for aforesaid County

J
., who has signed his name to the

and

^ ^for said County and State, duly commissioned and sworn; that all his official acts are entitled to full faith and credit, and that

his signature thereunto is genuine

[L. 8.]

Witness my hand and seal of office, this /....•?:. day of ...L^....rr^:.^..-...Z. , 1

Clerk of the.
i e T* f'"11^""' .Vj,

NoTB.—This should be sworn to before a CLERK OP COURT, NOTARY PUBLIC or JUSTICE 0? THE PE^CEf. ' if
If before a JUSTICE or NOTARY, then CLERK OF COUNTY COURT must add his certificate of character hereon, and ^>^l
nut on a separate slip of paper. - -:: " 1
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/v ''

MEDICAL DIVISION

No.
,/i

3—132

DEPARTMENT OF THE INTERIOR
j BUREAU OF PENSIONS
i

WASHINGTON, D. C.

are informed that an order has this day been issued, directing a

member of the board of United States examining surgeons at^^^d^La^^a^,^_
(P p * . . .-

_rtX44^v^i-<t^^--?t^*^ '̂-^»- , ^<? examine you at your home with reference
A

to your claim, for pension.

The doctor should fill in 'the spaces below, after which you will return this

notice to the Bureau.

Very respectfully,

Commissioner.

Examination made by me this .„./.. __/^ day of
f

Examining Surgeon



GENERAL AFFIDAVIT.

For the testimony of EMPLOYERS or NEAR NEIGHBORS ol'soldior, (other than relatives) who have known
him before his enlistingnVpr since his discharge and return from the army.

State of

In the matter of the application for pension of.

., 00.

day oi_:S -̂_-̂ ™:̂ :±^Z:. A. D. 1887; personally appeared before me, a

in and for the aforesaid County, duly authorized to administer oaths

T

• years, a resident of

in the County ot....:!±.̂ ±:.±:±2^Z^r!^r.... and State of

whose Post Office address

aged....rrrr^r: years, a resident of ~.

in the County of -̂ .̂:̂ *?~:r̂ :±b r̂̂ rr̂ r. and State of..

whose Post Office address is rrrrnrr^HZ- ZZZT. ~

well known to me to be respectable and entitled to credit, and who being duly sworn, declare in relation to the aforesaid

case as follows : Thafc.../J have been well and personally acquainted

Instructions—reatl
carefully.

The witnesses must state:
1st. Their respective ages

and occupation ; the length
of time they have known
the soldier, and in what
year or years of the said
period they have employed,
worked with or for him, 01
lived in the same neighbor-
hood wiUi him, and how
hear to him.

2d. If they knew him be-
fore his enlistment what his
physical condition was at
that time, and that he was
then sound and free from
disability, and especially
free from the diseases for
which lie claims pension,

3d. If they have employed
or worked with him since
liis return from the army,
they should state where il
was, and at what business,
or if they have known him
as neighbors only, they
should state about what
distance from him they
lived; how frequently, on
an average, each week
month, or year, they saw
him and conversed with
him, and how intimate they
were with him during this
time, and from what dis-
ease or disability he has
suffered during1 all the time
ihoy employed him, worked
with him, or lived near
him, and how severely
whether at any time during
this period ho was obliget
to stop work, was confined
to his bed or house, or was
wholly unable to do any
manual labor because, of
his alleged disabilities, and
give dates as near as recol-
lected when such attacks
occurred, how long they
lasted, and how severe they
were. In this connection
if the witnesses have beer
his employers, or have
worked with or for him
they should state abou
what proportion of a soum
able-bodied man's work he
was able to do—whether
H, H, %, 54, or as the case
oay have been ; what his
actual earnings were, anc
whether or not the wages

others physically sound!
and doiiuc the same kind of i
work. They should also
statehowtheyfl.ro able to'
say -what, his disabilities'
have been and arenow,and
they should describe fu l ly
and clearly the symptoms
a« they appear to them in
Jus case; in fact, describe
his physical condition fu l ly
during each year of their
acquaintance with him.
\s respectively, and that



no interest in said case and £$7. not concerned in

[If Affiants sign by mark, two witnesses who can write sign here.] [Signature of Affiants.]

NO*E.—The witnesses, if not themselves equal to the task of drawing the affidavits, should go to some Notary Public, Justice
of the Peace, or othgrnfncer or competent person, and have the blank filled out and properly executed.

STATB OF ^£^^Z^rZ:r-r COUNTY OF <

Sworn to and subscribed before me this day by the above named affiant , and I certify that I read said affidavit to said

affiant , including the words -....rr^^T-TrTn^TTTrji.rrrrTrr^T^rr-Tr^rr^^ erased, and the words

..added

and acquainted r??-*^~*^. with its contents before <^^ >. executed the same. I further certify that I am in

nowise interested in said case, nor am I concerned in its prosecution ; and that said affiant ***? personally known

/
to me and that w-^rrrr..*^ -"*r̂ r credible person. C. ^^~

c£^^^i (Official Signature.)

/_^_'
[L. S.] t^^S^Z^t::^

(Official Character.)

Clerk of the County Court in and for aforesaid County-

add Stttte. do certify that t£Zc. U.. ^\!^LJC£4!£X^__J^£^ , Esq., who has signed his name to the

foregoing declaration and affidavit was at the time of so doing £^v«fcfe£dfeik=<S _ < ± C j x K , . i n and

for said County and State, duly commissioned and sworn; that all his official acts are entitled to full faith and cr$jn|i and that

his signature thereunto is genuine

Witness my hand and seal of office, this ....... day of ......^..-^*-^^!^.. .,., I$i8

[L. 8.] Clerk of the.

NOTE.—This should be sworn 16 before a CLERK OF COURT, NOTARY PUBLIC or JUSTICE 0»' THE .JPEACE,^>J
If before a JUSTICE or NOTARY, then CLERK OF COUNTY COURT must add his certificate of character fie
not on a separate slip of paper.
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GENERAL AFFIDAVIT.
For the testimony of EMPLOYEES or NEAE NEMHBOES of soldif (other than relatives) who have known

hirn before his enlistment, or since his discharge and return from K.« army.

State of s*7' sv^^^^ __.€cttmt

In the matter of the application for pension of

day of .*:.r^±:.Z^:..^^:-~ A. D. 188*?, personally appeared before me, a

__I agcd....y./irf-- years, a resident

in the County of .?rr̂ .̂t̂ .̂ rî S*^>3tC. and State of

whose Post Office address is

in and for the aforesaid County, duly authorized to administer oaths

^ s '
rf.....€S£~^2*f!!±:

In«trnetlon«—read
carefully.

The witnesses most state:
1st. Their respective age*

and occupation ; the length
of time they have knows
the soldier, and in what
year or years of the said
period they have employed,
worked with or for him, or
lived In the same neighbor-
hood with him, and how
near to him.

3d. If they knew him be-
fore hl» enlistment what his
physical condition was at
that time, and that he was
then sound and tree from
disability, and especially
free from the diseases for
which he claims pension

3d. If they have employed
or worked with him since
his return from the army,
they should state where it
was. and at what business,
or if they have known him
as neighbors only, they
shonld state about what
distance from him they
lived) how frequently, on
an average, each week,
month, or year, they saw
him and conversed with
JUm, and how intimate they
were with him during thin
time, and from what dls
ease or disability he has
suffered during all the time
they employed him, worked
with him, or lived near
him, and how severely;
whether at any time during
this period he was obligeci
to stop work, was confined
to his bed or house, or was
wholly unable to do any
manual labor because, of
his alleged disabilities, and
give date* as near as recol-
lected when such attacks
occurred, how long they
lasted, and how severe they
were. In this connection,
if the witnesses have been
his employers, or have
worked with or for him,
they shonld state aboul
what proportion of a sound
able-bodied man's work he
was able to do—whether »
H, H, H, K, or as the case
«iay have been; what his
actual earnings were,*anc
whether or not the wages
paid him were lees in
amount, and how much less
on account oJ his inability
to labor, than were paid to
others physically sound,
and doing the eame kind o)
work. They should also
state how they are able to
say what his disabilities
have been and are now,and
they shonld describe fully
ana clearly the symptoms
u they appear to them in,
his case; in fact, describe
his physical condition fully
tiroic each year of their
r jQualntanoe with him.

and

aged.. ...f^rnrr.... years, a resident of rr."

in the County of --.rr:nrz7r: -:.~J;.̂ nr^^r^rrr:. and State of..

whose Post Office address is -

well known to me to be respectable and entitled to credit, and who being duly sworn, declare in relation to the aforesaid

/
case as follows : That.«r^. have been well and personally acquainted with

V- years, and....! : r....years respectively, and that...

^--s^ifr- ^Z&

-^^» y yx>
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PHYSICIAN'S AFFIDAVIT.

TAKE NOTICE.—-The affidavit should, if possible, be in the handwriting of the affiant; the marginal instructions must be
carefully observed before writing out the statement. All the facts in possession of affiant as to the origin and continuance of
the disability should be fully set forth, and the dates of treatment should be specifically given. If the affidavit is prepared from
memoranda in possession of the physician, that fact should be stated.

Stctfe of.

of .eli

NOTES.
The Physi-

cian's Affidavit
must filioAF the
following: facts i

1st. Whether or
not he knew the
soldier prior to
enlistment ; the
length of time he
has known him
how intimately
and what oppor-
tunities he has cad
of observing' his
physical condition,
w h e t h e r as hig
family physician or
as a neighbor: and
how near he has
lived to him. If
he knew that the
soldier was a sound
man at enlistment,
he should so state,
adding, if true, that
had he been un-
sound, he would
have known it.

Scl. If he treated
claimant while ia
the service either
as his regimental
surgeon or while
claimant was home
on furlough, that
t act s h o u l d be
stated. The claim-
ant 's phys ic i
condition at su*
times shou ld i>o
clearly shown, as
well as the NATUBE
OF HIS DISABILITY
and dates of treat-
ment.

8d. If he has
treated soldier
since discharge
he shou ld so
state, giving the
date of Ul» first
treatment; what
His physical con-
dition was at the
time, with com-
plete diagnosis
of the disability;
the period dur-
ing •which he
t r e a t e d him
should be stated,
with dates as
near as possible,
of the prescrip-
tions.

4tb. The extent
or degree to which
claimant has been
unable to perform
manual labor dur-
ing each year from
discharge to tlv,
present time.

- In the Pension Claim

(Company and Regiment of service, if in army; or vessel and rani if in the navy.)

and for the aforesaidPersonally came before me,

County and State <^f^......C/....f.....&U#L

whose Post Oflice address is

well known to me to be reputable and entitled to credit, and who, being duly sworn, declares in relation to aforesaid case as

follows:

That he is a Practicing Physician, and that he has been acquainted with said soldier for about..£..7~.. years, and that

^^ff^^ >r</-jr— e-—:~:^ "~r t~r ~5S. fsftW***?*—pr ->oT:~:._..T..5&r«rr,. .̂ r̂ 5^^* t̂*rtE. _-*rr..r:-_ im... ~ .f. W-.V-./--.X.
(Here embody ail the facts kibwn to the amaHr in accordaniMrwith/the marginal instructions. No erasures or interlineations Will be permitted

< - - * ^ . - - _ -
nhless'the" magistrate cerfitiesln fis juratTtnat they were made be'fore executing the paper.)
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Attention is invited to the outlines of the human skeleton and figure upon the baci of
this certificate, and they should be used whenever it is possible to indicate precisely the location
of a disease or injury, the entrance and exit of a missile, an amputation, &c.

The absence of a member from a session of a board and the reason therefor, if known, and
the name of the absentee, must be indorsed upon each certificate.

Insert character
and number of
claim.

Name and rank
of claimant.

Claimant's post
office address.

Cause of di ga-
bility.

.-_-C^^^a_^3r^l^.^>4-;£-2. Pension Claim No JL^.^ZJ_(f^UL
[State above whether for original, increase, or restoration.1 / ) .
L - /. . i 9 ^ T . s \ J /i-^ i X

^&~?/L- , Rank, Jj^'^^^^l-CL
— / ) ~^ /"\* X *̂- ^ //^ ''J t? /S / f ~~\

CompanyXt-, - £-/- Reg't .../^<_^^L. ] . ̂ D^^^^^2 :̂:̂ ^2. /JrS_ State,
/ t' ^ /^^/ ' i /</' [r<J»t-°ffico address of the Board.]

[Bate of^xaminatiou.]

We hereby certify that in compliance with the requirements of the law we have carefully

examined this applicant, who states that he is suffering; from the following disability, incurred
. , . S?s.
in the service, viz :

if not,erase the
whole line.

Here gire th o
c l a i m a n t ' s
s t a t e m e n t
as briefly and
as compactly
as possible.

and that he receives a pension of C^L^^^^L dollars per month.

He makes th.e_£ollowing statement upra which he bases his claim for

Upon examination we find the following objective conditions: Pulse rate, ____ _Z

respiration., <~£~ & ; temperature,_^2j^^; height, _ 4_^T_. feet __2$_. _ .inches; weight,

Here give a full
description o f
the d ieab i l i -
ties, in accord-
ance with pars.
6,6,51, 52, &c.,
of Book of In-
structions for
1389

^^ „/

3/2^

-
^ / s"

Bate for £.4 OH

wiite °f disa" ra-tinS f°r the disability caused by

by— , and

He is, in—our opinion, entitled to &./%.// d
~f- . /

for that caused

for that caused by

,/.-

N. B.—-Always forward a certificate of examination whether a disability is found to exist or not.
(18210—1.00 M.) 6-.W2



Continuo rec-
ord of examina-
tion hero.

:A S

e
CO

o
cb

1

V.

Single surgeons will use this blank, changing "we" to read "I," and "our" to read "my."
They will erase the words "Pres.," "Sec'y," "Treas.," and "Board" where the words appear, and
sign at the foot of the certificate, and also on the back of the same.

PROVIDED FURTHER, That all examinations shall be thorough and searching, and the certifi-
cate contain a full description of the physical condition of the claimant at the time, which shall
include all the physical and rational signs and a statement of all the structural changes. {Ex- '
tract fror, Action ^, Act of Congress approved July 25,



Attention is invited to the outlines of the human skel^on and figure upon the back of
this certificate, and they should be used whenever it is possible to indicate precisely the location
of a disease or injury, the entrance and exit of a missile, an amputation, &c.

The absence of a member from a session of a board and the reason therefor, if known, and
the name of the absentee, must be indorsed upon each certificate.

Insert character
and number of
claim.

Name and rank
of claimant.

Claimant's post-
office address.

Pension Claim No. <f s
whether fo^r original, increase or restoration.

Cause of d i s a -
bility.

Tfapensioner,fill
in the amount;
ifnot,eraeethe
whole line.

Here g i v e t h e
c l a i m a n t ' s
s t a t e m e n t
as briefly and
sis compactly

. as possible.

We hereby certify that in compliance with the requirements of the law we have carefully

examined this applicant, who stages that he isjmfjfering from the following^disability, incurred

in the service, viz :

and that he receives a pension of dollars per month.

He makes the following statement upon which he bases his claimfor
[Original, increase restoration, &c.J

2^T

Here give a full
description o f
the d i s a b i l i -
ties, iu accord-
ance with pars.
6, 6,51,52, &c.,
of Book of In-
structions for
1889

Upon examination we find the following objective conditions : Pulse rate, —-

respiration, -2-^/ ', temperature,xcl_4<~£--:; height, 4 ~ feet £*^i_ inches;
pounds; age, £ / years.

—^x-<_- &*^fa-*-C'~>~-<A^*-c*- pL^^t^f^t^, t-t-'g-*a-/pW4

Kate for EACH

• witty °f disa"
by

tne disability caused by
_ , and

e is, in our opinion, entitled to a
~

for that cau

, Pres. _, Sec'y. /A tf^LJd, Treas.

N. B.—Always forward a certificate of examination whether a disability is found to exist or not.
(3504—300,000.) 6-S52



Continue rec-
ord of examina-
tion here.
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Single surgeons will use this blank, changing "we" to read "I," and "our" to read "my."
They will erase the words "Pres.," "Sec'y," "Treas.," and "Board" where the words appear, and
sign at the foot of the certificate, and also on the back of the same.

PROVIDED FURTHER, That all examinations shall be thorough and searching, and the certifi-
cate contain a full description of the physical condition of the claimant at the time, which shall
include all the physical and rational signs and a statement of all the structural changes. [Ex-
tract froni^Section 4, Act of Congress approved July 2J, i882^\i

. ..'^ 6—552



Attention is invited to the outlines of the human skeleton and figure upon the back oi
this certificate, and they should be used whenever it is possible to indicate precisely the location
of a disease or injury, the entrance and exit of a missile, an amputation, &c.

The absence of a member from a session of a board and the reason therefor, if known, and
the tfame of the absentee, must be indorsed upon each certificate.

Insert character
and number of
claim.

Name and ra
of claimant.

•Claimant's post-
office address.

X^l jj Pension Claim No. J^
.o r rt!stora#xm.J

. 3 /Of

f examination.]

We hereby certify that in compliance with the requirements of the law we have carefully

examined this applic

in ±he service, viz :

who states that he is suffering from the following disability, incurred>

Here give a full / v
description o^
thedisabili
in accord;
with
Instructi

liars per month.

Upon examination we find the following objective conditions: Pulse rate,

respiration, ^ - / • temperature, y / /yneighfa frft n a e s ; weg

_ years.

4&0~&&TststSBi*wL^y W^

0Q~C*LC>c*^<z_^,

opinion, entitled to a

for thacause

•̂ Zr.1, and

£^ , fy <P A-v*

Rate for
cause of disa-
bility.

^_ , Tfeas.

N. B.—Always forward a/fertiflcate of examina1ji6ijAylietlier^/disability is found to exist or not.
(6287—300,000.) 6—552



Continue reo
ord of examirift'
tioo here.

Single surgeons will use this blank, changing "we" to read "I," and "our" to read "my."
They will erase the words "Pres.," "Sec'y," "Treas.," and "Board" where the words appear, and
sign at the foot of the certificate, and also on the back of the same.

PROVIDED FURTHER, That all examinations shall be thorough and searching, and the certifi-
cate contain a full description of the physical condition of the claimant at the time, which shall
include all the physical and rational signs and a statement of all ;the structural changes. [Ex-
tract from 'Section 4. Act of Congress approved July 25, 1882\\ "*' ~

- ' ' ~ ^ ° . ̂  * * *! •* - " f. Ken



3-155.
Old No. 3—111.

SURGEON'S CERTIFICATE.
Inseri'.^haractor

and number of
clrtini.

Name of claim-

Claimant's post-
office address.

Cause of i l i s a
l i i l i t y .

. O.

Pension Claim No

He receives a pension of_
/

.dollars per month.
Hero g i v e the He makes tlie following statement in regard to the origin of his disabilities and date when first

c l a i m a n t ' s • - "

bSyeand(a8 discovered by him: <^l^L cf^i_->
compactly as If 0 / fl x Jfl ' . 7/ J/// ^/ /} / ' Q-/' /?/?
ga'^oniednte ^/ /C^̂ ^̂ C +f C^C^& £̂̂  <U*Xl£& ftPL**^- &&j ^&^^^ZTI 1 G&4£^ 4f^£^

of origin an d
cause of his dis-
abilities an d
the manner in
which t l
affect him.

Tlif t outlines of the human skeleton and figure upon the hack of this certificate should he used to indicate precisely the location
of a disease or injury, the entrance and exit of a missile, an amputation, etc.

Birthplace/^
weight,,

color of

.years; height,

scars other

_po*Unds; complexion,
; occupation

; color of eyes,

described below,

; permanent marks and

We hereby certify that upon examination we find the following objective conditions:

; temperatureJSEl
Here give a full

description of
thedisabilities,
in accordance
with Book of
Instructions.

Facts within
knowledge of
the Board, or
any m e m b e r
thereof, rela-
t i v e to the
cause of a n y
d i s a b i l i t y
found should
he stnted.

Wheneveradisa-
bility is shown
or is believed
to be due to or
aggravated by
vicious habits
the opinion of
the board must
be s t a t e d .
When not due
to such Iiabits
this fact must
be stated.

vvihen rates are
recommeuded
solely on sub-
j ec t i v e e v i -
den ce th e
strongest rea-
sons must be
given therefor.

[Bitting, standina, after exercise.]

•Lift Mi^u^^> c^ J^^c~^(^• f <s-tst^tZj'
<£^^fc£#A&, 'ZZ^fotjL^^^

j^^O^^^^j/JUc
/>ti^t jfajf^s/.f^JiEfa,

4M&gfJ^£7^^^^^
tTZp^sTi, . P ^//A?/7J/* TF0 /~~&1 Tf^I. &J(L(^^4/ l^^JbL^t*' d^//0U4-<xJ'*^f<f J^f^^f^-
Jm / ^t>Af^^y»f/- /& / aJjs^^*£//k/^sJr^sJ:ht

'^MT&A*.. &+J&L
\ ^ sf * . at

A«C- Iff-.— Uk&m*l t

:iX-7-
., Treas.

N. B.—Do not use backs of certificates for any purpose other than indicated by printed matter thereon.
When additional space is needed to complete report of examination use blank certificate (oiaIfo'iSSn,.) properly
numbered, and attach it to the back and upper margin of this sheet. Marginal entries must never be mado.
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3—155.

SURGEON'S CERTIFICATE.'*
Insert character

and number of
claim.

Name of claim-

Claimant's poet-
office address.

Names of disa-
bilities.

He receives a pension of ' I '/. dollars per month.

He makes the following; s^tement in regard to theprigiii of his disabilities and date when first

**£ AJzjfa^lJlufi JJL^ &?~*t££&&?
Here give t h e

S?S disco^redbyhim:
compactly as
possible) in re-
gard to the date
of origm and
cause of hfs dis-
abilities and
the manner in
w h i c h t h e y
affect him.

T,

Here give a full
description of
the disabilities,
in accordance
with .Book of
i nst r uctions,
and m a k e a
separate para-
graph for each
disability.

Facts within the
knowledge of
the Board, or
any m ember
thereof, rela-
t i v e to the
cause of any
d i e a b i l i ty
found should
be stated.

Whenever a disa-
bility is shown
or is believed
to be due to or
aggravated by
vicious habits
the opinion of
the board must
be s ta t e d .
When not due
to such habits
this fact must
be stated.

When rates are
recommended
solely on sub-
j e c t i v e ev i -
d e n c e t h e
strongest rea-
sons must
given therefor.

Birthplace, &), . agej years ; height, 4T~

weight,

color of hair,

scars other than those described below,

-pounds; complexion, _

; occupation, .

; color of eyes,

_ ; permanent marks and

We hereby certify that upon examination we find the following objective conditions^

Pulse rate, 9tf / Go ——• ; respiration, J&fr c2^_ ~^~ ; temperature, / O —

/

M^£t£

/} £j

, Pres. -ft-J\ Treas.
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f/f Paste this to back and tipper margin of preceding sheet.

3—156.
(Old No.

SURGEON'S CERTIFICATE.
For use when additional space is needed to complete or amend report of examination.

Pension Claim No.
Name of claim- -> . / * . *

,. Company.

Address of
Board.

[Date of examination, riot of amendment.

EXAMINATION-Continued.

If used for Q(/n^a<&^'•. -T^yjjesJttf^&a^rttSsTiL &Z&k^ijfe&t&&(?.
l^T-^C^^

E£l°El- ^^^H^^^^^X^^^ £$Ut^ <3&3M44<t<!24>&£- /t^7 /vz^ s£^>& ̂
ter at the be-
ginning of _.
same, follow-
ing the word
amended.

r&^

_. Treas.
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3—155.
(Old No.:!-111.)

SURGEON'S CERTIFICATE.
Insert character

and number of
claim.

Name of claim-
ant.

Claimant's post-
office address.

.P. 0.

. State.

3ause of d i s a -
bility.

Hero g i v e t he
c l a i m a n t ' s
statement (a s
briefly and as
compactly as
possible) in re-
gard to the ori-
gin of his disa-
bilities and the
m a n n e r i n
which t h e y
affect him.

He receives a pension of dollars per month..

He makes the following statement upon which he bases his claim for „
[Original, increase, restoration, etc.]

Attention is invited to the outlines of the human skeleton and figure upon the hack of this certificate, which should be used to indicate
precisely the location of a disease or injury, the entrance and exit of a missile, an amputation, etc.

We hereby certify that \ipon examination we find the following objective conditions:

Pulse rate, _, respiration, __ ., temperature, -
[Sitting, standing, after exercise.] [Sitting, standing, after exercise.]

height, .^-..feet inches; actual weight, pounds; age, ^ years.
Here give a full

description of — --—
the disabilities, 9 W^'7~,. 0
in accordance 3 *v Gsj~\4s0Jl
with Book of
Instructions. AjLJo

The ac tua l .or
probable origin
of every exist-
ing disability
must be fully
set forth.

Whenever a disa-
bility is shown
or is believed
to be due to or
aggravated by
vicious habits
the opinion of
the board must
b e s t a t e d .
When not due
to such habits
this fact must
be stated.

E a c h disability
must be rated
separately, the
act of Congress
of M a r c h 2,
1895, requiring
'' that the re-
port of such
e xam in i n g
surgeons shall
s p e c i f i c a l l y
state the rat-
ing which, in
the i r j u d g -
ment, the ap-
plicant is en-
titled to."

When rates arc
recommended
solely on sub-
j e c t i v e e v i -
d e n c e t h e
strongest rea-
sons must be
given therefor.

Ctf^^'Ts^

_ _ _ , Pres. '_, Sec'y. Treas.

N. B.—Do not use backs of certificates for any purpose other than indicated by printed matter thereon.
When additional space is needed to complete report of examination use blank certificate (3—111 g) properly
numbered, and attach it to the back and upper margin of this sheet. Marginal entries must never be made.

C—5S2
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3—155.

SURGEON'S CERTIFICATE.
Insert charactt

and number o
claim.

Name of claim^
ant.

Claimant's po:
office address.

Names of disa-
bilities.

Hero give the
c l a i m a n t ' s
statement (as
briefly and as
compactly as
possible) in re-
gard to the date
of origin and
cause of his dis-
abilities and
the manner in
w h i c h they
affect him.

Company/y> C*2- Reg't

^^l^^^£^LHe receives^ a pension of ollars per month.
Me maKes the following statement in regard jo the oriaiii of his disabilities and date when

£

M

discovered by him:

JL

weight, /<*< 0 pounds; complexion, _

color of hair, ff°'~t^i4 — > occupation,color of hair, ff°'~t^i4 — > occupa

scars other tlran those described below,

; color of eyes,

; permanent marks and

L» uuiitu uueiii niuso ueBuriUBU ueiuw, u ' - *• r ^ .

We hereby certify that upon examination w.e find the following objective conditions
B
ie

x o = ^= ; respiration,
[Sitting' standing, after exercise*] // -

f- " X f , // .

.=, ^r ^r^r ; temperature, f /?t ^-/ ;
[Sitting, standing, after yxercisa.] /

s //i -.^. t

Here give a full
description of
the disabilities,
in accordance
with Hook of
in at r notions,
and make a
separate para-
graph for each
disability.

Facts within the /^
knowledge of
the Board, or
any member
thereof, rela-
t ive to the
cause of
d i s a b i l i t y
found should
be stated.

Whenever a disa-
bility is shown
or ia believed
to be due to or
aggravated by
vicious habits
the opinion of
the board must
be sta t e d .
When not due
to such habits
this fact must
be stated.

When rates are
recommended
solely on sub-
j e c t i v e ev i -
d e n c o the
strongest rea-
sons must he
given therefor.

- ̂
Jl^^

*

, Treas.



An examination must not bo made by one member of a board except upon a special order of the Commissioner of PensionSi

iy (This certificate to be filled in and. signed by the secretary when the full board is present.)
"I hereby certify that Dr. _ ____________________ , Dr _____________________ , and

Dr --------------------------------------- , were personally present and actually participated in the

examination of _________ , the claimant in this case, on __ day
of , 190

(Signature.}

(This certificate to be filled in by the member of the board acting as secretary, and signed by
the applicant, when a full board is not present.)

"I, , the applicant for (increase or original) pension referred
to in this medical certificate, hereby consent to be examined by Dr , and

Dr. _. , the examining surgeons here present (waiving examination by

full board), on this day of , 190 ."

Witnesses }
to mark. (Signature of

Applicant.)

g

•4

fe
o
K

ft

ft
«
<!
O

r -r <%oo 54 e
« o ®
^~ Q} ^«

BH <^ w

The outlines of the human skeleton and figure should be used to indicate precisely the location of a disease or injury, the entrance and
exit of a missile, an amputation, etc.

(Paste continuation sheet, if used, here.)



SURGEON'S CERTIFICATE
Insert character

and number of
claim.

Name of claim-
ant.

Claimant's post-
office address.

Names of disa-
bilities.

Here give the

^ Pension Claim No.

Compan y/_t—«-y?lte
X7 .-. _ . J s f

^^1^^<^L^L^U

He receives a pension of ___„. dollars per month.
He makes the following^ate^aent in regard to the ^origin of his disabilities and date when first
discovered by Mm:

compactly as
possible) in re-
gard to the date

-of-wrighT --aird
cause of his dis-
abilities and
the manner in
which they
affect him.

Here give a full
description of
the disabilities,
in accordance
with Book of
instructions,
and make a
Heparate para-
graph for each
disability.

Facts within the
knowledge of
the Board, or
any member
thereof, rela-
t ive to the
cause of any
d i s a b i l i ty
found should
be stated.

Whenever a disa-
bility is shown
or is believed
to be due to or
aggravated by
vicious habits
the opinion of
the board must
be s t a t e d .
When not due
to such habits
this fact must
be stated.

When rates are
recommended
solely on sub-
j e c t i v e evi -
den ce the
strongest rea-
sons must be
given therefor.

Birthplace,

scars other than those described below, ^6

We hereby certify that upon examination we

''^Kst^tsH^^L^^f/ ; p

C^C, fa£&s43±
e find the following obiectifollowing objective conditions:

lixuc-^ T_.-^ ; age, ^M—^Zf years; height, <
weight,.,.. / L&L pounds; complexion, _^7?zS£<i<4, ; color of eyes,.

color of hair, £pfK*sLf _ . occupation, ^T^^^f^^t-^^C.-C-f/ ; permanent ma^js and

; temperature,

J ^~ -r^gfrV.x^jfaC-^

~v,--i":^;' Treas.



An examination must not be made by one member of a board except upon a special order of the Commissioner of Pensions,

US*(This certificate to "be filled in and,(signed by the secretary when the full board is present.)

"I hereby certify that T)r. —^ _, Dr. , and

Dr. .—.—. _, were personally present and actually participated in the

examination of. _, the claimant in this case, on day

of ,190 ."
(Signature.)

(This certificate to be filled in by the member of the board acting as secretary, an<i signed by
the applicant, when a full board is not present.)

"I, , the applicant for (increase or original) pension referred
to in this medical certificate, hereby consent to be examined by Dr and

Dr , the examining surgeons here present (waiving examination by
full board), on this

Witnesses
to mark. (Signature of

Applicant.)

The outlines of the human skeleton and figure should be used to indicate precisely the location of a disease or Injury, the entrance and
exit of a missile, an amputation, etc.



3—156.

SURGEON'S CERTIFICATE.
For use when additional space is needed to complete or amend report of examination.

Pension Claim No
Kame of claim-

ant.

. 3.73
_ , Company „_— _, Reg't

Address of
Board.

[Date of examination, not of amendment.]
,191

EXAMINATION—Continued.

If u s e d fo r

^TK -^UO^A
the new mat- . .
ter at the be- _^\4&^U4UA.
g i n n i n g of *
same, follow- s~\/\ A j/>
ing the word _^^-^C-4\. / ) t

.^fWi

A^JL^Klje^^
^(MU^O,^^- -^L(^JL -4,

*f<.f!S#*s£

,

^

, Treas.



3—136.

SURGEON'S CERTIFICATE.
For use when additjonal space is needed to complete or amend report of examination.

Pension Claim N"o.>_V—^-^^ ____w-_=^—_
Name of claim- f / ̂  Q ̂  ̂ j^^J^ ^ ^4^-j£^^X_unt.

, Company , Keg't

Address of
Board.

, 190,
[Date of examination, not of amendment.]

EXAMINATION—Continued.

If

place date of
the new mat-
ter at the be-
g i n n i n g of
same, follow-
ing the word
amended.

e
4,

_, Pres. , Sec'y- _, Treas.

•J



SURGEON'S CERTIFICATE
IN CASE OF

Co/4:,

Applicant fo r^
0
Z

f

DATE OF EXAMINATION:

BOARD.

ill #&ace# above.
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