(FORM B.)

STATE OF FLORI%
gl County of
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We, the undersigred citizens of County, State of Florida, do hereby
certify that we personally know.. o et O N e . v iensnnnvonedl _, who is an applicant for
a pension under the laws of Florida, and that from our own personal knowledge, and from the best information

available, we believe that the applicant does not own property (including the property of his wife) to exceed in

correct.

(To be signed by two citizens.)

STATE OF FLORIDA,
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Before me personally came......... eSSl i aen Wi e s 1R s e A R TI A 8 5 5 aam e , who
being duly sworn, deposes and says, that he is a physician; that he is a resident of the State and County afore-
A0 B RG DOEROBIILY BIOWE . o s s v amiiss oo i ones M s st oM ees amn s AT g o e s i s LA
the applicant named in the foregoing application for a pension. This deponent further says that he has care-
fully examined the said applicant’s physical condition and finds:

(Here state nature, character and extent of wounds, disease or disability. Please avoid technical terms.)

..........................................................................................................

........................................................................................................

from earning a livelihood for himself by manual labor.

(Please note carefully resolution below before certifying to total disabiﬁty.)

N B SRR O S B SRR I T 3 L T JL Phygician‘---

At a meeting of the State Board of Pensions held July 10th, 1907, at which the Governor, Comptroller and Treasurer were
present, the following resolution was adopted:

Resolved: That persons entitled to Pensions under the Laws of Florida, who apply for the amount allowed in cases of
total disability, must submit the aflidavit of a reputable physician stating specifically the personal ailment and conditions that render

the applicant entirely helpless and incapacitated, physically or mentally, for any work or business.




