
AFFIDAVIT OF LIFE EXPECTANCY

STATE OF OHIO      
  )

  ) ss.


  



COUNTY OF
  )

I, ______________, having been being first duly sworn, state the following:

1. I  am the Claimant/Beneficiary in  workers’ compensation claim(s) _______________;

2. This claim/These claims have been allowed for _____________________;

3. I am not aware of any illness, condition or disease process that would shorten my life expectancy. 

____________________________

Subscribed and sworn to me 

this _____ day of ________, 200_

_____________________________

Notary Public, State of Ohio

My commission: _______________.

