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- AFFIDAVIT TO ORIGIN OF DISABILITY, & =

TO BRE EXECUTED BY AN OFFICER OR ENLISTED MAN OF THE SOLDIER'S COMPANY AND REGIMENT HAVING PERSONAL
ENOWLEDGE OF THE CIRCUMSTANCES UNDER WHICH THE DISABILITY WAS INCURRED ON ACCOUNT OF
WHICH PENSION IS CLAIMED,
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Before Filling in this Affldavit, the Witness should read carefully the Marginal Instructions, and conform
thereto In every particular as far as his knowledge of the facts will allow, Enlisted Men’s evidence will not
be accepted if an Officer’s can be had.
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Afliant’s Post-Office address is as follows: . .
ETWO persons who write their names MUST sign here as 7))
witnesses to afflant’s signature, if he signs by mark. SD

(Nnmﬁ of one witneas.) é

-

(\'utnﬁ of other WItnm)

/’ 83 PREPARE YOUR STATEMENT ON A SEPARATE SHEET OF PAPER, CORRECT IT CAREFULLY, AND THEN
/ TRANSFER IT TO THIS BLANK."#%
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