NOTES.

The Physician’s Af-
fidavit must show the
following facts:

1. If he has treated
soldier since discharge
he should so state, giv-
ing the date of first
treatment; what his
physical conditiomwas
at the time, with com-
plete’ dlagnoms f the
disability; the fperiod
during which He treat-
ed hiin should|be stat-
ed, wjth dates] as near
ible, of prescrip-
r visits.

Theextent, or degree
to which claimant has
been ui{ab]e-to perform
manual labor during
each year from dis-
charg or first ac-
quaintahcﬁa to the pres-
ent time.;

If the soldier is
dead, the physician
should/" be careful
to state the date
and Iimmediate
cause of his death,

4

5

24 The h alcian
shbuld atate what
treatment he has ad-
ministered to the sol-
diér, and his exact

ysical condition,
and the extent to
which he has been

TAKE NOTICE—The affidavit should, if possible, be in the handwriting of the affiant, and
in prepaging the same the physician should carefully observe the instructions indicated in para-

graph™_and printed on the margin of the form. If the affidavit is prepared from memoranda
in possession of the physician, that fact should be stated.
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[Ran&k, company, and regl nt,
Personally came before me, a..
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..in and for the
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aforesaid County and State
whose Post-Office address 1s............ .0 W L7\VA B

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

to the aforesaid case as follows:

That he is a practicing physician, and has been acquainted with the above-named soldier for about

......... lO)oars, and that

------------------------------------------------------------------------------------------------------------------------------------------------------------------
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the particular: ail-
ments named in
the circular letter
which accompanies
this form, durin
the period nameé
therein.

3. The physician
should state how long
he has treated the sol-
dier, and for what ail-
ments, and from
what disabilities he
iSs nmow suffering,
and the degree to
which he is incapaci-
tated for the perfor-
mance of manual la-
bor, whether 4, %, %, or

total as the case may
be.
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