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Note. If there is insufficient space on the form for 2 v A X ;s
amswer to any of the questions, you should writs your M P B 3814

answaC LR}  FOR, DISABILITY » PENSION=-OT HERR £0% oM,

Trrs Fora is torkfe wied onlydfsgonreldis to'be wiffering from 4 disability attributable to or ageravated by Wiz Szavics.
You may complete it at any time wiTHIN 6 MONTHS after the date you ceased to draw service pay.*

When completed, the form should be sent to the Officer-in-Charge, A.T.S. Records, King Alfred’s College, Winchester, or
Officer-in-Charge, R.A.M.C., and A.D. Corps Records, Hammersmith, London, W.6.

Any pension granted on this application will commence on the day following the date of Release.

* After six months from the cessation of service pay, any claim to pension must be made on a different form, to be obtained
from the nearest office of the MiNisTRY OF PENsIONS, the address of which can be obtained at the local Post Office.

1. Surname (Block Letters)......... e s e e s b 2. Army No

3. Christian Name/s

disresenta Rank = od o e e e e 5. Unit/Group

6. If you are a widow with children now under 16 years of age for whom you received family allowance at any time during
service, give their particulars below :—

Children :— St o o o e o e . e ST O
Full Christian Name/s (and Surname
where different from your own) and AT O DI T oo e oo s ia s o T OO RRGtet e et TS g g
dates of birth. ’

2

PARTICULARS OF CLAIM

The following questions should be answered with care. The answers will assist in the enquiries to be made of official records,
Incomplete answers may delay the consideration of your claim.

QUESTION ANSWER

7. What is the disability for which you claim pension ?
If a wound or injury, state when and where received, and
part of the body injured.

8. Give the names of the hospitals or other places at which you
received treatment during service for this disability, and
the dates as nearly as you can.

Ir you Crami SOLELY IN RESPECT OF A WOUND OR INJURY, YOU NEED NOT ANSWER ANY OF THE FOLLOWING QUESTIONS, but
the claim form must be signed and dated (see below).



QUESTION

AXSWER

9. (a) When did you first suffer from the disability ? (@)

(b) If before your war service, when did you first notice | (b)
the effects of war service on it ?

10. State what particular incidents or conditions of service you (Write your answer on back of form.)

consider caused or worsened the disability.

(For record purposes)

. \d
11. (a) With what unit were you then serving ? (@) 5
(b) Where were you then stationed ? ()
(¢) What was the precise nature of your duties at the time? | (¢)
12. If you suffered from the disability before joining the Forces,
give the name and address of any doctor, hospital, ete.,
from whom you received treatment. Give approxi- 2
mate dates.
13. Have you been treated for the above or any other complaint
since Release ? If so, state nature of complaint and _ S B e 8 - R—
=" hame and address of doctor or hospital with first an
last dates of attendance.
Signabure s S5 SEMEEIE N o seets tse y aee B D e R ek e ek
Any person knowingly
making a false state-
e e Tl A Gl G S O e e ot sils s e se o s e aebac oy o PrECCBROTAReOCe e Ee e e s e
prosecution.
Address (if different from above) to’ which you
desire the result of your claim to be sent....... e e OEOOEOOEROL0 o Relesas s SR SIS o S o o
Witness to Signature........ e S OGO OB EBOHB0EE A0 B BREEIRAaE0000EC00CS cooeonesougs Date: oidmaiii . et
(Any householder)
Address of Witness....ccccceeeees e s oaae e et e s a ek teou s uon s oo seeue s oo s S e S S LR e SR S SO0 e
Second Signature of Applicant.....ccveeeeeeeieeraneieeceninanneanes oo Ooreeee oo OGO s RO K s SO S






