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On this day the above numbered claim, together with the proof on file, was presented to the Bureau, considered and a

rinding was made as follows:

That this claim bo disallowed, for the reason 

the Administrator finds the filiny of the claim application 

on December 6,1953 was not made within the statutory tine of 

one year after the bepinnin," of disability of Juno 1J,1957> 

nor within u period of six months after the diagnosis of 

asbostosis on January 5,1955} and there is no jurisdiction 

to consider tills claim.
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