2.09 Application form for providing assistance to persons with disabilities

Part A

| D351 5 5 (01 5 Divisional Secretariat Division: .....
Reference NUMDET: ....ceeereenneneeecceeaenes Grama Niladhari Division:

1. Family Details

1.1 Information of Family Members with Disabilities

Name Relationship | Male /| Marital | Birthdate | ID Disability
with the | Female | Status Number
head of the
household
1.2. Information about other family members listed in the Electoral Register
Name | Relationship | Male /| Marital | Birthdate | ID Disability

with the | Female Status Number
head of the
household

2. Address of the house
3. Income status of the family members

Names of the | Income Status Monthly Income
members

Total




Section B
Information about the person with a disability

1. Full name
2. Disability
3. Nature of the disability
I. Congenital
II. Accident / sudden incident

Time of occurrence (age in years)
II1. Other (specify)

4. Professional training or educational Status ...........ccccceeveeriiieiieniiiiiienieeeee e
Applicant’s account NUMDET ...........cccevreeerveeecrieennieenne, Bank branch ........................
6. 6. Assistance received by the applicant and currently being received

(from government and non-governmental organizations, in cash or in kind)
7. 1. Monetary assistance (in Rupees)

W

Applicant’s signature Date
(If the applicant places a fingerprint, it should be certified by the Grama Niladhari /
Samurdhi Officer / Social Service Officer / Development Officer)

Section C

Grama Niladhari Recommendation

1. Monthly income of the family: .........ccccooiniiiiiiiniiie
2. Is the person with a disability dependent on a livelihood allowance?

3. If dependent on a livelihood allowance, monthly income: ...........cccceeiiniiniiinicnen.

I recommend/do not recommend providing assistance as the applicant (whose monthly
income is less than Rs. 6,000/-) is/is not a low-income beneficiary.

Date Signature & Official Stamp

Section D
Note: This section must be filled by the medical officer

Government Hospital

1. Name of the PAtieNnt: ......cccuieiiiiiiieiie et e



2. Disability StatUS: ....cueeeiieeiiieeiiie ettt
3. Recommendation of the Mmedical OFTICET: .....uemeeeeeeeeeeeeeeee e e e

Doctor's Signature / Official Seal

Section E
Recommendation of the Social Services Officer / Assistant Social Development Officer /
Development Officer

1. Confirmation of Disability
(D) Totally blind
(IT) Hearing impaired
(III) Suffering from a stroke
(IV) Completely deaf and mute
(V) Loss of one or both limbs
(VD) Lame
(VII) Mentally challenged
(VIII) Multiple disabilities
(IX) Epileptic
Other

2. Does the person with a disability use any assistive device?

...................................................... On (date), I personally observed the
individual named . I recommend/do not recommend that
he/she, who suffers from , be provided with a living
allowance.
Date: oo e
Signature

(Official stamp of S.S.O/A. S.D/D.O)

Grama Niladhari Recommendation

Since the above applicant’s information and the report of the Social Services
Officer/Assistant Social Development Officer/Development Officer are accurate, [
recommend that payment be made to him/her/them from ......................... .

Date Signature / Official Stamp



