
  
 

CertificateofDisability 
(Incasesofamputationorcompletepermanentparalysisoflimbsandinca

sesofblindness) 
[Seerule18(1)] 

(NAMEANDADDRESSOFTHEMEDICALAUTHORITYISSUINGTHECERTIF

ICATE) 

 

CertificateNo....................... Date:…………… 

ThisistocertifythatIhavecarefullyexaminedShri/Smt/Kum 

................................ son/ wife/ daughter

 ofShri.................................... Date  of  

Birth  ................................... 

(DD/ MM/ YY) Age .............. years, male/female 

...............................RegistrationNo.................. permanent 

resident of House No ................................. Ward/Village/Street 

.......................... Post Office ........................... District 

................................ State ............................................... whose 

photographisaffixedabove,andamsatisfiedthat: 

(A) he/sheisacaseof: 

 locomotordisability 

 dwarfism 

 blindness 
(Pleasetickasapplicable) 

 

(B)thediagnosisinhis/hercaseis.............................................. 

(A) He/ She has ........................% (in figure).............................. 

percent (in words) permanent

 LocomotorDisability/dwarfism/blindness      in      

relation      to      his/her 

....................(partofbody)asperguidelines(…………………..number 

and date of issue of the guidelines to bespecified). 

 
RecentPassportsize

AttestedPhotograp

h(Showingfaceonly)

oftheperson 

withdisability 



Signature/Thumbi
mpression
 ofthepers
on in 
 whosefav
our 
 certificate
of  
 disabilityc
ertificate   
 isissued. 

 

2.Theapplicanthassubmittedthefollowingdocumentasproofofresid

ence:- 
 
 

NatureofD
ocument 

DateofIssue Detailsofauthorityi
ssuingcertificate 

   

 
 
 
 
 

(SignatureandSealofAuthorisedSignatoryof 

notifiedMedicalAuthority) 
 
 
 
 
 

 



Recent 

size 

Passport 

Attested 

Photograph(Showin

gfaceonly)ofthepers

onwith 

disability 

Form-

IICertificateofDisabilit

y 

(Incaseofmultipledisabilities) 
[Seerule18(1)] 

(NAMEANDADDRESSOFTHEMEDICALAUTHORITYISSUINGTHECERTIF

ICATE) 

 

 

 

CertificateNo....................... Date: ...................... 

 

 
ThisistocertifythatwehavecarefullyexaminedShri/Smt/Kum 

............................../son/wife/daughterofShri.......................... 

DateofBirth...................(DD)/(MM)/(YY)..........Age ............. years, 

male/female.......................RegistrationNo................................. 

permanent resident of

 HouseNo.......................Ward/Village/Str

eet….......................................  

............ Post Office .................... District.............................. 

State.......................whosephotographisaffixedabove,andaresatisf

iedthat: 

 
 

(A) He/sheisaCaseofMultipleDisability.His/herextentofpermanent 

physical impairment/disability has been evaluated 

asperguidelines(……………numberanddateofissueof theguidelines 

to be specified) for the disabilities ticked below, 



andshownagainsttherelevantdisabilityinthetablebelow: 



S.No Disability Affectedp
art
 of
body 

Diagnosis Permanent
 physical
impairment/mentaldi
sability(in%) 

1. Locomotor 
disability 

@   

2. Muscular 
Dystrophy 

   

3. Leprosycured    

4. Dwarfism    

5. CerebralPalsy    

6. Acid 
Victim 

attack    

7. Lowvision #   

8. Blindness #   

9. Deaf £   

10. HardofHearing £   

11. Speech 
Languaged
isability 

and    

12. Intellectual 
Disability 

   

13. Specific Learning 
Disability 

   

14. AutismSpectrum 
Disorder 

   

15. Mentalillness    

16. ChronicNeurologic
al 
Conditions 

   

17. Multiplesclerosis    

18. Parkinson’s 
disease 

   

19. Haemophilia    

20. Thalassemia    

21. Sickle 
disease 

Cell    

 
 

(B) In the light of the above, his /her over all permanent 

physicalimpairment as per guidelines (……….number and date of 

issue oftheguidelinestobespecified),isasfollows:- 

 
Infigures:- ................................... percent 

Inwords:- .......................................................... percent 



Signature/Thumbi
mpressionofthepe
rson in
 whosefavour
 
 certificateof
 disability
 isissued. 

2. This condition is progressive/ non-progressive/ likely

 toimprove  /notlikelytoimprove. 

 
3. Reassessmentofdisabilityis: 

 
(i)notnecessary, 

Or 

(ii)isrecommended/after........................years........................... 

months,andthereforethiscertificateshallbevalidtill…………….. 

(DD)/(MM)/(YY) 

 
@ e.g.Left/right/both arms/legs#

 e.g.Singleeye 

£ e.g.Left/Right/bothears 

4. Theapplicanthassubmittedthefollowingdocumentasproofofresi

dence:- 
 
 

NatureofD
ocument 

DateofIssue Detailsofauthorityi
ssuingcertificate 

   

 

5. SignatureandsealoftheMedicalAuthority. 
 
 

   

NameandsealofMemb
er 

NameandsealofM
ember 

Nameandsealoft
heChairperson 

 



Recent
 Passport
size 
 Attested
photograph(Sho
wing face 
only) of the 
person
 with
disability 

CertificateofDisability 

(IncasesotherthanthosementionedinFormsIandII) 

(NAMEANDADDRESSOFTHEMEDICALAUTHORITYISSUINGTHECERTIF

ICATE) 

[Seerule18(1)] 
 
 

 
 
 
 

CertificateNo............................ Date:...................... 

 
 
 
 

ThisistocertifythatIhavecarefullyexaminedShri/Smt./Kum 

........................ son/wife/daughter of Shri ........................... 

DateofBirth.......................(DD)/(MM)/(YY)Age ....................... years, 

male/female................... Registration No ................. permanent 

residentofHouse No.................Ward/Village/Street ............. 

PostOffice.........District...............State..................................... 

whosephotographisaffixedabove,andamsatisfiedthathe/sheis a

 case of ........................... disability. His/her extent

 ofpercentagephysicalimpairment/disabilityhasbeenevaluateda

sperguidelines(tobespecified)andisshownagainsttherelevantdisab

ilityinthetablebelow:- 



S.No Disability Affected 
part
 of
body 

Diagnosis Permanent physical 
impairment/mentaldi
sability(in%) 

1. Locomotordisabilit
y 

@   

2. Muscular 
Dystrophy 

   

3. Leprosycured    

4. CerebralPalsy    

5. Acid 
Victim 

attack    

6. Lowvision #   

7. Deaf €   

8. HardofHearing €   

9. Speech 
Languaged
isability 

and    

10. Intellectual
Disability 

   

11. SpecificLearningDi
sability 

   

12. AutismSpectrum 
Disorder 

   

13. Mentalillness    

14. ChronicNeurologic
al 
Conditions 

   

15. Multiplesclerosis    

16. Parkinson’s 
disease 

   

17. Haemophilia    

18. Thalassemia    

19. Sickle 
disease 

Cell    

 

(Pleasestrikeoutthedisabilitieswhicharenotapplicable.) 

 

 
2. Theaboveconditionisprogressive/non-

progressive/likelytoimprove/notlikelytoimprove. 

 
 

3. Reassessmentofdisabilityis: 

 
(i) notnecessary

Or 



Signature/Thumbimpress
ionofthepersoninwhosefa
vourcertificateofdisability
isissued. 

(ii)isrecommended/after.......................years...................... 

months,andtherefore thiscertificateshall bevalidtill............... 

.....................(DD)/(MM)/(YY) 

@-eg.Left/Right/botharms/legs#-

eg.Singleeye/botheyes 

€-eg.Left/Right/bothears 

4. Theapplicanthassubmittedthefollowingdocumentasproofofresi

dence:- 
 

NatureofDocu
ment 

DateofIssue Detailsofauthorityi
ssuingcertificate 

   

 
 

(AuthorisedSignatoryofnotifiedMedicalAuthority) 

(NameandSeal) 

Countersigned

(Countersignatureandsealofthe 

ChiefMedicalOfficer/MedicalSuperintendent/H

eadofGovernmentHospital,incasethecertif

icateisissuedbyamedicalauthoritywhoisn

otagovernment 

servant(withseal)) 

 

Note: In case this certificate is issued by a medical authority who is not 

agovernmentservant,itshallbevalidonlyifcountersignedbythe  

ChiefMedicalOfficeroftheDistrict. 

 
Note:TheprincipalruleswerepublishedintheGazetteofIndiabyMinistryofSocialJ

usticeandEmpowermentvidenotificationnumber489,dated15.06.2017. 


