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LIST OF SPECIAL CHILDREN 2018- 2019

S.NO | Name Department | Catagry
1 SWETHA. T B.COM(G) HEARING
IMPAIRED
2 MAHESHWARI. S | B.COM(G) HEARING
IMPAIRED
3 NIVEDHA. M B.COM(A/F) | HEARING
IMPAIRED
4 PRIYA. S B.COM(A/F) | HEARING
IMPAIRED
5 PUNITHA. S B.COM(A/F) | HEARING
IMPAIRED
6 MALASREE. R BBA HEARING
IMPAIRED
7 UMA PARAVATHY. | B.COM(A/F) | HEARING
G IMPAIRED
8 LAVANYA. S B.COM(A/F) | HEARING
IMPAIRED
9 VISALATCHI. S B.COM(A/F) | HEARING
IMPAIRED
10 SARASWATHI. K B.COM(BM) | HEARING
IMPAIRED
11 LOGESHWARI. M | B.COM(BM) | HEARING
IMPAIRED
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12 SANGEETHA. S B.COM(BM) | HEARING
IMPAIRED
13 PREETHI. R BBA HEARING
IMPAIRED
14 NARMADHA BBA HEARING
IMPAIRED
15 | MAHALAKSHMI. V BBA HEARING
IMPAIRED
16 PRIYANKA BBA HEARING
IMPAIRED
17 | RESHMA MARY. H BBA HEARING
IMPAIRED
18 REKHA. D BCA HEARING
IMPAIRED
19 SOWMIYA. K BCA HEARING
IMPAIRED
20 | C.SREEKAMAKSHI BSC (CS) DOWM
SYADROME
21 M.SHANMATHI | B.A ENGLISH DOWM
SYADROME
22 V.SRIGAYATHRI B.A LEARING
ENGLIISH DISORDER
23 N.SANJANA B.A DYSLEXIA
ENGLIISH
24 | M.DHANUVASHINI M.A CESHRAL
ENGLISH PALSY




25 NIKITHA M.A CESHRAL
ENGLISH PALSY
26 RESHIKA M.A HRM LEARING
DISORDER
27 | B.BHUVANESWARI B.B.M DYSLEXIA
28 MANESWARI.E B.B.A VISUALLY
IMPARIED
29 R.POORAVIJA B.A ENGLISH | MENTAL
DISABILITY
30 R.GIYAPRIYAA B.A. MENTAL
ENGLISH DISABILITY
31 PREETHA CELAH B.A. VISUALLY
ENGLISH IMPARIED
32 | VIJAYA VARSHINI B.B.A MENTAL

DISABILITY




: Form-1¥

;“ //Z ; : DISABILITY CERTIFICATE

3 HRE

< /" g WAL ?(En cases other than those mentioned in Form II and ITY)

(@ & ,F &
WO 4\(N AME AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING
- ,_,../4~’<xx‘>> THE CERTIFICATE)

Ryl D (See rule 4) , 1
DZ‘\\
Date:

/ .
ertificate No. 5/ / - I/A

This is to certifiy that | have carefully exan;'

B
J

Ass«sw W oL
hri/Smt/Kum. Y O WVET b AR R Soriorifeda ‘Cﬁ‘tewrng?q
. \< \ H*pf N\\(«‘)t'6 J) 3}01—{\.) ..................................................................................................................
date of Birth 9\1 \ ‘Lgrq Age L years, Ma!elfemale ]E—C—‘M&);’;—'

DD / MM/ YV g
4
Reqistration No._C A~ | B ) GERSR Permanent resident of House
“nb
Vo /21 Ward/ Viliage / treet fon wmal )m,) 2t Post
office. Acumbaleliamy . District_ch = lob . State

Whose photograpl‘ is afficed above, and am satisfied that he/lshe is a
case of pu/rﬂ A Heourre disahility. His / her extent of percentage physical impair-
ment / d;sabfh‘y has been evaluated as per guidelines (to be specified and is shown against the

relevant disability in the table below.

405_ Disability "}\ﬁect'fddpa'ﬁ of Diagnosis Permanent physical impairment /
, : § oay Mental Disability (in %)
L7 i-ocomoteri.sability FI @

" [ P
2. LowVisio"‘n - #
3, |Blindness | Both Eyes 4
4. Hearingh!l'npainnent ' fouil B/Lw [ go f/
5. | Mental R‘gtardation 1 X
6. |'Mental lllhess K

| i




{i) not necesaaw, :
Or ;
(i) is recommended/ afte] ___years menths, and therefore
| this certlﬁcate shall ba valid &l
l :
i :
| 1
i 0 -
4, T‘je phcamha Smeit*éa the|following
e e ;1;».1.1. TR AN,
Natire of Docufvent!!

| - issuing bertlfcate

i . R
-«4‘7.,5‘6‘5’1"[/"”?‘7 i

i Signature/Thumb ug;}Tession of the

Person in whose Fav}( rdisability : : (Alﬁhi\lﬂ'gé,ély

gy of notxﬂed Medice =

Certificate is issued g % : Attty m&mmnd o) |
! : _ T G (Countekssign nd seal of the
? STk L i - CMBmMegiat ﬁ?ﬁ?ﬂ’éndénwead of
Tl | Government Hospital, in ca%e the |
o " * Ceriificate is issued by a medicai autho
' s who'is nota govemment sérvant (with
L0 /oy seal) l i
DR. MGR Ji EGEOF = | o e
ARTSES WOMEN S ! .
i ! . G‘;‘. { i




Form -1V
Disability Certificate
(In cases other than those menticned in Forms Il and Ill)

NAME AND ADDRESS OF THE
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE

T
~—

v 191
Al

'bm'l ch’u Medmzﬂ Services

Certificate No. K P (A2 LBL(\OS : pate: [4{lal Qi<

This IS to certify that I have carefully examined
Shi_smt./Kum. N, AaREJNRR

son/wife/daughter of Shri Ca &Q@RAMHNI Date of

Birth Rl Qg _BS_Q—_Age : ]}; years, male/female_;bﬁ&

OD / MM [/ YY)

Registration No. PPM\‘H(;X (611165 permanent resident of House No. DR R ke ) (H@

WardNiIIage/StreetA Reson\ B LLAM. C}d-—%ﬁ Post-Office District
}(MQHE{'U]'X)@M : étate LAWY - whose pgotgggiph is  affixed

e
above, and am satisfied that he/she is a case of H2 Dlsabl Hls;hz

extent of permanent physical impairment/disability has been evaluated as per guidelines

(to be specified) and is shown against the relevant disability in the table below:-

S. Disability Affected Diagnosis Permanent physical
No.= Part of impairment/mental
Body disability (in %)
& Locomotor Disability @
2. | Low Vision “ e =
3. Blindness Both eyes
4~ | Hearing Impaired Ro7h porw /Dj;lo ound oo CHuhdnﬁoQ
~N - =
5 Mental Retardation X
6. Mental lliness X g

‘Please strike out the disabilities which are not applicable)

5CP--410-8--4.00.000 Cps.-24-9-2014. {HCL-T1}




.
5> The above condition is progressive / non-progressive / likely to improve / not itkely to
Improve
3 Reassessment of disability is :
(i) not necessary,
Or
(i) is recommended/ after years _ months, and therefore
this certificate shall be valid till
(DD) (MM) YY)
@ e.g. Left/Right/both arms/legs
# . e.g. Single eye/both eyes
£ e.g. Left/Right/both ears
4. The applicant has submitted the following document as proof of residence:- ~
Nature of Document Date of Issue " Details of authority
issuing ce.rtiflcate
S+ Lo BHoOmNT} g
Signature/Thumb Impression of the ¥ Of,\ﬁ,;gé
Person in whose Favour disability (ALMZ% Bﬁotlfed Medical
Certificate is issued ;..,sax}:k:,‘i 63077
Auth T#Lyéf\ |c?n§t',u ocal} 3
(Cou ewﬁf@g‘g@nd seal of the '
\,M@Medmc:h&méﬂmemdentmead of H
Government Hospital, in case the

Certificate is issued by a medical authority

LS L ¥

who is not a government servant (with
seal)
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FORM - IV
Disability Certificate
(In cases other than those mentioned in Forms Il and 1)}
(NAME AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING THE CERTIFICATE)

~ (See rule 4)
—€

T

DR. o nnlnvnnn‘Juu,DlO.
Certificate No. , . Date : ' REG MQO:58577
This is to certify that | have carefully EN] SRECHLIBT

ASSISTANT SURGEON
Shri- Smt /Kum. __ M. N vedha TAMILNADU MEDICAL SERVICES

son / wife / daughter of Shri (n . Hu 7(180n

Dateof Birth 06 0% _[998 Age_ /4. years,Male/Female Fe_mn]_a,
(DD) (MM) (YY) :

Registration No. CHN ) HJ(// DI XxPermanent resident of House No. 9

Ward / Village / 1019015; street_C. A .CQlon# Post Office

District CJ_'&n_nm state _Tamil Nadu

whose photograph is affixed above, and am satisfied that he/she is a case of

Spooel £ /,Z—Q.Cu.u-, dlsablllty, His/her extent of percentage physical impairment /

disability has been evaluated as per guidelines (to be specified and is shown against the

relevant disability in the table below :

Affected Permanent physical
S.No. Disability Part of Diagnosis * | impairment / Mental
Body Disability (in%)
1. Locomotor Disability @
2. Low vision #.
3. Blindness | BothEyes
4. Hearing Impairment £ a/ kﬁf:’;f/ | U9 7}
5. Mental Retardation X
6. Mental lliness X




(Please strike out the disabilities which are not applicable)

2. This above condition is progressive / non-progressive / likely to improve / not likely to
improve.

3. Reassessment of disability is :
(i) not necessary, (or)

(ii) is recommended / after years months, and therefore this
Certificate shall be valid till

(DD) (MM) (YY)
@ e.g. Left / Right / both arms / legs
# e.g. Single eye / both eyes t
£ e.g. Left / Right / both ears
4. The applicant has submitted the following doguments as proof of residence:-

Nature of Document Date of issue Details of authority issuing Ceriificate

(Authorised Signaflory gf fiotfid] 1 edical Authority)
ff A
L 2 . 'ame and Seal)

UR.N.JEYANTHI.MBE . 5.

REG NO:5¢57 ;rsigned

ENT Sp EfOdubi&signatic -nc seal of the

ASSISTANTW@@M | Superintenden’

IAM'LNADU MED"EA{ Eﬁk“ vH EQent ospital, in
case tincat

s issued
by a Medical Authorty who is
not a government /ant (with

H'@@m&_bn seal)
Signature / Thumb :
impression of the person in whose
favour Disability certificate is
issued.
Note : In case this certificate is issued by a medical authority who is not a govei it
servant, it shall be valid only if countersigned by the Chief Medical Off: ict"

Note : The principal rules were published in the Gazette of India vide notifi~=tinn number
S.0. 908(E), dated the 31st December, 1996

Form Printed and Sponsored by Rtn. V.Suchithra Sagar , Chairman - Support and Assistance (o | Jifferently Abled
R.L District 3230 on behalf of Rotary Club of Chennai Towers.



Form-1V
DISABILITY CERTIFICATE
Cﬂrw ~<In cases other than those mentioned in Form II and III)
/6 %ME AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING
Datn 36

5 - Q{E\Mbs THE CERTIFICATE) N
K ¥ NAGAF \Q (See rule 4) <

“’c. 2

\\““

N 33‘“ Dr
Certlfcag 'I\Io : Date: ' : R
This is to certifiy that | have carefully e g exaiﬁggﬁ Surgeon
Yol Nody Modical Sarviews
Shri/Smt/Kum.......S. | PKT:\/ ........................................................................... Son / wife daughter of

Dateof Birth_ (& 07 /997 Age (4 years, Male / female Ao sl
(DD / MM/ YY) U

- Registration No._INI/C' HN 1( HT ‘/ 0 LO0%0 Permanent resident of House

No._ 2(/// Ward / Village / Street .ka_y\fﬂ\l:(‘}ln\/b/bm £EPost

Office (c){fexu, District it LM\I\Q\,L., State 7/& yy\.,sp i /zxaj_uh

Whose photograph is affi ixed above, and am satisfied that he/she is a
case of g}»u/-jﬂ ;i HQO\A-/\)-f' disability. His / her extent of percentage physical impair-
ment Idlsablllty has been evaluated as per guidelines (to be specified and is shown against the
relevant disability in the table below.

L Affected part of . ; Permanent physical impairment/
e E— Body Diagriosls Mental Disability (in %)
1. | Locomotor Disability T @
2. |LowVision : # ].
y
3. | Blindness ' Both Eyes
4. | Hearing Impairment 4 £ BILY. Jo 7/
SN 1h— .
5. | Mental Retardation X
6. | Mental lliness X




2. The above condition is progressive / non-progressive / likely to improve / not
likely to improve. ‘

3. Reassessment of dlsablllty is
~ (i) not necessary,
Or - |
(ii). is recommende d/ after years months, and therefore
}this certificate shall bef valid till __

i 3 | itDb) E(MM) » (YY)

| o %]

4 Tiwe applicant Eha‘:z; :*s’ubmitted the‘follov(lng docuhent as proof of residence:-

‘Date of Issue. ; Detalls of authonty
- issuing certificate

Nature of Document'

. f S ,.kﬁ)(@wm

L
Slgnature/Thumb lmy ression of the : .:i ’
Person in whose Favar disabili : BRSO o :
Certificate is issued i (AeAhor izt ORI notified Medi
i Auth ahd seal)
| ( fushesliede and seal of the

CiMQ Macheites speantendent/Head of
/I Government Hospital, in case the

P B R | Certificate is issued by a medical auth
L : ' | b who is not a government servant (with
‘ | R seal) ,
| 14 r

|




CA iy
’ &
Government of Andhra Pradesh N

CERTIFICATE FOR PERSON WITH DISABILITY

(Issued under the authority vide G.0.Ms.No.31, WD CW & DW Dept.Dated 01.12.2009)

Medical Board: .V .Medical College, Tirupathi
ID No.of Person with Disability: 101 37880240000013
Date of Issue: B7/11/2014

e This is certified that Kumari S Punitha, D/o R Selvam, Female, age 15 years, resident of

District, is suffering from permanent disability of the following category:-
Hearing Impairment ( Profound).

Loss of 100(Hundred) decibels in the better ear in the conversational range of
frequencies .

Cause of Disability : Congenital.
DEAF DUMB.
e« Re-assessment of this case is not recommended.
e Percentage of disability in her cdse is 100% [Hundred percent].

e Identification Marks of Person with Disability:-
a)A Mole On The Right Side Cheek .

b)A Mole On The Right Chest . R
) Hﬂ'ff.mb‘?iﬁ

7 {//\/aww.,\_/\ B b

. p—— . \m) y, ﬂ/"“\/ P S

ignature Signature i Signature®_-
Dr. CHANDRASEKHAR Dr. C.VARA SN ‘ Dr. J.VEERASWAMY
Designation: ASSOCIATE R T O Designation: Medical
PROFESSOR Designation: €5 RO Superintendent
Pfan.No i Regn.No i A5608 Regn.No w3798

¥ SURGEON CHAIRMA N

MRGEON .
Note: This is not valid for Medicocl\_\é‘éa? cases.~ R-M.0

H.No.# 6-155, 24TH WARD Habitation, 24th Ward village, Nagari (muni) Mandal, Chittoor

Signature/Thumb impression “
of Person with Disability




AUDIO GRAM / AUDIOLOGICAL EVALUATION CHART

I DATE : P‘G, '\/ £
; 3 _ TEST No.
- N8 59 TESTED BY
Rt. Lt
20 AIR CONDUCTION
w -10 UN-MASKED 19 X
ol
| MASKED SIASNT
- 10
o .
O 30
= 40 o BONE CONDUCTION :
L 50 = UN MASKED [ ]
T 60 - : - MASKED [ ]
70 i\ :
g 2 A.C.NOT HEARD 0, X
Z 5 ‘é«\\»}; B.C. NOT HEARD it 1
< 100 o e = ? 3 | L o AUDIO METER
T 110 : B - A - ‘ PROCEDURE
120 _— STANDARD / PLAY AUDIO METRY
250 500 750 1000 1500 2000 3000 4000 6000 8000 ) g «/)
72 AN X Uas
FREQUENCY IN HERTZ FolaP el iy
RIGHT | LEFT it A ﬁ’?;?’
3FREQUENCY , ¥ :
AVERAGE tee i el
SRT.
DISCRIMN
(P.B.MAX)

AUDIOLOGIST

4w "*‘Jﬁ *mﬁ

I T

(=

W R8N §




FORM - IV
Disability Certificate
(In cases other than those mentioned in Forms Il and i)
(NAME AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING THE CERTIFICATE)
(See rule 4)

Certificate No.
This is to certify that | have CarQAM'LwD&MEDJCA

LS

Shri / Smt. / Kum. R .- MALA SREE

son / wife / daughter of Shri M. RAMACHANDRA PPA

Dateof Birth 221 12 94 Age | & vyears,Male/Female___Z EMALE
(DD) (MM) (YY) 5‘:

42,
Registration NoTN CHN HL Permanent resident of House No.
Ward / Village / p&%@ %Street JHOSUA Post Office _VADANAPA LLI

District K RISHNAGIRI State __ TAMIL NADY
whose photograph is affixed above, and am satisfied that he/she is a case of

disability, His/her extent of percentage physical impairment /
disability has been evaluated as per guidelines (to be specified and is shown against the

relevant disability in the table below :

Affected Permanent physical
S.No. Disability Part of Diagnosis | impairment/ Mental
Body Disability (in%)
1. Locomotor Disability @ '
2. Low vision #.
3. Blindness Both Eyes
4. Hearing Impairment £ B[(/E\XAM LsO /.
5. Mental Retardation | X | |
6. Mental liiness X

e P AT ST



(Please strike out the disabilities which are not applicable)

2. This above condition is progressive / non-progressive / likely to improve / not likely to
improve. '

3. Reassessment of disability is :
4% not necessary, (or)

(i) is recommended / after years months, and therefore this
- Certificate shall be valid till

(DD) (MM) (YY)
@  e.g. Left/Right/both arms / legs
# e.g. Single eye / both eyes
S e.g. Left / Right / both ears

4. The applicant has submitted the following documents as proof of residence:-

Nature of Document Date of issue Details of authority issuing Certificate

(Authorised Signatorny of no kMepdical Authority)
ame and Seal
o oA ds

DR.N.JEYANTHI,MBBS,DLO. ,
REG N0O:56577 Countersigned

ENT SPELCIALKSPuntersignature and seal of the

ASSISTANT SUR®GMSN/ Medical Superintendent /

TAMILNADU MEDICAL ggmlmggvemment Hospital, in
: case

Certificate is issued
by a Medical Authority who is

not a government servant (with
‘ ‘ seal)}

Signature / Thumb

impression of the person in whose
favour Disability certificate is
issued.

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

servant, it shall be valid only if countersigned by the Chief Medical Officer of the District"

Note : The principal rules were published in the Gazette of India vide notification number
S.0. 908(E), dated the 31st December, 1996

Form Printed and Sponsored by Rtn. V.Suchithra Sagar , Chairman - Support and Assistance to Differently Abled
R.l. District 3230 on behalf of Rotary Club of Chennai Towers.

Lo
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/" Yori-iV
Vs oo By, DISABILITY CERTIFICATE
&7 P '
T NBEOR g - |
e OfIn cases other than those mentioned in Form II and I1T)

>

NREAMLE AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING
\

O THE CERTIFICATE)

&
(See rule 4)
DeN AR
Certificute No. . Date: \ Xt
This is to certifiy that | have  carefully ex méww
il Nadu Medical Sorvicat
Shi 'Siat [Kum......C ».g.-.....(J.HA..PH,,@“.\/A.TIT.!:{..)/ ................................................. e 'wife daughter of
v
Shif oo bt Gmmfy\ﬁio«&m ...................................................................................... 0 56 waffes A
Date of Buth__ /2 2 [9¢ 97 Age /& years, Male / female___- «_,1._4?;, e o B
(DD / WM/ YY) .

Reypstiation No. c,m\r'/ Mz / 01491 Permanent resident of House

['s) a 5 .
No. 4 [ tos” Ward / Village / Street Kaolh m.m.i),znuguLPOSt

Office _ _(A&JJ’_ S&Lcﬁw[};&t District (‘)J{Mm; State j—\/"(&\m:i_/@,;a J A
]

Whese photograph is  afiixed above, and am satisfied that he/she is a
caswol _ _froo WA WN;L disability. His / her extent of percentage physical impair-
ment / disaéility has been evaluated hs per guidelines (o be specified and is shown against the
relevant disability in the table below.

—“—T gy Affected part of : : Permanent physical wim?rﬁe?mt 1
y isabili ! Diagnosis el
S.Ne. | Disability Body g * Mental Disability (in %)
1. | v.ocomotor Disability + @
PRIV 1ot s e )3 £ i B A
2. |wowVision .. ‘ l it -
3. |@tindness ' Both Eyes
el e M L il o e i
= T Y 7 5
4. | Hearing Impairment £ /“f(,::" f" [ov /-
& | Mental Retardation ‘ X
l o. i Wit il HINESS X



P

¢ 1he above conditior is progressive / non- orogress;w ikely to improve !

ixely to improve.

3. Reassessment of disability is -
(1) not necessary, ;

i

|

Or

m){ is recommende d/ afte!
[ this c,enldete ‘hall Ee
; ; ‘ i [

(BR)

| i ; i
4 Le applicant| xha= %hbtﬂ itted the'fodovj(

Ak yeérs .
valid tlH L

rot

months, and the g or

4’ (MM) (YY)

ing docu"nent aé proof of residenc e -

1y
o L i |
Naturo of Document" '

S e s e Wi

Detalls of authomy
issuing certific ate

|
|

)/m wﬂwfrwp) 7

S:gnaturefThumb lr‘w ression of the
Person in whose Favitir disability
Ce tificate is issued ""

e s
RS

=

e

A
Nkl IEVA ‘i¥ A:\-’-(“\
(AUtht S' ot notified Medica
. Authari nd sea )
and saa’ of the
Sendent/Head ¢

G0vemment Hospltal incase he l
Cemﬂcate is issued bya | nediczel aut{mn
Who 15 Not a Oovernrmahf FL'\/smt {4 gi'
seal) '; ;
; i J

|

i !



Form-IV

,,&ﬁ;’—*j\\ DISABILITY CERTIFICATE
() \\ di.cases other than those mentioned in Form I1 and III)
1S L UA!ME AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING
/‘@q. THE CERTIFICATE)
2P /'/\’\‘?/ (See rule 4)
R 05'38 R X S
b 2 ey
Certificate No. Date: on;,
This is to certifiy that | have carefully aAmsm
Shri/Smt./Kum...... St L AVANM A rveensbrossansssraros TG g’gﬁ‘?‘mwaughter of

Shri........ PSSy KUMAR s B AT A S e T S B UL

Date ofBirth_lJv__ [ /997 Age __!6__years, Male / female M
(DD [/ MM/ YY)

Registration No.___¢. H N ,/ HL / 0/85 Permanent resident of House

o. |3 Ward/ Village / Street Via ,v%%MPost

Office (L) 9,2/6 Sax cﬂ ab ol District g ,9\ q_,;u;\m:u State :/Cl_W\JU\ Q\OLLL
/

Whose photograph is afficed above, and am satisfied that helshe is a
case of ___ £y - 1} ge~r—p"  disability. His / her extent of percentage physical impair-
ment / dlsatflllty has lbeen evaluated as per guidelines (to be specified and is shown against the
relevant disability in the table below.

- Affected part of : ; Permanent physical impairment/
i Disability Body s dnxy Mental Disability (in %)
1. | Locomotor Disability @
2. | Low Vision : i # %
Ll
i
3. |Blindness ad “ Both Eyes
1 0 .
4. | Hearing Impairment b £ Bl ‘M?“'Z ) /.
;3‘1.[ S L
5. | Mental Retardation 1oX
» | t
1
6. | Mental iliness i X




» T Thd

4

* 2. The above condition is pfogresswe ! ron-progressive / likely to lmprove / not

likely to improve.
ety

3. Reassessment of dlsablhty is
(i) not necessary,

1 Or ’ ,
(i) is recommended aftet - _/ezlars' a2 months, and therefore
this cemfcate =h£u bd valid til -
| i "f oD my . YY)
4, Twe apphcant ha‘. %Lb"‘. |tted the\fol‘bv mg docukment as proof of residence:-

It
\

of Issue Detdnls of authonty
' . issuing certificate

| T

Nature of Document' 4 L Date

D]/ S-mnwoc%rmﬂ.

- a

Slgnature/Thumb lmjquessmn of the
Person in whose Favilir disability ﬁ;UO ifi i
Certificate is issued ' » ok
] , o Autho b‘:ﬁé’&&ﬁﬂd seal)
i (Countesisi and seal of the

u | , MM@&J 'Sl;ﬁ%ﬂ%jdent/Head of
I | Government Hospital, in case the |
Cetificate is issued by a medical auth

|
I | S S . who's notagovernmeht sérvant (W|t
» f *r, f‘!§ Lo seal) - ! | ,
, : 1
I
|
|

4! i
L !




Form - IV
Disability Certificate
(In cases other than those mentioned in Forms Il and 1ll)

NAME AND ADDRESS OF THE
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE:

Le

NTHI, m885,0L0

i PP oy Y iy - mnr Srgion
Certificate No. S 2 T C/ H§[5 Date: 1% I g) wmw.ccl&mm
" This is to certify ~ that I have carefully examined
shrismtkum._ S+ Y ISALATCHI ,' .
on/wife/daughter of shii G-K - SankpR - Date of -
Birth 0'0 S 2_QQD__'Age T years, male[fqnale Femw‘
. , (DD _'., MM yy) T B

Registration No. c BN / H / tS ))\AL\manent resident of House No. w\’ St
Ward/Village/Stréet  (Aronyva - 28 _ Post-Office W3+ mambalam District

Chonnad state Toamu[ NMJ,L whose photograph is  affixed
above, and am satisfied that he/she is a case of -ﬁg]-\-g-‘l&:&:&-ﬁ- Disability. His/her

extent of permanent physical impairment/disability has been evaluated as per guidelines

(to.be specified) and is shown against the relevant disability in the table below:-

S. Disability Affected Diagnosis Permanent physical

No. Part of impairment/mental
Body disability (in %)
1. Locomotor Disability @
2. Low Vision #
3. Blindness Both eyes
Vo
4./ | Hearing Impaired £ B/cp N
ng Imp Sr;—v—*/ Jero 7.

5. Mental Retardation X
6. Mental lliness - X

(Please strike out the disabilities which are not applicable)
GCP--410-8--4.00,000 Cps.-24-9-2014. {HCL-11}



2. The above condition is progressive / non-progressive / likely to improve / not likely to
improve.

3. Reéassessment of disability is :
(iyhot necessary,
Or
(ii) is recommended/ after years

this certificate shal;be valid till

(DD) (MM) (YY)

@ e.g. Left/Right/both arms/legs
- #  e.g. Single eye/both eyes
£ e.g. Left/Right/both ears

"

4. The applicant has submitted the followiﬁ‘g document as proof of residence:-

months, and therefore

Nature of Document Date of Issue . |. Details of authority-

& issuing certificate

PoF\c N @R swe ~Isss [Es CfD

i o Jnolokoh

/(_"

W,..a e
Signature/Thumb Impression of the Dr.NUJEY, TMBBS, DLy ) \ v

Person in whose Favour disability
Certificate is issued

(Au?@; s§4Signatory of notified Medical

Au the and seal)
Haitvskanaighisliig and seal of the
CMO/Medical Superintendent/Head of
Government Hospital, in case the
Certificate is issued by a medical authority
who is not a government servant (with
seal)



Form - IV
Disability Certificate
(In cases other than those mentioned in Forms Il and Ili)

e —

NAME AND ADDRESS OF THE
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE:

0 577
v _ Mediqjsem
Certificate No. \=Pm (w692 fos Date: 2.0 Jufig™ =
This B 10 certify that I have carefully examined
Shri/Smt/Kum. € SNaxasalakhi
son/wife/daughter of Shri_ C . \7\Qx\r\°},é|)ou‘b P Date of

Birth _i‘\— oO& Aoy Age. 2o years, male/female ‘~ ama ! )

(DD / MM /YY) :
Registration No. P o permanent resident of House No. Dr ¥« GR 2, 3n o
Ward/Village/Street Q\me‘pmmm Post-Office District

- Statew whose  photograph is affixed
X onron °\ &P%}pﬁ;aa}gﬁ@
above, and am satisfied that he/she is a case of Disability. His/her

extent of permanent physical impairment/disability has been evaluated as per guidelines

(to be.specified) and is shown against the relevant disability in the table below:-

S. Disability Affected Diagnosis Permanent physical
No. Part of | impairment/mental
Body disability (in %)
1. Locomotor Disability @
2. Low Vision #
3. Blindness Both eyes
—\4_4/ Hearing Impaired Bs1R g o, /Oﬁﬂb"“”d oo/ C#;‘u:so(n'ﬂd)
S~ AR Ow/ng Yol g, ) ‘
0. Mental Retardation X v
kf6. Mental lliness X

(Please strike out the disabilities which are not applicable)
GCP--410-8--4.00,000 Cps -24-9-2014. {HCL-11}



2. The above condition is progressive / non-progressive / likely to improve / not likely to
improve.

3. Reassessment of disability is :
(i) not necessary,

Or
(ii) is recommended/ after years months, and therefore

this certificate shall be valid till

(DD) (MM) (YY)

@ e.g. Left/Right/both arms/legs
# e.g. Single eye/both eyes
E e.g. Left/Right/both ears

4. The applicant has submitted the following document as proof of residence:-

Nature of Document Date of Issue Details of authority
issuing certificate

X. Souwg\f\wm

DeN ’
Signature/Thumb Impression of the REY & \}u
Person in whose Favour disability (Authorized Bt Vi of notified Medical
Certificate is issued Authios ishast 5_ | ’ al)
(Counter sigi4{iedicakidreaal of the
CMO/Medical Supermrememg/Head of

Government Hospital, in case the

Certificate is issued by a medical authority

who is not a government servant (with
seal)



Form -1V

Disability Certificate
(In cases other than those mentioned in Forms Il and IlI)

NAME AND ADDRESS OF THE
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE:

Certificate No. K@m (HD Aobbf . Date: IH]'&}&;BIS‘

This is to certify that 1~ have carefully examined
Shri/Smt./Kum. A LoKESHWAR) ;

son/wife/daughter of Shri Q. puentaan Date of
Birth Qs 0l (‘Mq Age “.) years, male/female

OD / MM / YY)

Registration No. J&PM\ HL (QQéég permanent resident of House No. :S[ Lib' NQ““\)O.(@

Ward/Village/Street ¥k Kn\lo&mmﬁ A, Post-Office District
Eilaalﬂlllannama’aa State ThMLC DY . whose photograph IS afﬂxed
above, and am satisfied that he/she is a case of HQ /) '6 ablll{y HIS/

extent of permanent physical impairment/disability has been evaluated as per guidelines
(to be specified) and is shown against the relevant disability in the table below:-

S. Disability Affected Diagnosis Permanent physical
No. Part of impairment/mental
Body disability (in %)
1. Locomotor Disability @ N
2. | Low Vision #

(@)]

E 3 f Blindness Both eyes

gﬁp

4.~ ] Hearing Impaired 1o0o0Y. C} Auno(negQ
= 1

| 5. TMental Retardation

-

| 6. ' Mental lliness

S I

(Please strike out the disabilities which are not applicable)

GCP--410-8--4.00.000 Cps.-24-9-2014 {HCL-11}



2. The above condition is progressive / non-progressive / likely to improve / not likely to

improve.

3. Reassessment of disability is :
(i) not necessary,

Or
(i) is recommended!/ after ' years

this certificate shall be valid till

months, and therefore

(DD)

@ - e.g. Left/Right/both arms/legs
# - e.g. Single eye/both eyes
£ e.g. Left/Right/both ears

- N

(MM) (YY)

4. The applicant has submitted the following document as proof of residence:-

| Nature of Document Date of Issue Details of authority

issuing certn‘” cate

M. €655 Basnanty).

Signature/Thumb Impression of the
Person in whose Favour disability
Certificate is issued

|, MBBS,DLO
Reg. No: 56577 »
(Authorized Sign tommmdmed Medical

Authority (Name a pompeon

(Counter sugnm% FoftHE™
CMO/Medical Superintendent/Head of
Government Hospital, in case the
Certificate is issued by a medical authority

who is not a government servant (with
seal)



Form -1V
Disability Certificate
(In cases other than those mentioned in Forms Il and 1ll)

NAME AND ADDRESS OF THE
MEDICAL AUTHCRITY
ISSUING THE CERTIFICATE:

.
L ‘ ;,; ;;87;;5, DIO
| Asistont Sunges
Certificate No. Date: il Nodu Medical Services
. This is to certify that I have carefully examined
Shri/Smt./Kum. 2. SANGEETHA
son/wife/daughter of Shri D SERAR Date of
Bith 1% bk 199 @  Age \7 years, male/ffemale_ FEMALE
(DD / MM /YY)
Registration No. permanent resident of House No.
WardNVillage/Street DR. M6 R SCHop L FoR THE HrPost-Office District

K ANCHERE PURAM State TAMIL. AADO whose photograph is  affixed
- : fo/wu/( K Heartind .
above, and am satisfied that he/she is a case 0O # Disability. His/her

extent of permanent physical impairment/disability has been evaluated as per guidelines

(to be specified) and is shown against the relevant disability in the table below:-

\?

= .
& acs Disability Affected Diagnosis Permanent physical
No. Part of . impairment/mental
Body disability (in %)
1 Locomotor Disability @
2. Low Vision #
3 Blindness Both eyes
4. | Hearing Impaired Both Bond pro {j’u‘uﬂfi/ oo Cliundnmd
o e~ haorng [ass. ’ )
5. Mental Retardation X 5
| 6. Mental. lliness X
[

(Please strike out the disabilities which are not applicable)

GCP--410-8--4,00.000 Cps.-24-9-2014. {HCL-11}



Certificate No.

Fhis“Is” to

-1V

FORM - IV

DISABILITY CERTIFICATE
(in cases other than those mentioned in Forms Il and Ill)
(NAME AND ADDRESS OF THE MEDICAL AUTHORITYISSUING THE CERTIFICATE)
’ (See rule 4)

Shri+Smt/ Kum, R “N~eckir

Date of Birth _\'s *\ - \4qqAge

-oRER)

Date : i : ,_
—- 1\
ceritify that - | have carefully examined 38:“&‘\05?\
i\ -
e _“\,\—0‘1e
soatwife/daughter of Shrit W QO\’W\Q,%'P(\ X
\Io & years, Male/female
(DD/MM/YY) :
b Yo 14 .
Registration No.: £ an =W \//\\\\‘Ci’i’gféhrwcaknentx resident of House
Post

No _ N3 v s ce/Street

Office

District

State

whose photograph is affixed above, and am satisfied that;

S.No. Disability Affected Diagnosis | Permanent Physical
Part of impairment/Mental
Body Disability (in%)
1 Locomotor Disability @
| 2 Low Vision #
3 Blindness Both Eyes e /1 . e
4 | Headring Impairment £ ls(carnt fWﬁNWJ’laﬂlﬁp
5 Mental Retardation X v
6 Mental Iliness X

o7

/

L )
= f’ //

y
Ppeees

A=A L ’)



1. Please Slrike Out the disabilities which are not applicable)
. This above condition & progressf'v/éf/' non - progressive / likely to improve / not likely to
improve
. Reassessment of disability is:
(i) Not necessary, (or) B
(ii) is recommended / after years______months, and therefore this. Certificate
shall be valid till ‘

NI

o)

(bD)  (MM) (YY)
@ e.g. Left/Right/both arms / legs

# e.g. Single eye / both eyes
£ e.g. Left/ Right / both ears

4. The applicant has submitted the following document ad proof of residence:-

Nature of Document Date of Issue |..Details of authority issuing Certificate

b

|

o Ay
(AuthorisedtBignato Mﬂgﬁedﬂxf&m{;uthority)

f : 8 ~ief Civit-Stirnzon '
' ),/{\27 : =NT Specialist, (Name and Seal)
i 2 . Pentland Hospital,
: SR VELLORE - 1. ,
i B L ; A0 Countersigned
18 7.8 ;)/, > Ib‘?v‘ = /(//')) TVL—

(Countersignature and Seal of the
CMO / Medical Superintendent /
Head of Government. Hospitals in
case the certificate is issued
Signature / Thumb. by a Medical Authority who is

impression of the person -
in whose favour diZability not a government servant (with seal)

certificate is issued.

Mol in case this Certificate is issued by a medical authority who is not a goverment
Geirvant, it shall be valid only if countersigned by the Chief Medical Officer of the District"

Hote : The Principal rules were published in the Gazette of India vide notification number
3.00. 208 (E), dated the 31st December, 1995.



FORM - IV
Disability Certificate
(In cases other than those mentioned in Forms Il and Iil)
(NAME AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING THE CERTIFICATE)
(See rule 4) /

ALSS = D™ "3

2 G WWIdudre s
Certificate No. Date : E __ENT SPECIALIST

‘This is to certify that | have carefull ASSKHWH | RURGEON
‘ ILNADU MEDICAL SERVIC
Shri / Seat. / Kem. R. Nasrmotha

son / wife / daughter of Shri ___ (5, Raw |
DateofBirth 3 1~ 1998 age )3 . vyears, Male/Female femade

(OD) (MM) (YY) ' v
Registration No. _ Permanent resident of Hduse No. lo//s 3
Ward / Village / At i vakK &¥Bireet i&%ﬂ\ Post Office
District ___ c Apsnonond - State Tovni \ nod s

whose photograph is affixed above, and am satisfied that he/she is a case of
o] A 4 disability, His/her extent of percentage physical impairment /

disability has been evaluated as per guidelines (to be specified and is shown against the
relevant disability in the table below :

&g Affected Permanent physical
S.No. Disability Part of Diagnosis | impairment / Mental
: Body Disability (in%)
1. Locomotor Disability @
i Low vision 3
3. Blindness | BothEyes |
[ ' b N~ Ry
4 Hearing Impairment | £ . 4%,;::/ o /-
| & Mental Retardation | X ‘

X

6. Mental lilness




(Please strike out the disabilities which are not applicable)

2. This above condition is progressive / non-progressive / likely to improve / not likely to
improve.

3. Reassessment of disability is :
(i) not necesséry, (or)

(i) is recommended / after years months, and therefore this
Certificate shall be valid till

- (DD) (MM) (YY)
@ e.g. Left / Right / both arms / legs
# e.g. Single eye / both eyes
£  e.g. Left/Right/ both ears
4. The applicant has SU{Jmitted the following documents as proof of residence:-

Nature of Document Date of issue Details of authority issuing Certificate

(Authorised Signatory [6f n_’t:\pd-Medi al Authority)

oti
¥ (k%ﬁ%d Seal)

DR.N.JEYA NTH!.MBBS.DLO.

REG NO:5657 '
ENT SPECIAUs}T Countersigned

\ ASSISTANT SUR ignature and seal of the
TAMILNADY MED'C@% Superintendent /
ea ment Hospital, in
case the Certificate is issued
by a Medical Authority who is
p o) not a government servant (with
> YED\’\ \.ngﬁ seal)}
Signature / Thumb [
impression of the person in whose
favour Disability certificate is
issued.

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

servant, it shall be valid only if countersigned by the Chief Medical Officer of the District"

Note : The principal rules were published in the Gazette of India vide notification number
S.0. 908(E), dated the 31st December, 1996

Form Printed and Sponsored by Rin. V.Suchithra Sagar , Chairman - Support and Assistance to Differently Abled
R.1. District 3230 on behalf of Rotary Club of Chennai Towers.



Form - IV
Disability Certificate
(In cases other than those mentioned in Forms Il and 1)

NAME AND ADDRESS OF THE
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE:

K K. NAGAR.
CHENNAI-78.

Nadu Medical Servit

T sapne n
PR .PV‘»CJL-.I,L-LO

Date: ex) .

Certificate No.
This is to certify that I have c?nr;gfmmb venexamined
Shri/Smt./Kum.___ MAHALAKSHMT . \/
son/wife/daughter of Shri /R SUDEVAN Date of
Bith | B 01 | ggg Age l % years, male/female E EMALE
(DD / MM /YY)
Registration No. permanent resident of House No. __ F' 1y
Ward/Village/Street  AmMAN Kovrl, GTREET Post-Office  KunDRATHUR District
Kanc HIPURAM State_ T AMT].NADL  whose photograph is  affixed
above, and am satisfied that he/she is a case of %M v isapility. His/her

extent of permanent physical impairment/disability has been evaluated as per guidelines

(to be specified) and is shown against the relevant disability in the table below:-

S. Disability Affected Diagnosis Permanent physical
No. Part of impairment/mental
Body disability (in %)
1. Locomotor Disability @
2 Low Vision #
3. Blindness Both eyes
4 Hearing Impaired £ B L@%/:(v_/sﬂ len
Mental Retardation X
6. Mental lliness X

(Please strike out the disabilities which are not applicable)

GCP--410-8--4,00.000 Cps.-24-9-2014. {HCL-11}



Form - iV
Disability Certificate

(In cases other than those mentioned in Forms Il and Ill)

NAME AND ADDRESS OF THE
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE:

B KNTH‘ MBBS,DLO

¥ No 56577 »
JTSpecschst
at Surgeon
orm—-.c: Medical Services
Certificate No.  KPM (H2> Q’B\:‘ Date: U-( ll& &ol&‘
This is to certify that I have carefully examined
Shri/Smt./Kum. M. (DRWANKA .
son/wife/daughter of Shri y (. Mggg)_ug@[\) _ Date of

Birth |k 03 H‘}% Age I . vears, male/female

OD / MM / YY)
Registration No. lap A | HL l b6 permanent resident of House No. DR .tz Subvic {AY
‘ . =

Ward/Village/Street  Ram ajz P Post-Office Disttict ’
CoaEnaa® 83 tate_ e\ ARO[ whose photograp& affixed
13

biag aon!
above, and am satisfied that he/she is a case of HQ P Dlsablllty H|SZer‘

extent of permanent physical impairment/disability has been evaluated as per guidelines

(to be specified) and is shown against the relevant disability in the table below:-

r 8. Disability Affected Diagnosis Permanent physical
No. Part of impairment/mental -
Body disability (in %)
1. Locomotor Disability @
2. | Low Vision #
3. Blindness Both eyes
—
‘\ﬁ/ ' Hearing Impaired PBo?h posn [)513 Lic‘:nd oo /. C/.,l—und_){a__QQ
5. Mental Retardation X
bt
‘ 6. Mental lliness X

(Please strike out the disabilities which are not applicable)

GCP--410-8--4.00.000 Cps.-24-9-2014. {HCL-11}



2. The above condition is progressive / non-progressive / likely to improve / not likely to
improve. .

3. Reassessment of disability is :
(i) not necessary,

Or

(ii) is recommended/ after years - months, and therefore
this certificate shall be valid till

(DD) (MM) (YY)

@  e.g. Left/Right/both arms/legs
# e.g. Single eye/both eyes
£ e.g. Left/Right/both ears

4. The applicant has submitted the following document as proof of residence:-

Nature of Document Date of Issue Details of authority
issuing certificate

M' Q}‘:\jod\ o

Dr.NJEYANTH!, mBB8S,DLO

ag. No: 56577 »
P ENT Specialist,
Signature/Thumb Impression of the Assistant S}f‘:’,!??“
Person in whose Favour disability (Authorized Signa oW’&f‘ﬁﬁtfﬂéﬂﬂwm
Certificate is issued Authority (Name and seal)

(Counter signature and seal of the
CMO/Medical Superintendent/Head of
Government Hospital, in case the
Certificate is issued by a medical authority
who is not a government servant (with
seal)



FROM - IV
Disability Certificate

(In cases other than those mentioned in F orms II and III)
(NAME AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING THE CERT |

(See Rule 4)
' \l‘é\ ."U‘"
Certificate No. ‘ Date: /) ,\f\’\ 6"&3‘“5\“
QQQ Gt
Q\'\
This is to certify that 1 have carefully examma®dn
Shri/Spn'.'/ Kum. [( y’jl nc, /‘ > wl 5
_Son Wie/daughter ofShri ) octn pg mAﬂ/ Proy .

Z /]

Date of Birth /2~ 2 - /95 L Fémile ff" bt -

e of Birth L& YHee |7 Years Mzﬂé /émae Tee
Registration No. A// JoN¢ Cf/ Permanent resident of House No. 7 ~}&// 5
Ward/Vlllage/ KUW _hagn W2y S;reet /t/qp,(,, “ /Zaqé/ 5 Post Ottlce/
rZ/i{ Lo gy ,r,\{” ¥y District //"’Vll/lzi/( b\uﬁ +7State — = Ny / /{J"C’z’?”;‘{,/ U &
Whose Photograph is affixed above, and am satisfied that he/she is a case of

ﬁgﬂ ¢ /‘) L u}, : disability, His’her extent of percentage physical
1mpan"ment/d1sab1hty has ben evaluated as per guidelines (to be specified and is
shown against the relevant disability in the table below: e e
Permanent physical
S.No Disability Afizc}gefde Diagnosis impairment/Mental
) Disability (in%) /
1. | Locomotor @ \ Yw Lo H L [0 4]
Disability Pe Q N // £ oo / //

2. | Low vision s ool BE o oh F v

3. | Blindness X Both Eyey = l’/ : /

4. | Hearing Impairment £y : P ,/ \_ole

5. | Mental Retardation X e eSS o

6. | Mental illness X




(Please strike out the disabilities which are not applicable)

Py This above cendition is progressive/non-progressive/likely to 1mprove/nf(

likely to improve.

3. Reassessment of  disability is:
(1) not Q@eéssary, (or)

(i)  is recommended/after — Years

this Certificate shall be valid till

s months, and therefore

1
- ~
-

(DD)

@  e.g.left/Right/both arms/legs/
# e.g.Single eye/both eyes |

€ e.g.Left/Right/both ears |

i
LY

!

(MM) (YY)

At

4. The applicant has submitted the fféllowing documents as proof of residence:- i

- Nature of Document

Date of issue

Details of authority issuing
Certificate

é : :7/ = r/ DD\/( ﬂ’/‘% (/ ﬁ,c/»\;

PNAL

Signature/Thumb
impression of the person
in whose favour Disability
certificate is issued.

Note:

(Authorised Signatory of notified Medical Authonty)

: ﬁ\ ‘&//(mee and Seal)

‘\ P\T’ﬁ P\\ ) W

[n case this certificate is issued by a medical authority who is not a government servant, it shall be
valid only if countersigned by the Chief Medical Officer of the District"
Note: The Principal rules were published in the Gazette of India vide notifcation number S.O. 908(E),

dated the 3 1st December, 1996

&/UH/ . ~//ouv o A
/A'V/"f)'/{/&v VL/ )



Form -1V
Disability Certificate
(In cases other than those mentioned in Forms Il and lll)

NAME AND ADDRESS OF THE
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE:

ANTHI,MB8S,DLO
Rug. No: 565774
Aty bg
Certificate No. Date: e Medicgf;e""""’
This is to certify that I have carefully examined
Sh/Smt/Kum.__ K _SAVITHRN\
son/wife/daughter of Shri_ NJ. K R1SHN A Date of
Birth 1 09 199% Age [& years, male/female_ FEMAL E -
D / MM / YY)
Registration No.__ | 2] permanent resident of House No. 33‘//:,

Ward/Village/Street K. R RAMA AW Am{y NA,(,,Q.;{'_ost-Office Anna C\’ahc‘u\ District

Cchennai -42 State__Taem: | Mgéu whose photograph is  affixed

above, and am satisfied that he/she is a case of S‘—’Tb“"% 2 ﬁjD-is;)l;ility. His/her

extent of permanent physical impairment/disability has been evaluated as per guidelines

(to be.specified) and is shown against the relevant disability in the table below:-

B Disability Affected Diagnosis Permanent physical
No. Part of impairment/mental
e s | Body i disability (in %)
;= Locomotor Disability @
2. | Low Vision - # = = =
o Blindness Both eyes 3 —~
\V Hearing Impaired £ B P/ (oD
L :
5. Mental Retardation X
6. Mental lliness X

(Please strike out the disabilities which are not applicable)
GCP--410-8--4.00,000 Cps -24-9-2014. {HCL-11}



2. The above condition is progressive / non-progressive / likely to improve / not likely to
improve.

3. Reassessment of disability is :
Mt necessary,
Or

(i) is recommended/ after years months, and therefore

this certificate shall be valid till

(DD) (MM) (YY)

@ e.g. Left/Right/both arms/legs
2 e.g. Single eye/both eyes
£ e.g. Left/Right/both ears

4. The applicant has submitted the following document as proof of residence:-

Nature of Document Date of Issue Details of authority
issuing certificate

RATON CARD JoNT 2008 &g steprd

K- Gl )

Signature/Thumb Impression of the DY&JEYANWLK&BBS DO

gir:i%';;?e";'g%sseuizv°”rd'sab"'ty ‘(Authorized Signat @f’r%ﬁped Medical
Authority (Name ap m rgeon

(Counter sugnatmmmx&éabbém’zes

CMO/Medical Superintendent/Head of

Government Hospital, in case the

Certificate is issued by a medical authority

who is not a government servant (with

seal)




FORM - IV
Disability Certificate
(In cases other than those mentioned in Forms Il and 1))
(NAME AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING THE CERTIFICATE)
(See rule 4)

DR §

- -
oo vSHE77
FAY Sorreay oo
SEECTATOT

This is to certify that | have .carefﬂhﬁ‘sg'ﬁT&WiﬂﬁﬁEON
She-/ Smt. / Kum. __D. Rekha

son / wife / daughter of Shri _M-_D_La,n_dav,@rmi

Dateof Bith 3p_ O 199F Age__ LB years, Male /Female e malo.
(DD) (MM) (YY)

Certificate No. ‘ : Date :

Registration No. CHN) HS/ 0/ 3" Permanent resident of House No. /4

i . . .
Ward / Village / _I$: K. mggga Street _[Mm "Post Office
District __Chonnal State __7Tanul Nadie

whose photograph is affixed above, and am satisfied that he/she is a case of
M kﬁw disability, His/her extent of percentage physical impairment /
cﬁsability has been evaluated as per guidelines (to be specified and is shown against the
relevant disability in the table below :

Affected Permanent physical
S.No. Disability Part of Diagnosis * | impairment/ Mental
Body Disability (in%)
1. Locomotor Disability @
2 Low vision #.
3. Blindness " BothEyes
4. Hearing Impairment £ el @W [ v/
5. Mental Retardation X
6. Mental lliness | X

NADU MEDICAL SERVICES




(Please strike out the disabilities which are not applicable)

2. This above condition is progressive / non-progressive / likely to improve / not likely to
improve. .

3. Reassessment of disability is :
(i) not necessary, (or)

(i) is recommended / after years months, and therefore this
Certificate shall be valid till

(OD)  (MM) (YY)
@ e.g. Left / Right / both arms / legs
# e.g. Single eye / both eyes
£ e.g. Left / Right / both ears
4. The applicant has submitted the following documents as proof of residence:-

Nature of Document Date of issue Details of authority issuing Certificate

ame and Seal)

(Authorised Signatcjorfl{o

DR.N.JEYANTHI,MBBS,DLO. :
REG NO:58577 Countersigned
ENT SPECIAL{Sntersignature and seal of the
ASSISTAHT SUR E@N Medical Superinten.dent./
TAMILNADU MED'CAL%@] ernment Hospital, in

ertificate is issued
by a Medical Authority who is
not a government servant (with

D- @3&)"\ seal)}
Signature / Thumb ' .
impression of the person in whose
favour Disability certificate is
issued.

Note : In case this certificate is issued by a medical authority who is not a government
servant, it shall be valid only if countersigned by the Chief Medical Officer of the District"

Note : The principal rules were published in the Gazette of India vide notification number
S.0. 908(E), dated the 31st December, 1996

Form Printed and Sponsored by Rtn. V.Suchithra Sagar , Chairman - Support and Assistance to Differently Abled
R.l. District 3230 on behalf of Rotary Club of Chennai Towers.



e

Disability Certificate

State Resource Cum Training Centre for Differently Abied Persons,
K.K.Nagar, Chennai-78

(Unit of the Office of the Commissionerate for the Differently Abled, Chennai-6)

DRI YARTHI KBS

: REG NO:56577

Certificate No. . Date:ENT SPEC!ALISJ
ASTISTANT SURGEON

TAMILNADU MEDICAL SERVICED

This is to cerify that | have carefully examined

Shri/Smt./Kum. <. S tom z‘fja_ )

3

son/wife/daughter of Shri___ & - Kaynan.

-

' ) D
Date of Birth 2. - 1 199 Age |5~ vyears, maleffemile

(DD /MM YY)

Registration No._ M9 l/ HI / (38 -~ permanent resident of House
No. L/ 2 WardNillage/StreetSQMib 4h 4 ost
=

OfficeCHECK Ao R AL District MaDORA; State_Iﬁ_l\_/g.z_AL&ﬂél

whose pholograph is affixed above, and am satisfied that' he/she is a case
0

of C’:ﬁ\m*‘t‘ ¢ LL2Disability. His/her extent of permanent physical
impairment/disability has been evaiuated as per guidelines (to be specifjed) and

is shown against the relevant disability in the tablé below:-



5 Disability Affected Part Diagnosis | Permanent physical
of Body ; “impairment/mental

ki disability (in %)
0. »
1. | Locomotor W S
Disability )
2. | Low Vision

3. | Blindness

4. | Hearing Impaired R [ . P,N\_UN . r——— [ o'/,

(557 Mental Retardation |

6. | Mental {liness .-

(Please strike. out the disabilities which are not applicable)
2. The above condition is progressive / non-progressive / likely to improve / not
likely to improve.

3. Reassessment of disability is :
(i) not necessary,
© Or
(ii) is recommended/ after __Yyears months, and therefore

this certificate shall be valid till

(DD) (MM) (YY)

4. The applicant has submitted the following document as proof of residence:-

Nature of Document Date of Issue | Details of authority
issuing certificate

¢
.,'

(Authorized Signatory of n’btiﬁed Medical Authority

DR.N.JEYANTHi MBH¥ T ==
! \ REG NO:56577

K S\Sendwan ENT SPECIALIS,
Signature / Thumb impression of the pfrson TAMILNADU MEUICAE SERVICEY

\ ASSISTANT SURGEON
in whose favour disability certificate is/issued

/

[

|



L. Dis. No. 734

Selvi.

REGIONAL MEDICAL BOARD

Govt. Kilpauk Medical College Hospital. Chennai -10.
MEDICAL REPORT

0 /RMB/2017 Dated.: 2% .10.2017

CSree kamakshi D/o Mr. K.Chandrasekaran 17 years. residing at No 4. Aswin

Apartments, Mardavelipakkam. Chennai-28.

I1dentification Marks: -

1. Nil
2. Nil

"OBSERVATION REPORT:

As per
Learning Diso

the opinion of Professor and Head of the Department of Psychiatry. she is suffering from
rder. History, Psychological assessment and Psychiatric Evaluation reveal that she has

Mental Retardation.

She is recommended the following concessions during examination.

(Prof. of O&G)

|Exemption from Second Language Paper
| Allocation of a scribe.

T.S. Meena., MD., DGO.,

REGIONAL MrDICAL BOARL
VIWT. K M G B CHEN ALY

2. Dr| Angeline Selvaraj.,MS., Mch,, : MEMBER
(Prof. of Bums and Plastic Surgery) '}?EGlONAT%ﬁhg;E:L BOART
' CHENNAL - & @
3. Dr. A. Chandrasekaran, . MD., - MEMBE
fAV2 I ool AR e i

(Prof. of Anaesthesiology)

ceryrd A1 NAEDICAL SOARE
f‘)\j%(’j;\\!i‘né_ I\E‘:E i,.t/“., A DS OVERS

CLENRNAL - GO0 QS W’Y:’ = 'lP\"V
\&“ﬁﬁ\
for DEANQ&)
Govt Kilpauk Medical College Hospital.
Chennai-10.



Form - IV
Disability Certificate

(In cases other than those mentioned in Forms Il and Ill)

NAME AND ADDRESS OF THE
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE:

oo
4’4_)‘/4

RULY i

21

s

( ) (}\/
Vi U M.D.(PS®
- DrY '@:}ﬁm: 72863
T

CIVIL ASSIS

Y : A ANT SURS&S&'
Cenficaie No. ~ Date: TE OF MENTAL
mggﬂqr. CHENNAI - 600 010.
Tnis i 10 certify that { have carefully examined

shriSmt/Kum.____ S HANMATHE 1y
son/wife/daughter of Shri_ A" /M pr/ ppe o i Date of
Birth O 2- /) (99§ Age_ [ years, maleffemale __«é’__m_Q&
oD /MM [ YY)

Registration iNo. C DI ‘ v132 | 1611 permanent resident of House No. __ 36 1 |
Ward/Village/Street 7 d&' ;zzn ou ) S Post-Office M&Mave ’.(u District

OCHENNAY State TAsILevADV whgse, phqtograph is  affixed
above, and am satisfied that he/she is a case of dn Q’[ — ey isability. His/her

extent of permanent physical impairment/disability has been evaluated as per guidelines

(10 be specifizd} ana i shown against the relevant disability in the table below:-

TS U Disabitty Affected | Diagnosis | Permanent physical
No. - Part of impairment/mental
: Body disability (in %)
1. Locomotor Disability @
2. Low Vision #
I — e e ]
P 3 | Bundness .| Botheyes

|
|
T
i

4. Hearing impaired £ /UU\T&/

; /

5.7 | Mental Retardation X /WLM éC\/ /Q//\A )
T

6. Mental lliness 1 X =
1 18 = So ]

are not applicable)

Yl a s Fave s v 5 L folf e o e 5 '3
(Please strike out the disabilines which

=i 1 m-s UL



improve
3. Reassessment of disability js :
(i)n/m{eiessary,
Or

(ii) is recommended;/ after years months, and therefore
e = et i

this certificate shall be valid till o3 T Mo o ML I

(DD) (MM) (YY)

€.g. Single eye/both eyes

@ eg. Left/Right/both arms/legs
# |
£ e.g. Left/Right/both ears

4. The appl#cant has smeitte'd the follbwing document as proof of residence:-

- I— Details of authority

issuing certificate

Nétur of Document'

Date of Issue

/ﬂ% (1%

T : : \/ ")..,

. : . ¥ sty L) sy
Signature/Thumb Impression of the Dr. N. PRAé?"!’% Li.D.(PE:W
Person in whose Favour disability (Auth {\'/Zl’ gyfm gggqtﬁ@sl Medical
Certificate is issued Auth&o’ : arseal)HEALTH

(CountersitharneNH sE3P Hfhe

CMO/Medical Superintendent/Head of
Government Hospital, in case the
Certificate is issued by a medical a1 t--
who is not a government servant (wit-
seal)



Y on
REGIONAL MEDICAL BOARD o,
Govt. Kilpauk Medical College Hospital, Chennai -10. o ;
MEDICAL REPORT
L. Dis. No. 3054/RMB/2019 : Dated.: (0.04.2019

Selvi. V.Sri Gayathri D/o S.V.Raman, No0.29/12, Naidu Street. Mylapore, Chennai - 04.
Identification Marks: -
I.A Blackmole on Right arm.

OBSERVATION REPORT:

History, Neurological assessment and Neurological Evaluation reveal that She has Learning
Disorder as per the opinion of Professor and Head of the Department of Psychiatry.

She is recommended the following concessions during examination,

1. Overlooking Spelling and Grammatical errors.
2. Additional time of One Hour for writing the examination.
3. Exemption from Second Language Paper -Tamil.

I. Dr. Angeline Selvaraj REGIONAL &

TS

(Prof. of Burns&Plastic Surgery )Gﬁ‘n. L :

2. Dr. M.Gectha

(Prof. of O&G) - Member ————
3. Dr. S.Balamurugan RE@SQHA&! :
(Prof. of Neurosurgery ) GOVI. KiLhask ALy ?.ﬁ»..-; - Member

- CHERNAI-10.

&) e
@3_.5.'ZDL !
DEAN

Govt.Kilpauk Medical College Hospital,
Chennai-10




)

REGIONAL MEDICAL BOARD + MEDICAL REPORT
Govt. Kilpauk VMedical College Hospital, Chennai-10

L. Dis.No. BOS/RMB/KMCH 2015 Dated: (& .10.2015

As per the opinion of Professor and Head of the Department of Psychiairy
SANTANG DO Narasiman is 15 vears No:71/73, 1% Main Road. Sathir Nagar, Sriram
Apartments. Adayar, Chennai-21. She is suffering from Dyslexia.

-

Identification Mark: 1. A black mole over lefi side of Chest.

OBSERVATION REPORT

Historv. Clinical evaluation, and Psychometry reveal that she has suffering
from Specific Learning Disorder {(Dyslexia).
She may be given the following concessions during board examination:

1 Eaemption from secend language( Tamil).

> Overlooking of spelling & Ciramatical mistakes.
. Usage of Calculater.

fxra time of one Hour,

tibe for reading questions,

cemption from practical examination,

N

.o Ravichandran, M., Prof. of Chairman
i Professor of Rheumatology) CHAIRMAN

o IONAL MEDICAL BOARD
ST KM CL M CHEN G ALO

2. DeRaju @, ™M -5 Bovh Prof. of Member
(Professor of Orthopedics) MEMBER
(EGIONAL MEDICAL BOARD

TR Al ~ =AD OV O

AT )

. Dr. Vallisathvamoorthy. MD, Prof. of © Member lltolts
(Profassor of Anacsthesin) S
‘CGIONAL MEDICAL BOARD

TUIEAINIA L - ey Ay

'
‘o

/

¥
AN
DEAX M\
Govt.Kilpauk Medical college Hospital
, _Chennai-10.
lqi mli ¥




—— Eﬁwweo sk - - ghl(_g‘
PF DOume : S’W‘m“(\ﬂ E

KX wo : 2218] I

. ' HO

IC\ﬁwﬂdWM

(,kvlo PV v & | \

LM
bhowio™ M B. SUDHAKARAN,m.A.M.Phil(CLPsy).,
RC] Registration No: AG7047
Assistant Professar of Psychology cum
Clinlea! Psychologist,
tnstitute of dlenial Healih, Chennai-10



1. omemgdlent SIS
Disability Certificate

w(mSsuLosnert/Eimeusu SHler Quuwi whmIs sl ' ) .
sTaTHIGLY  sTTT e . St \
Name & Address of the Institute / Hospital issuing the Certificate k_:i)‘\ Foa AT S\ Ay
Certificate No. Date \’K‘Y / ’ ¥ Al 5 -
M@@p’)@mﬂ@&&,&rm WSS IUE M6 & GUUTEILD  ns@mauD oGl
Certificate for the Persons with Disabilities (@S GIeuT) -~ (@Bsia) % HiT)
i Gék'/b/%@w@/@mﬂﬂ Gpdomue) (g Homudm) (p gﬁﬁm;
£l AR R DOGTOR) - (DOCTOR) -
i oy e/ Qi vy erei P it ( (Si 34)"*‘)‘ . (DOCTOR) . {DOETOR) =
unfeaIuMMme /2 L 6 e an (piymeut/Gusid Hmer/Qs sl 5 Hme. : (Seal) “(Seat) O |
(&SOMUEHLILIEUT s6E6L ( %) ostsTT(LpETL WL £ Pt i

This is to certify that Shri/fSmt/Kum_t\. DYANY vARS
seniwifeldaughter of £~ MAranvASAa AW,
Shri
Age_ old male/female, Registration No. o7 2 ET i ey 5 ! G
a case of c.£ i ' e o NI o TR ¥ .
'He/She is physically disabled / vipyal disabled spﬁ_pe - - . ;;gum 2 /m@iu;ztni::?ﬂ:?
disabled and Fas &2 % (2=t r centjEEs" v : b Gmenﬂu‘;

permanent (physical impairment/visual impairment / Speech &g bned by the

Hear'ing impairment) in relation to his/her "upen'ntendenVCMO/Head
@iy , yl (with Seal)
Note |

1. 2araT ST SHETENL (perTGarmmLd oo wé suigws | peGe e
S (PEUTSS) | GO IE SnigliF] | @smmoa i (PSS glgm
This condition is progressive/ non-progressive/likely to improvesgses

not likely to improve” 3 » Ry e

2. ungie gyETREGU NG v Lot biss ; o

Qe UfisgrorssiuL g [ ufid Se0uL_sildana. Gty = > i D,onm‘
Re-assessment is not recommended / is recommended afte 0" 42410

a period of months/years® : )

* Strikeout which is not applicable.

T 5 ﬁ#ﬁ%/mg

g




\.A.

s fEv7 i L] Lo vl il eridai Chae ~i_ 0
aaiiv Ganghi Govt General Hospital, Chennal-3.

. f oy i ¢ ” WO i i { { x‘(h o
Lertificate Mo "°‘< 3| R pe T H b Hetd on: A2 1112016,

Certificate for the person with Learning Disabilities-LD

Thisisio gerttfy that Mr/Mrfselvi - Nye Jies - RAME M AR

Sle, D/o,W/o - G . Ramk muu.. .

Aged_ 3 o .years, isa person suﬁ’ermg from Leammg Disorder with- specmc
impairment in Reading (dyslexia) / spe!i‘ng/ anmmetxc /mo‘or coordiatioii.
Stace hisfher condition resunlta~ ir-a specific- Jmpaxrment -of. scholastic
funictioning he/she may be allowsed the following congessions as permt&ééw ST

TEY e, 4&"‘3&
Lo ammeﬁmﬁhmﬂd&ﬂeﬂaeelwaﬂ‘ééage
, e Extramehourfarwrmngdxeowexam
L 37 overlookingspeliingwistakes
- 4-Ueingealedlater. - ¢ « i -
5. “Allocation of # saribe :

L

This condition is progressiVe['noﬁ progr ESSNZ’,.

*

”1|ke!y to m‘\pvove/ not hkeiy to cmprove.

Reassessmént ts recommended / not recommende-i aftera per‘od of meht’!S/Yea“S-




- Form -1V
Disability Certificate
(In cases other than thos s#¥8kntioned in Forms land Ii 1)

NAME AND ADDRESS'OF THE
MEDICAL AUTHORITY -
ISSUING THE CERTIFICATE

Certificate No. -

:Thls s to certify . that ¢ ;l have carefully i }exa"}mlned’-'
,:__,Shrl/Smt /Kum. _ ST e mp\:,ux 2l Jm,t Gy £
. son/wn‘e/daughter of Shrl cr me s s a0 ‘;f“w éfj . Date of
Birth AL Age _ /{l‘?{ years, male/female '
s R V'V A DR ¥ TOU I LSO
Ty TN T '{‘ padtous i a
Registration No.__- . [ 4774 permaneiit resident of House No.

,;Ward/\/lllage./Street"‘ R 3( P,pst—Of‘flce b BAG "Dlstrlct
| __ ‘State_ i wlqose photograph is affixed
above, and am satisfied- that: he/she is a case of li’ oucts Disability. Hls/her

extent of permanent ‘physical impairment/disability has been evaluated as per guldelmes '

(to be speCIfled) and is shown-against the relevant cllsablllty in t_he table below:-

S. - Disability. . | Affected Diagnosie,__,- Permanent physical

No. | =~ ¢ Impaiv| Part of - -n.mw..ment/mental
. _— " d 3 Body - 5 dlsablllty (m %)
Ij_',,‘la';a,m,mZ;:‘; ot j—’@"l plllly P @ |
| Benints ‘QWW l,..S;'f’Q?SnH e A7 o # %l« _ uill”:

3. Blindness AT 7 Both eyes «’ “ *

4. Hearing l'mpalvred . £ S

3. Mental Retardation | X

6. Mental lliness ' X

(Please strike out the disabilities which are not applicable)
GCP--410-8--4,00,000 Cps.-24-9-2014. {HCL-11) ‘



\?0 Form-1V

= eWER Foa S DISABILITY CERTIFICATE
e CENTER FOR poss : )
i *(%‘cases other than those mentioned in Form II and III)

4

2.3 /// / (NA}{E AND ADDRESS OF THE MEDICAL AUTHORITY ISSUING
A - . ] i-l’ =
KK NaGar CHENHALTE / THE CERTIFICATE)

s @ pras)
N Gt ; (See rule 4) \ 4
ST IRTE R e : ¢

o~

s s s 3 re

- i > n \},}f‘*’;'f’
Certificate No. 9 R | <:/ M/? / 3 5 Daté:f;;s,;sﬁ;;;z—f

'~

This is to certify  that | have carefully B ﬁxa'@if!?&{f'?"”"g

s ¥

| strirsmt/ium.... 020 SESNENR s Sen [ wife daughter of

Date of Birth \lo oY% _AYX Age _\\c years, Male/female
@©OD / MM/ YY)

Registration No.__ C_ dv/ ewe/ 06933 Permanent resident of House

R O e

No. \\ %% - Ward / Village / Street AN QA

Office "V 9~\o. (.\«rN \-i\ District &\Nv\w; State '\\'Qm&)\ \\q&\u\ oo ©

Whose photograph is affixed above, and am satisfied that he/she is a
case of MenTHL maTarDbATION disability. His / her extent of percentage physical impair-
ment / disability has been evaluated as per guidelines (to be specified and is shown against the
relevant disability in the table below.

_S-No. Ve Disabil?ty AffectBe:d;;alt of Diagnosis Permna;lr;irtlatngéséli;;ilt;n;:)na;?eni/
1. | Locomotor Disability @
2. | LowVision # .
3. | Blindness Both Eyes
4. | Hearing Impairment 1 £ .
5. | Mental Retardation X
€. | Mental lilness X




"”ﬂ* 2
. : il - | : A’
2. The above condition is progressive / non-progressive / likely to improve / not
likely to improve. bl :
3. Reassessment of disability is -
A ’L/('L}ﬂ'c?t"neceSSary, o
(ii) is recommended/ after . years___~ ° .months, and therefore
this certificate shall be valid | ; g T
P B - (BD).] (MM)Ar S § &
4. The applicant has submitted the following document.as proof of residence:-
" Nature of Document [~ Date o7 lssu€ | Details of authority
L ' S . o - Issuing certificate
e
np. V. JAET LS 5338 HD
Signature/Thumb Impression of the RESISTANT P

giﬁi%’;;[’e‘;’g‘;’;:u’;g"‘”d;_sab'“fyj . (Authorized Sighdlory.of nolified M

: . kR Authority (Name and seal) .
(Counter-signature'and seal cf the - .

CMO/Medical Superintendent/Heac .

Government Hospital, in case the
- Certiflcate is issued by a medical ai

who is not a government servant (v
seal)



Liisability Certificate

State Resource Cum Training Centre for Differently Abled Persons.
K.K. Nagar, Chennai - 78
(Unit of the Office of the Commissionerate for the Welfare of the Differently
Abled, Chennai - 6)

! *‘i;\\\ P

3 AR mq‘as;,‘pu
Reg No 68191
ASSISTANT SURGEQN
GOVT PERIPHERAL HOSPITAL
K K.NAGAR CHENNAi 78

Certificate No. %‘Q“'ICL/MR“.]Q pate: Fllo]207)

~This is to certify that | have carefully examined
(5]

Shri/Smt/Kum. 8. G\Na W\L}QQ
B . Stva Rumay

son/wife/daughterof Shri_
DateofBith |7 _0& 2006 pge " years, maleffemale [

., (DD/MMY/YY)

RegistrationNo.(‘HN) MR/34QQ 7 permanent resident of House

No. _ sz‘( /3 05 A Ward/\ﬁllagelStreet:KQ_Q%@_;Most
- . = :

CENND |- &

office_ eyl f\Iancx%District state \tamil Nadu

whose photograph is affixed above, and am satisfied that he / she is a case

of {5 - ~ 16— Disability. His/her extent of permanent physical
impairment/disability has been evaluated as per guidelines (to be specified) and is

‘shown against the relevant disability in the table below :-



s 1 Diagnos srpaliment ! monia

[No.| sody | P Ealent © menta
[‘ ’ arsabitity (in%) j
h~ S TR S LI —— T
1 Locomotor | |

L Disability ' !

P e —-—___.._...____.____f
[ 2. | Low Vision 3 .
: -
|

3. | Blindness

4. | Hearing Impaired

0 > =D - It T \\
5. | Mental retardation P min o b S, o e
. i L P D g LR

6. | Mental lllness

(Please strike out the disabilities which are not apphcable)/

2. The above condition is progressive / non- progress;ve, likely to improve / not likely to
improve.

3. Reassessment of disabiify is -
()  notnecessary,
Or
(i)  is recommended/ after years » months, and therefore

this certificate shall be valid till

(DD) (MM) (YYYY)

4. The applicant has submitted the following document as proof of residence :-
Details of authority
Nature of Document Date of Issue | ’ ssuing certificate
Ra Hon :
T Comd DEC - 2e00¢ Cea PP
ST \

A“”‘Of'Zegr%SWHwéﬂﬁkﬁﬂ%%@d&a‘ Authority)

Reg No' 68191 (Name and seal)

ASSISTANT SURGEON
GOVT PERIPHERAL HOSPITAL
K K.NAGAR CHENNA! .78

Signature / Thum impression of the person



Form -1V
Disability Certificate
(In cases other than those mentioned in Forms Il and )

!
NAME AND ADDRESS OF THE '
MEDICAL AUTHORITY
ISSUING THE CERTIFICATE:

Certificate No. S 25

This is to certify ; that I have carefully examined

Shri/Smt./Kum. N PREETHA VELA W -

son/wife/daughter of Shri o NEVAN (- Eeuin R]) __ Date of

Birth ___ % o’ 1999 Age \R _ years, maleffemale__EENMA | £
OD / MM /

Y) |
Registration No. C’H’*}/ Mr 7*’ b bﬁé_rﬁanent resident of House No. _ | © l\?q
Ward/Village/Street \oop TR EET Post-Office ¢ -1 11 Qampﬁistrict
CH -y MYLAPORE  State T Ar\LNADU whosqﬁ f)hotograph is affixed
above, and am satisfied that he/she is a case of Mgara |, Disability. His/her

extent of permanent physical impairment/disability has been evaluated as per guidelines

(to be specified) and is shown against the relevant disability in the table below:-

S. Disability Affected Diagnosis Permanent physical
No. Part of impairment/mental
Body disability (in %)

1. Locomotor Disability @
2. Low Vision =
3. Blindness Both eyes
4. varing Impaired £ ’
5. " Mental Retardation M L) AL VAL

! p o m il i Ta ~bo |
6. | Mental lliness X teadablon )70 4G LySo [

(Please strike out the disabilities which are not applicable)

GCP--410-8-4.00,000 Cps.-24-9-2014. {HCL-11})



2. The above condition is progressive / non-prdgressive / likely to improve / not likely to
improve. _

3. Reassessment of disability is :
(i) not necessary,

Or

\g'm/s recommended/ after !/O years months, and therefore

this certificate shall be valid till

(DD) (MM) (YY)

@ e.g. Left/Right/both arms/legs
i e.g. Single eye/both eyes
£ e.g. Left/Right/both ears

4. The applicant has submitted the following document as proof of residence:-

Nature of Document Date of Issue Details of authority
issuing certificate

Aasthor  Cond s v, 07) Sacld.

| 'y 98ha 92
s 'T-&u ¢
Dr. S. SUJATHA
Reg. No. 618875 aoft
jvil Assistant Surgeot,
v Phaadten V een \Ncs:}\TUTE OF MENTAL SEALTH
. Chennai - 600010
Signature/Thumb lmpressl_on qf_the
Person in whose Favour disability (Authorized Signatory of notified Medical
i icac At Authority (Name and seal)

(Counter signature and seal of the
CMO/Medical Superintendent/Head of
Government Hospital, in case the
Certificate is issued by a medical authority

, who is not a government servant (with
seal)



:;;

1

(In case of minor, Signature
of Parent / Guardian aiong

Seal

dress

with Name and Ad

iy EDAIRGATNT 27 . 5 saiwee z ;3 AP~
13\-5:"&.?‘.3':’?1’525:5’ I f i—i\i?—"\ﬁl— ﬁbsp:fi“;_- Th. s 5:%%;’1“?2'\}
Fa S i i A b 4
CHENNAI 78
IMPAIRMENT / DISABILITY CERTIFICATE
This centificate represents % of physical impairment and not valid for medico Legal
e s A1 T & '; /1 ‘.' /4 d
This is to certify that Ti*:ru;Tn*&'Seévan/Seév:fe"?.‘.gj..‘t"_.’i.“‘.”.%f....iii PRI
< = &« L nVIN A Do
Qg of/ caughter of/ wife of Thiru S QoVIN DAL
; & A Pt N . /ﬂ'\%;yf:»
Aged <. Years old mate/ femaie OP /IP No...... s
3/ ) i . - 4
o e é: Lalk A Waksis
s 2 case of f/Zuu“»t AZ / r ‘
] & ¥ W ﬁ) Z:wl{, | s
’ : . 3 . = " e » 'f g A . e P
©e”/ She is physically handicapped and has e % ( S
e leaze
permanent physical impairment / disability.
Je disability
exceeds 40%
igentification marks
1AM Lk nek
- s, (Dl
Z. o v Py =, P
\ cl ", e / Al
\ ﬁ 1 OGR s . Vall
LR IPREY. é ,{\\'N\\'{\J.
N o
= . o 4 i Pen  TIN BT A 40 i
Signature of the patient = ) g1 Medital Officer

Medical Board for
Physicalled Challenged.

K| Digitally si’g%ed
RAMASAMY b, R amasamy

MANIMEKA MANIMEKALAI
LAI Date: 2023.11.28

15:59:02 +05'30'
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