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(NAME AND ADDRESS OF THE MEDICAL 5, 110R ‘r’{,

Certificate No. : C 2~ '\D\kﬂ\\lﬂl'a\m\)ﬁr Date -

This is to certify that [ have care fully examined

Shri/Smt./Kum,
son/wife/daughter of Shri
Birth (DD /MM /YY)

Re 1slral|::-n No.

permanent resident of Ho : Tr 4 ardﬂf ﬂlawww
e
Post O ice ¢

District State 4&4@@%1:2/ = ";."h m

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 evalu

guidelines (._............. number and date of issue of the guidelines to be specified) and is shown

against the relevant disability in the table below :

Sr. Disability Affected | Diagnosis Permanent physical
No. Part of impairment/mental disability
Body (in %)
1 Locomotor disabilitv (@)
2 Muscular Dystrophy
3 Leprosy cured
4 Cerebral Palsv
5 Acid Attack Victim : P
6 Low vision #
7 Deaf € o ~ =
8 | Hard of Hearing £ H : 65" /
9 Speech and Language '
Disability
10 Intellectuzl Disakility
11 Specific Learning "
Disability
12 Autism Spectrum
disorder
13 Mental-ilincss
14 Chrenie Neurolonies]
Conditions -
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Y 16 Parkinson’s disease . H"‘%-.H_ T . _
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Reassessment of disability 5

ﬁ not necessary,

Or

(ii) is recommended / afier

@

. o this certilicale
shall be valid till (DD ‘;W years —__months, and therefor

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 :-

Details of authority issuing certificate

Nature of Document Date of Issue

A oun) ?/PTLLO Onvf Deelr 0.

Signatory of notified Medical Authority)
(Name and Scal)

Countersigned

(Authorised

{

{Countersignature and scal of “"’Z

C MO/Medical Supcnntendmtr‘ll-.ad of
Government Hospital, in case the
certificate is issued by a medical

<

servant (with seal)}
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UNIQUE DISABILITY © (72,

Government of India MM‘* b o

A9 / Name

anuaim] allemnid”

Ashwathy Vinod

UDID

KL1490019990122571

Disability Type N .f;f.‘i :_

Hard of Hearing ﬂ'ﬂ"x. h;;

Year of Birth % of Disability e

1999 67% (Sixty Seven Per:enﬂ.

Date of Issue  Valid upto (i'"‘"'““;__) e

21/03/20272 Permanent | , A - -
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UNIQUE DISABILITY ID

Government of indi

- STATE ID:
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..-'f Aadhazar No,
Bt dokoieddcicek 3 5 15
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T _.'..p-f _...!-"Hf-
et _Aldress of the Card Issuing Authority State/District

-

=" level
Dmo Office, Thiruvananthapuram,
Thiruvananthapuram, Kerala
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