DISABILITY - NEED CERTIFICATION FOR PERSON WITH DISABILITIES
FOR
o ATTENDANT CARE
 o AUXILIARY APPARATUS 

Name of family member with disability:


Full name and address of professional completing this certification:


Name:




Address:



I certify that the above-named person requires the services of an attendant or the use of auxiliary apparatus to enhance his/her ability to live independently.

The availability of the care or auxiliary apparatus enables:


o
the  person with a disability named above to work, and/or


o
other family member(s) to work.

If further information is required, please contact 

by calling (____) ______ - ________.





Signature

Date



Title

