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ANNEXURE-B

ficate

CERTIFICATE FORTHE PERSONS WITH DISABILITIES
This is to certify that Slgi/Smti/Kumari

."m"m"mnxumnM"an“uQahx ............................................
Son/wife/datlghter of Sri ..... ZJ ........ I...’K\..\..\f\.(tx. ..... —\_(\YD\‘\ .........
Age.3.0....

................................................

..........................................

Impairment) in relation to his/her ........‘.r.f,a.}ﬂ...L.\).N.C.&.Mmih.
i

Note:-

1.

p

The condition is pro gressi\'e/n&grogféigive/ likely to improve/not likely/t‘ojmprm:é.
Re-assessment is not recommended/is recommended after a period of
Months/years.

................

*Strike out which is not applicable.
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