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This is certified that Shri/ Spiti/kam___1#DML  KAME

v o Fa
Son/Wife/daughter of Shri _Lalt DAL AkGAN

’\ H : L= fem m B m i L s ma o A bt
W Identification mark(s) e i3 sufrering from permanent disability

age 4 Sex

of following category :

A, Locomotor or cerebral palsy.

(i) BL-Both legs affected but not arms.
(i) BA-Both arms affected (a) Impaired reach.

(b) Weakness of grip

(i} _BLA-Both legs and both arms affected.

i B = s
\ /)ﬂ/ OL-One leg affected (right or left) (a) Impaired reach.
(D) Weakness of grip
(c) Ataxic.
(v)  OA-One leg affected (a) Impaired reach.
(b) Weakness of grip
(c) Ataxic.

(vi)  BH-Stiff back and hips (Cannot sit or stoop)

(vii) MW-Muscular weakness and limited physical endurance.

B. Blindness or Low Vision;
(i) B.Blind
(ityPB- Partialty Blind.

s Héaring Impairment.
(i) B-Blind

(i) PD-Partially Deaf.

0. s Contd. .

s

ST PR

IS



