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COUNCIL TAX DISABLED BAND REDUCTION FORM 
CERTIFICATE OF QUALIFIED MEDICAL PRACTITIONER

Certificate In Respect of an Application for Reduction for a Disabled Person


It is my opinion that..........................................................................................................


of .....................................................................................................................................


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


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


(i) is substantially and permanently disabled (whether by illness, injury, congenital deformity or otherwise); and


(ii) as a result of (i) above, needs one or more of the following to the extent that they are essential or of major importance to his/her wellbeing by reason of the nature and extent of the disability:

· a room, other than a bathroom, kitchen or lavatory, which is used mainly by the disabled person and is required for meeting their needs

· an additional bathroom or kitchen which is required to meet their needs

· enough space for the use of a wheelchair where one needs to be used inside the dwelling

Please note that a wheelchair is not required for meeting an individual's need if he/she does not need to use it within the dwelling.
Additional comments, if any.......................................................................................................

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

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

Signature..........................................................................................Date..................................

Capacity.....................................................................................................................................


(doctor, occupational therapist, social worker or other qualified professional)

Name and Address.....................................................................................................................

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

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


