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Social Service Assistance (Special/Disabled cases)
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Assistance applied for

5. @BEBDOTOE D im.....oiureireiaiieiiieisie ittt R RS seees
aflemiemiugmiuiler G
Name of the applicant
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Name of the Guardian if any (Mother/Father or any other relative)
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Correspondence address of the applicant or the Guardian Telphone No.
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Complete the following section only for equipment/ Nutrition /Medical Assistance.
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(Attach relevant medical records or medical certificates)
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Does the applicant or any other in the family receive Public Assistance/ Samurdhi Subsidy? Yes/No
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Total monthly income of the family
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I hereby certify that the above information provided by me are true and correct to the best of my knowledge.
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Parent or the guardian should sign for the minors and those with cognitive disabilities
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Recommendation of the Grama Niladhari
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I certify that the above applicant is a permanent resident of the Grama Niladhari Division ...................... And the monthly

income of his/her family is .....................ccceeeeeeeeen ... It s recommended that he/she is eligible for the
(recommended assistance).
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Recommendation of the Provincial Social Service Officer after inspection
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Date of field inspection
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Amount of the assistance (Whether a monthly or a one time allowance, if so the amount and if a material the quantity)
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Social Service Officer (Place the official Seal)
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WP/SSD/SA/MR
- Medical Report ‘
 Director of Social Seérvices (W.P.) /Divisional Secretary

, The above named person was exammed DY I8 OB sscsnsasssosssssmunsnsifunsspovsmnasbusi pinivinbiarnsony
‘ (date) and dlagnosed hlm/ her suﬂ’ermg from ORI S (d.lsablhty / ﬂln@ss)

I will recommend h1m / her an artificial lower hmb / artificial upper hmb / caliper
' shoes / white cane / walking stick / pair of crutches / forearm crutches / eye lens / folding wheel chair /
wheel chair with a commode / special wheel chair / tricycle / spectacles / heanng aid / bmlle machine /
walker / hydro mattress / air mattress / financial aid. :
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Note :- A person certified as a low income person by the Grama Niladari of the hvmg area is
eligible for the above facility. ‘



