PLEASE PRINT CLEARLY

Date: 

Disability Client Services 
Disability Support Register 

Dear whom it may concern,

RE CLIENT:  
Name:    

Address:

DOB:

I am writing to confirm that the above person has a diagnosed disability of 

____________________________________________________________
____________________________________________________________
The impact of (name)________________’s condition in the following areas is outlined below:

Self care:

Mobility:

Communication:

Learning:

This is a permanent condition, which results in the need for continuing support.
Signed:

Name:

Title:
Organisation: 
