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To: Officer-in-charge, Central Registry for Rehabilitation (This document should be issued in the last 6 months)
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“Certification of Disability Type for Registration Card for People with Disabilities”
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This is to certify that the above-named person does not meet the eligibility criteria as set out in Section Il of the “Guidance Notes”.
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This is to certify that the above-named person meets the eligibility criteria as set out in Section Il of the “Guidance Notes”. The
above-named person suffers from the following type(s) of disability:

(I sEARA AR AL VE TV | d B34 o Mayselect v, two or more boxes, if applicable.)

1. . Hearing impairment |:|

2. #.H Visual impairment |:|

3. %48 3 A # Physical disability#

4. 3 #F 13w Speech impairment

[]

5. %I Intellectual disability

6. FF 4 T Mental illness

7. p BFe Autism

8. BF A MR/E W &#  Visceral disability/ Chronic illness#

9.7 4 7 X/ R EB g Attention Deficit/ Hyperactivity Disorder

L L

10. #7548 ¥ #)¥g Specific Learning Difficulties
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According to the assessment conducted on (date) , the disabling condition is likely to last for:
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less than or equal to 12 months more than 12 months but less than or equal to 24 months more than 24 months
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Signature of Allied Health Professional / Office-in-charge*
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Name of Allied Health Professional / Office-in-charge* (Block Letter)
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Organisation / Hospital* Chop (required) Name of Organisation / Hospital*
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Points to Note:

For the purpose of classification, except proved otherwise medically,
Visceral Disability (VD)/Chronic Iliness (CI) and Physical Disability (PD)
(except those wheelchair users whose disabling condition has been certified
as “permanent”) will be categorised as “temporary”, subject to periodic
review upon production of valid documentary proof (“Guidance Notes”
Note 2).

In determining VD/CI or PD, the deciding factor will be the degree of
impairment rather than the diagnosis per se, as follows —

(1) For VD/CI, the focus will be on the degree of severity of the
disease, which should be significant enough to affect major life
activities such as participation in social and economic activities
e.g. employment, social functions, daily life maintenance,
mobility, and the condition should take significantly longer than
normal to rehabilitate; and

(i)  For PD, the focus will be on the disabling physical condition, which is
caused by temporary dysfunction of axial skeleton and extremities
leading to mobility problems.

On the basis of the above definition, stroke, paralysis of limb, rheumatoid
arthritis, low back pain and Multiple Sclerosis, Progressive Neuro-muscular
Disease, Spino-cerebellar Ataxia and Spina Bifida, will be classified as PD
rather than CI.
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