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No. 1908 S
Extract from the Minutes of the meeting of the House of Representatives held on Tuesday,
October 6, 2021:

PUBLIC BUSINESS

The Honourable Karl Samuda, 07, CD, MP, Minister of Labour and Social Security, moved the
following motion:

THE DISABILITIES ACT, 2014
THE DISABILITIES REGULATIONS, 2021, RESOLUTION

'WHEREAS by virtue of section 46(1) of the Disabilities Act, 2014 (hereinafier referred to as the
- Act), the Minister may make regulations to give effect to the purposes of the Act:

AND WHEREAS section 46(3) of the Act provides that regulations made under the Act shall
be subject to affirmative resolution:

AND WHEREAS on the 21st day of July, 2021, the Minister made the Disabilities Regulations,
2021: .
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NOW, THEREFORE, BE IT RESOLVED by this Honourable House as follows:
1. This Resolution may be cited as the Disabilities Regulations, 2021, Resolution.

2. The Disabilities Regulations, 2021, which were laid on the Table of the House on the
21t day of July, 2021, are hereby affirmed.

Mr. Mark Golding also spoke on the motion.

Seconded by: Mr. Robert Miller.

Agreed to.

I certify that the above is a true extract from the Minutes.

VALRIE A. CURTIS, CD, BHM), JP
Clerk to the Houses.

No. 190C

Extract from the Minutes of the meeting of the Honourable Senate on the 22nd day of October,

2021:
PUBLIC BUSINESS

Senator the Honourable Kamina Johnson Smith, Minister of Foreign Affairs and Foreign Trade
and Leader of Government Business, moved:

THE DISABILITIES ACT, 2014
THE DISABILITIES REGULATIONS, 2021, RESOLUTION

WHEREAS by virtue of section 46(1) of the Disabilities Act, 2014 (hereinafier referred to as the
Act), the Minister may make regulations to give effect to the purposes of the Act:

AND WHEREAS section 46(3) of the Act provides that regulations made under the Act shall
be subject to affirmative resolution: '

AND WHEREAS on the 21st day of July, 2021, the Minister made the Disabilities Regulatiotis,
2021: : ' _

NOW, THEREFORE, BE IT RESOLVED by this Honourable House as follows:
1. This Resolution may be cited as the Disabilities Regulations, 2021, Resolution.

8th day of October, 2021, are hereby affirmed.

Senator Lambert Brown, Seantor Kavan Gayle and Senator Floyd Morris also spoke on the
motion.

2. The Disabilities Regulations, 2021, which were laid on the Table of the Senate on the

Seconded by: Senator Kavan Gayle.
Agreed to. ‘
I certify that the above is a true extract from the Minutes.

VALRE A. CURTIS, CD, BHM), P
Clerk to the Houses.
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THE DISABILITIES ACT, 2014
THE DISABILITIES REGULATIONS, 2021, RESOLUTION

WHEREAS by virtue of section 46(1) of the Disabilities Act, 2014 (heréinaﬁer referred to as the
Act), the Minister may make regulations to give effect to the purposes of the Act:

. AND WHEREAS section 46(3) of the Act provides that regulations made under the Act shall
be subject to affirmative resolution:

AND WHEREAS on the 21st day of July, 2021, the Minister made the Disabilities Regulatioﬁs,
2021:

- NOW, THEREFORE, BE IT RESOLVED by this Honourable House as follows:
1. This Resolution may be cited as the Disabilities Regulations, 2021, Resolution.

2. The Disabilities Regulations, 2021, are hereby affirmed.

THE DISABILITIESACT

THE DISABILITIES REGULATIONS, 2021

In exercise of the power conferred on the Minister by sestion 46 of the Disabilities Act, the

following Regulations are hereby made:—
Citation. 1. These Regulations may be cited as the Disabilities Regulations, 2021.

Interpreta- 2. In these Regulations—
tion.

“gpplicant” means a person with a disability ora caregiver, who submits
an application to be entered in the Register kept under regulation
9,

“Certificate” means a Certificate of Registration issued pursuant to
regulation 3(2) or (4);

“Register” means the Confidential Register kept under regulation 9.

Application 3.—(1) For the purposes of section 14 of the Act, an application for

fx istra-
t?;nr_eglma registration of a person with a disability shall be made in the form set out as
Form 1 of the Schedule, accompanied by such charge in respect thereof as may

Schedule, be imposed under the Act.
Form 1. '

(2) A person with a disability who, prior to the appointed day, was
registered with the Jamaica Council for Persons with Disabilities (as
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Schedule,
Form 3.

Review of
decision of
Council.

unincorporated) shall submit an application in the form prescribed as Form 2 of
the Schedule and on receipt of the application the Council shall—

(a) issuea Certificate of Registration in the name of the person witha
disability, in the form set out as Form 3 of the Schedule; and

(b) enter the particulars, of the person with a disability, in the Register
kept pursuant to regulation 9.

(3) An application made under paragraph (1) shall be submitted to the
Council, accompanied by a report completed in ali relevant respects in the form
set out as Form 4 of the Schedule and signed by a registered medical practitioner
or a specialist trained in diagnosing or treating the disability concerned.

(4) The Council shall review the application submitted under paragraph
(1) within thirty days after the date of submission (or if such review-cannot
practicably be completed within that time, then within such time as is reasonably
practicable), and where satisfied that the person in whose name the application
is made is a person with a disability—

(a) issue a Certificate of Registration in the name of the person, in the
form set out as Form 3 of the Schedule; and

(b) enter, in respect of the person, the particulars prescribed under
regulation 9(3), in the Register.

(5) Where upon the review of an application made under this regulation,
the Council is not satisfied that the person in whose name the application is
made is a person with a disability, the Council shall refuse to approve the
application.

(6) Where the Council decides to refuse approval of an application
under paragraph (1), the Council shall inform the applicant, by notice in writing,
and in appropriately accessible format if the case so requires, including the
reason for the refusal.

(7) The Council shall send the notice referred to in paragraph (6) to the
applicant, within fourteen days after the decision.

4—(1) The applicant concerned may apply to the Minister for review ofa
decision of the Council—

(8) to refuse approval of an application under regulation 3(1);
{b) notto renew a Certificate on an application under regulation 6; or

(c) under regulation 8, to revoke a Certificate.
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(2) An application under paragraph (1) shall—
(@) be supported by reasons as to why, as the case may require—

(i  the person with a disability in whose name the
application was made shall be so registered;

(i) the Certificate should be renewed; or
(i) the Certificate should not be revoked; and

(b) be made within twenty-one days after the date of the service, on
the applicant, of the notice of the decision.

(3) Areview for the purposes of paragraph (1) shall be conducted by a
panel appointed by the Minister, comprising the following members—

(a) a representative of an organization relatihg to the disability
concerned,

(b) aregistered medical practitioner, or a specialist trained in diagnosing
and treating the disability concerned; and

(¢) a representative of the Ministry with responsibility for health,
nominated by the Permanent Secretary in that Ministry.

(4) The review upon an application under paragraph (1) shall be
completed within sixty days after the Minister receives the application (or if the
review cannot practicably be completed within that time, within such longer
time as is reasonably practicable), and—

(a) the panel shall forthwith communicate its decision in writing to the
Council; and

(b)  the Council shall within ten days after receiving the panel’s decision
(excluding Saturdays, Sundays and public holidays) serve a copy
of the decision upon the applicant.

(5) Where the decision communicated under paragraph {(4)(a) is that-

(a) the application for registration should be approved, the Council
shall enter the particulars of the person with a disability in the
Register and issue a Certificate, in accordance with regulation 3(4);

(b) the Certificate should be renewed, the Council shall renew the
Certificate, in accordance with regulation 6; ot

(c) the Certificate should not be revoked, the Council shall restore the
Certificate (and, for the avoidance of doubt, the period of validity
of a restored Certificate shall be five years from the date on which
the Certificate was originally issued).

Validity of 5.—(1) Subject to paragraph (2), the Certificate issued under regulation 3,
Certificate.  shall be valid for the period of five years after the date of issue, unless revoked
in accordance with regulation 8.
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(2) A certificate issued to a person with disability under these
Regulations shall cease to be valid on the date of death of the person with a

disability.
Renewal of 6.—(1} An application for renewal of a Certificate shall be—
Certificate.
_ (3) made to the Council, not less than sixty days before the expiration
Schedule of the Certificate and not more than six months after the date of
Ffm.:lsu2 and expiration of the Certificate, in the form set out as Form 2 of the
4. Schedule; and
(b) accompanied by such charge in respect thereof as may be imposed'
under the Act.
(2) Where an application is made for the renewal of a Certificate and the
person—

(a) remains a person with a disability; and
(b)  has been diagnosed, with a new disability,

the applicant shall give details of the new disability in the application for
renewal and submit in respect thereof a report in the form set out as Form 4 of
the Schedule, signed by a registered medical practitioner or a specialist trained
in diagnosing or treating the disability concerned.

(3) The Council shall, within thirty days after receiving an application
made under this regulation for renewal of the Certificate, review the application
and if the Council—

(a)  is satisfied that the person who was issued the Certificate remains
a person with a disability or has acquired a new disability, the
Council shall— ‘

() . approve the appli\cation in the name of the person
with the disability,

(i) issue anew Certiﬁcate, in the Form set out as Form 3
of the Schedule;' and

(i) inthe case of 1e acquisition of a new disability, shall
ensure that the Certificate reflects the new disability;
or

(b) is not satisfied that the person who was issued the Certificate is a
person with a disability (whether the same disability which formed

the basis for the issue of the Certificate or a new disability), the
Council shall—

()  refuse the application; and
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Notification
of secondary
or subsequent
disability.

Revocation
of Certifi-
cate.

Confidential
Register.

(i) within fourteen days after the date of that refusal,
inform the applicant of'the refusal, in writing, and in an
appropriately accessible format if the case so requires,
giving the reason for the refusal.

(4) Where an application for renewal is not made within the time referred
to in paragraph (1) and the person in whose name the Certificate is issued
requires a new Certificate, the person shall make a new application in accordance
with regulation 3(1).

7. A person with a disability who is registered under this Act, or that
person’s caregiver, shall notify the Council in writing of any secondary or
subsequent disability acquired by that person, or confirmed in respect of that
person, after the date of registration or renewal of the Certificate, and the
person with a disability or the caregiver (as the case may be) shall provide
information as to—

(@) the date or approximate date the second or subsequent disability
was acquired or confirmed (whichever applies);

(b) the nature of the disability; and
(c) the type of disability.

8 —(1) ACertificate shall be revoked by the Council if the Council reasonably
believes that the application for registration, or any information submitted to
the Council in support thereof, is false or misleading in any material particular.

(2) Within fourteen days after deciding to revoke a Certificate, the -
Council shall notify the applicant in writing in an appropriately accessible
format, of the decision, and such notice shall state the reason for the revocation.

9.—(1) There shall be kept a Register to be known as the Confidential
Register in which shall be entered the particulars in relation to a person with a
disability issued a certificate under these Regulations.

(2) Subject to the provisions of this regulation, the Register shall be
kept in the form determined by the Council (which may include electronic
form), and the contents thereof shall be kept confidential and shall be accessible
only by—

(1)  the Executive Director; and

{b) such other persons employed by the Council in the administration
of the Disabilities Act and authorised by the Executive Director to

access the Register.

(3) The particulars referred to in paragraph (1) in relatlon to a person
with a disability shall include—

(a) name;
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(b) address;
(¢) date of birth;
(d) nationality;
& sex
() marital status;
(8) the date or approximate date the disability was acquired;

(h)

1)

®
)
(m)
()
(0)
®
(C))

®

the type of disability including—
{d blindness;
(i) deafness;
(i) hard of heating;
(iv} physical disability;
(v) mental illness;
(vi) intellectunl disability
(vii) developroental disability;
(vii) speér:h; and
@ visual impairment;
the nature of the disability;

- the date or approximate date of any secondary or subsequent

disability acquired or confirmed after the date of registration;

the nature of the secondary or subsequent disability;

the type of the secondary or subsequent disability;

information relating to the current education level or the education
level which has been attained by the person with a disability;
information relating to any changes to the education level of the
person with a disability;

the 'emplayment history of the person with a disability;

the name and other particulars of the caregiver including the
caregiver’s address, the caregiver’s relationship to the person with
a disability, training of the caregiver if applicable;

any changes to the particulars provided in respect of the person
who is the caregiver of the person with a disability;

the date of registration under this Act;
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(s) the date of migration of a person with a disability who is registered
under this Act to another jurisdiction.

(4) In this regulation, the nature of a disability refers to—

(@) in the case of a congenital disability, a condition present at birth;
or

(b) inthe case of an acquired disability, a condition developed during
the lifetime of the person with a disability.

(5) In this regulation, “developmental disability” means a group of
conditions occutting during the developmental period of childhoed, which
lasts throughout the person’s life, and manifests in one or more of the following
impaitments—

(2) physical;
(b) learning;
(c) language; or
(d) behavioural.
. (6) A person who is or has been employed by the Council shall not
disclose any matter contained in the Register, except as required under, or for
- the due administration of, the Disabilities Act ot as provided for under any
other law,
(7) A person who contravenes paragraph (6) commits an offence and

shall be liable, on conviction therefor before a Judge of a Parish Court, to a fine
not exceeding one million dollars or to imprisonment for a term not exceeding

twelve months.
Alteration 10. The Council may alter or correct any entry in the Register—
and
cotrection to (a) where the Council verifies that the entry was incorrectly made; or
Register. -

(b) in circumstances where information is received from the person
with a disability or the caregiver as to the status of the person with
a disability, subsequent to the particulars being entered in the
Register.
Council shall 11.—(1) The Council shall implement appropriate procedures for ensuring

implement  the information contained in the Register is up-to-date.
procedures to

keep Register (2) Where the Council is satisfied that a person with a disability has
up-to-date.  aequired a new disability, the Council shall update the Register accordingly.
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(3) The Council shall remove from the Register the particulars of a
person with a disability—

(3 where a decision has been made—
(i  torevoke the Certificate; or
(i) notto renew the Certificate;
(b) who is deceased; or
(¢} for any other reason determined by the Council.

Certificate 12.—(1) Where a person with a disability who was issued a Certificate -
L‘;ﬁ:&zt‘ﬂ:ﬂ Of proves to the satisfaction of the Council that the Certificate so issued (“the
poyed. original certificate™) was lost, stolen or destroyed, the Council shall issue a
new Certificate upon the payment of the charge imposed under section 6(2)(c)
of the Act.

(2) A certificate issued under paragraph (1) shall be valid from the
date of issue of the original certificate.

Lessee may 13—1) A lessee of premises, who intends to make alterations to those
;chl']lll‘:isstsion ., Premises, shall make a request to the lessor in accordance with section 38(1) of
alter the Act, and shalt do so in the form prescribed as Part A of Form 5 of the
premises, Schedule.

Schedule,

Part A, Form

5. (2) In support of a request under paragraph (1), the lessee shall

submit a drawing, plan, diagram, specification or other document, which
delincates the proposed alterations to the leased premises.

(3) The drawing, plan, diagram, specification or other document
submitted in support of a request under paragraph (1), shall be prepared and
signed by a building practitioner approved under the Building Act, or any
other person duly registered, licensed or otherwise authorised to prepare the
same under any other law or enactment.

(4) Where the lessor of premises receives a written request in

accordance with this regulation, the lessor shall communicate consent or

gart- B, Form refiiga], of the request, in the form set out as Part B of Form 5 of the Schedule.

Service of 14.—(1) A notice served pursuant to section 42 of the Act shall be
documents, transmitted—

(a) by post to the person’s last known place of business or abode;

(b) by facsimile or any other mode of electronic transmission to,
respectively, the person’s last known facsimile number or electronic
mailing address;
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(¢) in the case of a body or association of persons, to that body or
association at its registered or principal office.

(2) Service under this regulation shall be deemed effected—

(a)  within twenty-four hours after transmission by facsimile or other
electronic mode; or

(b) within five days after the date of posting.

Fees. 15. Before imposing any charges pursuant to section 6(2)(c} of the Act, the
Council shall cause a notice of the charges to be published in the Gazette.

®




1582F"

PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE

FORM | (Regultion 3(1))

e

TN

OV LANAK'S -
HINTITWY £ LA
& BERCTAL MRS AR T

JAMAICA COUNCIL FOR PERSONS WiTH DISABILITIES

APPLICATION FORM
* (Purewan to section 14 of the Disabilities Act)
"y INSTRUCTIONS: ™ ..

1. This sppdicatiou I to be compieted In BLOCK CAPITALS osing binek or bius ink peo;

I Tick () boxes whare spplicatieg
Ik Whee the i Han I ot spplienbls i yon, indioate by writiag N/A

[

3 Birth Certificats NUMBE.....c.oovoeemrenraecresscrrn s semnerne 4. ‘Nations] Identification Number .., ,...c.corensmsuin

5  Name O Mr O Mixe Q Mm.

arerbmrn bl e

6 Siato il vtier names {itluding maiden rame) it you have bae known by.

R T T B L L LT Ty

7. Musital Statuy

O Sivgle O Common-Law O Muried O Separsted O Widowed - 0O Divorped

3. Sex 9, Data of Birth 10. Natienality 1L, Parisb, Cowniry of Birth

O Mele d Femble .....oonodiindioe e R T vt b o

12 Home Addro ' © B Muiling Addvews {f different from Hopes Addrszn)

B PR T I PIRNU U LTy SN

. E:inall Addreas;

R T R I

{Home,

16.  Name and Addrers of Nexi of Kin ....c..ocoiiermemeiesiions
(Namia)

17.  Nextof Kin Comact NUMBES). ..o cirereanrnmnin oie simeirsn irreinissscressenrs sieisatane
Fitoine

18.  Are you the hesd of your household?
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SCHEDULE, conid.
ForM I, contd.

O Fether/Husbend
SUECTHON A st

Indicate the Mumbai of Dapendants: .......... 0. Aye(s) From ...
r¥oungens Axz) :

21, Indicate the Type of Disshility, If the applicant bhan mans than one Disabllisy plense indieate: ) i

0 Blind L Deaf O Hard of Hearing O Pliysical O Memnl llnes

O Visual Impeirment 0 speech » O  inselleciual 0O Developnicnial Disabillyy

01 Muliphe (liek them) T OWeT (BPEilY): sovraacrn i rirncs inranmmin i ecobm e brm et by e tr s bhrd o b d e bamr e r ek bR rim o .
3. Appraxi Dite of Dissblansent:
23, . Nt of Disabiliry: [ Congenits]

Parsons to be notified in cane.of envergency:

Pl piniise Fobaion bip

15,

EDUCATIONAL BACKGROUND
Tndiczte Iass sahoo] complsted
O Early Childhood 0O  Primary O Secondery ’
O Tertiary O Vocadonal Trainhg [ Mone
26. Indivate Emj:loyment Statun:
O Erploy=d 0 Unemployed O SetfEmploynd 3  Sensanal Employment

O Unemplayable (usable to gai paid snployment becsuas of 8 Inck of kilts or qualifi¢aiion} ] Siudent

SECFPION B

Nationat Insurance Musbar: ........coevveen 380 TRNE s s 2 Ntional Identitication Mumber. .....ooouane e

7.
30.. Tems of Curegiver 0 Mr. [ Misa £ M,
o S s W rmm.
.31, Stae &]) ofher nsmey {:neloding maiden matme) ihat you bave been known by
3. Sex 33. Date of Birth
Mplo I:!- Female D [ Jainn i eeeenes s

e Mondy Dy Conuing
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SCHEDULE, contd.
ForM I, contd.

35, Home Address of Caregiver 3.  Mailing Address (if different from Home dddress)

3. E-mmii Addresn: ... i,

38, Contect Hurber(sl: .vvieacrs PP, T O Y SN
L) (L : thiubil)

39.  Relaticnship (o Uie persor with disabilityz ... o immmeemen s i o e s e o

40. Training Atteined, if any:

DO AN ANDELERTIE AT ION

Po b vomp el by sl splicansCa

APPLICANT’S DECLARATION AND SIGNATURE .‘
]

1 hereby declure that the information given in this application is true and correct to the best of my;
knowledge and bellef. It is understood that my application may be refused In the event I give-any
information that Iy false or misleading.

Signaturs ar Marlk of Perkon with & DISEDIIEY .v1vvsseeisvesiunnseicimm o v sscss ot rsmss smee s aanast e bar 4 s e aprenneemme s s emnann

Year Marth Day

Signature or Mark of CaTOBIVEE .. ...\ vtiriterr e icscarsimassinersenss st asrabrremns iassrsios e yoze rees bsemraramrrs s rrbes ses g s srmn s on

Fors  Mowih Day

WITNESS® CERTIFICATE AND SIGNATURE

ANSTRUCTEIONS; To e completed by an applicant who b uasble te resd snd welte due to Rner, ﬁmbmw or iiliteracy.

| horeby eritfy that the appllcant made the y mark o the Deciaration In my presence after same way [irst ixplaloed to
him/her avé hefthe indicated that hefskie Fully understood.

NBIBE OF WIRGRE. 1011t yraerrns e n s araas s ettt ns et s yonsern OUCUPALON .1 1uvsiimess ke erseses danbeerescrare s rpsssscrat e mes e

| QUBBREITION 11 it iribirmmsie vmsear s srsee v arss s rmes s aber s s bspnenensssmene AR it e e res arcres rr s sr s e vennseee

Arkeerbiekaany s CrmmANAREE AL e

Nume & SIgnainnt of WHISSS....oviv. conr e ver s aenessmemers cnene ORI NUIRGE ot ccierne o s eee DBbnrr o] R

N.B. T!us fiatw e ko witnessed tiy Ry of the named perszms: A Justice of the Peace, a Medical Doctor, & Principal/Senior Tescher,
a Minister of Religion. a Senior Sopial Worker, an Aunmy»u—Lm%. or & Parish Maueger for the Ministry of Labour and Social
Security.
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SCHEDULE, contd.

ForRM 1, contd.

Nationa) Insurance, Ne

FOR OFFICIAL USE ONLY

DATE RECEIVED

—

 Checked by: Narne

Bigneture _

Date

Documents received from Applicant/Caregiver:
[ Drive'sLicenieie .
[0 Eiestoral 1D Ne —_
{0 Paasport M
[ Birih Certificate Ne
O Taxpayer Reg. N9
[1 Maringe Cextificate N2
DO Cther

—et e

Verified by: Name:

Sigoature____ . _ _ Dale

1582¢"
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SCHEDULE, contd.

FORM 2 (Regulations 3(2) and 6(1))

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

Application to be antered on the Confideniial Register
{Pursuant to section 14 of the Disabilities Act) .

FART A

PARTICULARS OF PERSONS WITH DISABILITIES

National Insrance NUmber ........ieeeierrnnnnee.. 2.TRN ......eeersn T
}  Name: . -
Surneme; Christian Name: Middle Name; \
{2 Home Address: ' — .
Street: Town/District: Parish:

3. Mailing Addreas if different from Home Address:

Street: © | Town/District: Patish;

4. Dats of Birth: 5, _INationality: 6, Sex:
(dd/mm/yyyy) Male O Femnale O

7. Marital Status:
Single I Widewed (1 Separated O  Divorced O Married O Common-Law Union O

8. Date D.sebility Acguired

Exact Date: (dd/mmfyyyy) | Approximate Date; (@/mmlyyyy)

9. gﬁrc:;m_'aﬁﬁéﬁ Blindness O Deafnets O Herd of Hearing . O
tcate with 2 Hek) | phyalcal Dissbility 0 Mental Iliness O Intellectual Disshility O
Speech Impaitment O - Visual Impairment 0 Developmental Disability O
0 Other........ocovevvinvne, Vreesbessrerininis

10.  Neture of Disability:

Congenital O Y Acquired O

1l. _Dete of Sscondary/Subsaquent Disability:

Date Acquired: (dd/mm/yyyy) | Date confirmed:
(dd/mmiyyyy)
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SCHEDULE, contd.
FORM 2, contd.

12. ;}pe ofSetcouduryf Blindness o Deafness O Hard of Hearing o
ubsequ
Disabil ty: (indicate | PHYsical Disability O Mental liness O Intellectual Disability 0
with a Hok): Speech Impeirment (3 Visual Impainnent O .Devalupmentll_ Disabilityd
O Other..vveeirneriien.. ierrivases Cemeesenrar
13. Cuoent Education Level;
Early Childhood ] Primary D High Bchool O
Vocatonel Training 0O Tertiery O "Nene 1
i4. Esm}:;wment Stams: | 0 grudent T Employed ° [ Scasenal employmei
(Specify) OSelf-employed 0O Unemployed
O Unemployable (unable to get paid employment because of a inck: of skill
ar qualification}
PART B

PARTICULARS OF CAREGIVER

15. Name:

Surmame: Christian Name: ] Middle Name:

16. Relationship to the person
with disability: (Please state)

17. Home Address: S
) Street: Town/District: Parish:

18. Mailing Address if
different from above:
Streci: Town/District: J Parigh;

: Training Attained, if any

I hereby declare that the Information given in this applicwtion is true and corrcet ta the best of
my knowledge and belief. 1t is understoad that my application may be réfused In the event 1
glve pny nformatlon that is false or misleading.

Signature or Mark of Person with Disability : Date: .
Signature or Mk of Curegiver (whare applicable) ' Date
«
FOR OFFICIAL USE ONLY
/ Received B;:: \

- (Print pame)

Signature:

Date Received

Approved By:
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SCHEDULE, contd.
FORM 2, contd.

(Print name)

Signature:

Date Approved:

(Rggu!aii‘on 3(2)
and (4))

FORM 3

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

Certificate of Reglstration
{Pursuant to sectivn 13(4) of the Disabillties Act)

Photograph -

This is to certify that
= (Full name in Block Letters)

has been registered as a person with diéability

(Type of Disability)

pursuant to the section 13 of the Act as at
: (Date)

This Certificate of Registration i valid for five years with effect from
, uniless revoked,

(Date)

Drated this

day of , 20

Signed by’

Executive Director
Jamaica Council for Persons with Disabilities




‘Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS

SCHEDULE, contd.

If this certiffcate is.found plense return o the Jamaics Council for Perscne with Disubilitkes at

FORM 4 : (Regulations 3(3)
' and 6(2))

JAMAICA COUNCIL FOR PERSONS WITH DISABILIﬁES

ELIGIBILITY REPORT- ADULT
FUNCTIONAL ASSESSMENT

“The purpose of chis. rapart Iz to provide verification of disablitty (les) for ragl ion of tha 3 !
with Dissbilitas (JCPD) to reotive the pecessary suppoct services for bncl ta Jamal aclet;
Form 13 to be completed n BLOCK letters

Tide: Mr.[] Miss[ 1 Dr[J Professor (]

Mete [

Last Name First Name Muidle Name Femuale O

Name:

Address:

Contsct Number:

E-mail Address:

Usual or Previous Occopation:

' Current Otcupation (if any)

Functional Assessment- to be completed by General
Practitioner/Orthopedic Specialist

Indicate ability, in words, e.g. “moderate,” “weak,” *poor,” “nil™ and percentages
Use of Upper

e L,
tretTinntd

Use of Lower Limbs




PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18,2021 -

SCHEDULE, contd.
FORM 4, contd.
Walkiug Stambing: Balane Wneeling

(sl 5 e ey : (]
(v

RIGHT | LEFT

Ability to

Sapepd 3 i v Fneripe Climh Travdd s Si Sl

\NEEN

Description of work: Physieal Effort Description of Work: Work Tolerance

Mucel Little

Specifle Limitations/ Restrictions:

Summary/ Overview:

I hereby cortify that the information provided by me is true to the best of my knowledge.

Name of Doctor:

Official Stamp
Signature of Doctor:

Date: ! /
Day Mouth Year
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SCHEDULE, confd.
FORM 4, contd.

CEACR-AEER

(R JAMAITA
ALINEENY OF LABOUR
S HOCHAL BRCUIITY

JAMAICA COUNCIL FOR PERSONS. WiTHcBISABlLITIES

' ELIGIBILITY REPORT- ADULT
HEARING ASSESSMENT

The purpose of fhis report & 0 provide verificstion of disabilliy (ied) for re;htruhm el’ the Jnmnien Councll for Persaan
with Diauldlitles (JCPD) to recelve the occcass iy support servicer far inclusi

Form is to be cempleted.in BLLOCK iatters

Tide: Mr.[] Miss[ ] Dr.T 1  Professor [ ]

¥

Name: . Male []
Lust Name First Name Middie Name. Female 0

Address:

Contact Numbesr:

E-majl Address:

Usual or Previous Occupation:

Current Occupation (if any)

Hearing Assessment — to be completed by an Audiologist/ Approved -
. Clinician

Hearing: Left 1

Right ]
3oth ] -

Degree of hearing loss: dB=decibels

) Mg Sounds softer than 25 dB to 40 dB are not detected
Modarate Sourids softer that 40 453 to 65 dB are not detected
Severs Sound sofier than 65 dB to 90 dB are not detected
Profound Soninds sofier than 90 dB are not detected

Cause of Disability/ Etiology:

Summnary:




1582F"

PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
ForM 4, contd.

MAIN MEDICAL PROBLEM(S) /n order of priority;

RECOMMENDATION(S) Whe will implement them.

CRITERIA for IMPROVEMENT:
1 hereby certtfy that the Information provided by me is true to the best of my knowledge.

/ !

NAME AND SIGNATURE OF DOCTOR Day  Month Year

SIGNATURE OR MARK OF APPLICANT Day Month Year

Official Stamp '




Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS

SCHEDULE, contd.
FORM 4, contd.

SBOVERNMENT

CHF JARLAICA .
MINICERY D LABULN
& MTAL SECURMTY

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

ELIGIBILITY REPORT- ADULT
MULTIPLE DISABILITY

The purpose of thia report s ts provide verification of dignbillcy(ies) Tar ragisiratlon of the Jamalca Council for Persons
with Disabiliticn (JCPD) o recalve the necessary suppart services for ncusion in Jamuican soclety.

Ferm is to be completed in BLOCK letters

Title: Mr. (] Miss[] Dr. E]  Professor £ -
Male 1

Name; . _ :
Last Name First Name Middle Name Female J

Address:

Contact Nnmber:

E-mail Address;

Usual or Previgus Ocenpation:

Curvent Oceupation (if any)

Psycho-educational/Psychological Assessment - to be completed by
Registered Psychologist (e.g. Educational or Clinical)

Primary Disability (whet fumction is affected):

Date of Initial Diagnosis: { / Age at Disgnosis:
. Pay Maonth Yesr

Secondary/ Associated Disabilities (specify):

‘Nature of Disability: Congenitsl [] Acquire¢ [
Levels of Infellectual Disabilitles & Support Required:

ild: Intermittent [_]Moderate: Limited [ 1Severe: Extensive [ ] Profound: Pervasive
{1 Unspecifiad Intellectual Disability (Adults whuo gre untestable) :

Name of Clinjcian/Doctor:




15828 PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
FORM 4, contd.

Address:

Telephone:

Date of tast Psychological Evaluation: 1 7/
Day Month Year

Madical/ Health Conditions:

(Please atiack proof of evialuation to this form)

‘Medical/ Health Problems:

Mame of Person Completing Formi:

Address: . . .

Telephone #: Cell:

I herchy certify that the information provided by me is true to the best of my knowledge.

Signature; Date:

Officlal Stamp

'I /
SIGNATURE/ SPECIAL STAMPS/ MARK OF APFLICANT  Day  Month  Vear-

Complete this section if person has Physical Disabilities

Funetional Assessment - to be completed by General
Practitioner/Orthopedic Specialist

Incicare sbility, in words, e.g. *moderate,” “weak,” ‘_'poor," “nll” and percentapes

LY BITT D Beaching

IO N IR




Nov. 18, 2021]

PROCLAMATIONS, RULES AND REGULATIONS

1582F

SCHEDULE, contd.

ForM 4, contd.

ti=e ol Linl

Willing,
(Bisamee: Preguaninedy

foncelinge

RIGHT

Mor ahie 1o
use Lty

Puslel'ull
(ks distaneed

LATCarey
ISR FELH

dinlitnees

Stonpiliendd

Repelilivey Clith Travelta SH Standd
Faled vtk

(I NN MW

distine]

Description of work: Physical Effort

Description of Work: Work Tolerance




1582F" PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
FORM 4, contd.

Specific Limitations/Restrictions:

Summary/Qverviews:

I hereby certify that the Information provided by mo 13 trae to the best of my knowledge.

Dactor:
Nume of Dactor Ofclal Stamp
Signatiive of Doctor: ‘

Date: /£ f
Day  Month Year
To be completed If client has psychiatric digorder or meuntal ilinezs -

Psychiatric Evaluation (Ages 18 and over)- to be completed by
Psychiatrist

Name:

Date of Birth: _

Age:
Bex:

VIarital Status;

Place of Birth: ) ‘ 1

DHagnosiz(es):

Age at which diagnosls was flrst made:

Progreas of [liness
Improving [ | Improved Stable ] Deteriorating O F_luetua.ti.nsl] Other State[_]

Pregeribed treatment: Medication/Psychotherapy/Oceupational Therapy!
Other (Stats)

Lavel of complisnce with treatment: Yery Good/Goad/Fair/Poor

{Explain)
L2
Level of Functioning
Normal Mildly Improving Moderatsly Impzired Seversly Impaired
: |




@
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SCHEDULE, contd.
FORM 4, contd.

Level of social and family suppori:
Y Good Good Fair Poor
™ -

(Expinin):

Lives Independently: Y/N

If no, explain with whom:

Is disorder 11kely to be?
Short Term [
Permanent [}

Other (explein):

Recommended timne for review of this form:

Additional Comments:
1 hereby certify that the information provided by mie is true to the best of my knowledge.

Name of i'I_ychhlrht:

Signatare of Prychiatrist:

Date of Completionit

Official Stamp

To be completed I client has hearing disabilities

Hearing Assessment — to be completed by an Audiologist/ Approved
Clinician

Hearing: Left [_]

Right L]
Both [ ]

Degree of hearing loss: dB=decibiels
Mild Spundys sofier than 25 4B to 40 dB are ot detected
Moderate - Soundasofier that 40 dB 0 65 dB are not detected
Severe Sound softer than 65 dB to 50 dB are not detacted
Profound Sounds softer than 90 dB are not detected




1582F" PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
FORM 4, contd.

Causc of Disability/ Etiology:

Summary:
MAIN MEDICAL PROBLEM(S) Jit order aqf priority:

RECOMMENDATION(S) Who will implement them:
CRITERIA for IMPROVEMENT:

! heraby certify that the informsation provided by me js frue to the best of my knowledge.

7 ) N
NAME AND SIGNATURE OF DOCTOR Day Month Yeay

SBIGNATURE OR MARK OF APPLICANT Day  Monih Year

Official Stamp

"'l'c; be comapleted if peraan has a vieosl dilnbllily
Visual Assessment- to be completéd by Ophthatmologist

Viston:  Left ] Right ]  Bon [

Vigion: {Correc: it‘g]assep worn). The following is suggested:

[} Good: not less than 5/9 {Snellen) [ Moderate: less han 6/ and moze thas 624
1 Bad: less than 6/24

Treatment/ intervontion: Is adult hr any fntervention programme? [} vEs [] no

Specify the Intervendon programme:

Cauge of Disability/ Etiology:

s




Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS 1582F"

SCHEDULE, contd.
FORM 4, contd.

Any Comments:

I hereby certify that the information provided by me iz true to the best of my knowledge.

[
NAME AND SIGNATURE OF DOCTOR Day = Month Year

. / /
SIGNATURE OR MARK OF APPLICANT : Day  Month Year

Official Stamp




1582 PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
FORM 4, contd.

P SR Rl

e P ———

BAT

CHPY KRNI
OF JAELARCS,
MYNIATHY OT LaRSUH
& ROCLAL RECPRITY

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

ELIGIBILITY REPORT- ADULT
PSYCHIATRIC EVALUATION

The purpase of this report bs to provide veriflcation of disability(les) for vegittration of tha Jamalea Councll for Personr with
Disabilities (JCFD) 16 recelve the necensary support services far fociuston in Jamaicnn society.

Form is to be completed in BLOCK letters

Title: Mr. [[] Miss[ ] Dr.[C] Professor [ ]

Name: Male: D
Last Name First Mame Middle Name Female (-

Address:

Contact Number:

E~mail Addreas:

Usual or Previous Ocenpation: A TRN #:

Current Qccupation (if any)

Psychiatric Evaluation (Ages 18 and over) - to be completed by

| Psychiatrist
Nan_m:

! Date of Birth:

| e
Sex:

Marital Status:

Place of Birth:

Diagnosiz (c3):
Age at which dingnosis was first made;

Progress of llineas
Improving [ ] Improved Stable [ ] Deteriorating {1 Fluctuating[] Othe- State[ |-

Pressribed treatment: Medlc_aﬂonl?sy:hofhﬂl'ﬂpyfoeﬂlplﬂOnulThernpy.‘-
Other {State)

Level of complinnes Wwith treatment: Very Good/Gaod/Falr/Poor




@

L ems

Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS 1582F""

SCHEDULE, contd.
FORM 4, contd.

(Explain)
\ Level of Functionisig
" Narmsl Mildly mproving - Moderately Impaired ~ Severely Tmpaired
a 3 [ '
Level of scclal and family support;
Ve&ﬁabd- Good Enir Puor
) B O O
{Explaln):
. Lives independently: Y/N

If no, explain with whom:

1s disorder lkely o be?
Short Ternm. [

Permanent (8

Other (explain):

Rem’mnmded time for review of this fonn:

Additionis] Commenty:

I hereby certify that the information provided by me is true to the best of my knowledge.
e

Name of Psychlatrist:

Signature of Pyychiatrist:

Date of Completion:

~ Officist Stamp




“ 1582F" PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

‘ SCHEDULE, contd.
FORM 4, contd.

perecrs vt rasefine

YT S -,

TN

B JAREAREA
MINFRTRY DF LARIHR
& ROCTAL SRCUmery

j JAMAICA COUNCIL FOR PERSONS WITH DISARBILITIES

ELIGIBILITY REPORT- ADULT

‘ INTELLIGENCE/COGNITIVE ASSESSMENT

f The purpaso of thls raport Is to provide verification of disability (fes) for registration of the Jamalcs Coancil for Persons with
Disabliftles (JCPD) ta receive the nectssary rupport services for Inckagion in Jumatcay soclefy,
Form is to be completed in BLOCK letters

|

|

Tide:rMr.[ ] Mias[1 Dr.l_] Professor [}

' Name: Male E]
‘ Last Name First Name Middle Name Female O

Address:

Contsct Number: .

E-maijl Address:

Usua) or Previous Occupation: i _ TRN#:

Current Qecupntion {if any)

Psycho-educational/Psychological Assessment- to be completed by
Registered Psychologist (e.g. Educational or Clinical)

Primary Disabllity (what function is affected):

Date of Initinl Dlagnosis: { f Age at Diagnosts:
Day Month Year

Secondary/ Associated Disabilities (specify):

Nature of Disability: Congenital Acqiired [ _

Levels of Intellectunl Disabilities & Smpport Required:

(] Mild: intermittent [ ]Moderate: Limited [ JSevere: Extensive [ ] Profound: Pervasive
Unspecified Intellectual Disability (Adults who are untestable)

Name of Cliniclan/Doctor: hd

Address:

Telephone:

Date of last Paychological Evaluation: / /
Day  Month Year X,




Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS

15828

Medlcali Bealth Conditions:

SCHEDULE, contd.
FORM 4, contd.

(Pleuse aitach proaf of evaluation to this form)

Medical! Hedlth Problems:

Name of Person Completing Form:

Address:

Telephone #:

I hieveby certify that the informatlon provided by me Is true to the best of mty knowledge.

. Signiature:

. Date;

* Official Stamp

SIGNATURE/ SPECIAL STAMPS/ MARK OF APFLICANT Day - Month  Year

/

/




PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
ForM 4, contd.

rilion P

T ¢ ok S - A

CGOVERNMENT

QP IAMAICA

NENTY OF LAROUR
SOCIAL SECYRITY

JAMAICA COUNCIL FOR PERSONS ‘WITH DISABILITIES

ELIGIBILITY REPORT- ADULT
VISUAL ASSESSMENT

The purpose of thla repart 18 to provide verification of dhnﬂlhy(tu) tnr ngiliruﬂen of lhe Jnmiu Coeaell far Pareans with
Disabillites (JCPD) to recaiva the y support services for lnel
Form. js to be completed In BLOCK letiers

Title: Mr. ] Miss[ ] Dr[C]  Professor [}

Name: Male M
Last Namna . First Name Middie Name Female |

Address:

Contact Number:

E<mail Address:

Usual or Prévicus Oceupation: TRN #:

Current Qecnpation (if any)

Visual Assessment- to be completed by Ophthalmologist

Vision: Left [] Right [ Both []
¥igion: (Correct if glasies wom). The following is suggested:
[ Moderate: lesa than 6/9 dnd more then 6/24

« [7] Goo: not Fess thag 6/9 (Snellen)
[ Bad: lesg than 6/24

Treatment/ Intervention: Is adult In any Intervontion programme? . ] YEs {1 ~no
Speglfy fhe infervention programme:

Cause of Disabllity/ Eticlogy:



Nov. 18,2021] pPROCLAMATIONS, RULES AND REGULATIONS

SCHEDULE, conid.
ForRM 4, contd.

1 hereby certify that the information provided by e is true o the best of my knowledge.
/ /

NAME AND SIGNATGRE OF DOCTOR _ Day . .Month Year

/ /

SIGNATURE OR MARK OF APPLICANT Day  Month Year

Official Stamap




PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18,2021

SCHEDULE, contd.
ForM 4, conid.

NOVRILNATRN T

U JAALVIC 4
RHNISWY (9 % Wil
A RO, SKETRITY

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

ELIGIBILITY REPORT FORIVI- CHILDREN
MULTIPLE DISABILITIES
The purpoes of this rapors Is to provido verifieation of disabllity fles) rwr rqinrnﬂun of :ha .lmtlcn Counctl for Persons with
Dissbiiiiles (HCPD} to lve the it geriices for Incl by ~
Form 13 fo ba completed In BLOCK lettars S

Name: i Male 3
Last Name First Name Middle Name =~ ~ Female |

Age: Date of Birth: / i Nationality:
Duy Month Year

Address:

‘Telephone (Home): : Celi:

Name of Parent-Guardians _ Occupation:

Address f:fdifferent fram above):

Telephone (Home):

E-mall Address:

Date of Disablement: / 7 Date of Diagnosis: f /
Day Month Year Day . Month Year

Nature of Disability: Congenital [[] Acquired []

Degree of Disablement:

[ Mild: Intermittent [ ) Moderate: Limited [ |Savere: Extensive [ ] Profound: Pervasive

Other Dissblement (if any):

Treatment! Asslstive Devices/ Prosthetic Appliance Required {(Specify):

Medical Diagnonis (cause):

Name of Person Completing Farm:

Address:

Telephone #:




Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS 15828"

SCHEDULE, conid.
FORM 4, contd.

Signature: Date:

Comﬁ:::e tl::: u_eu:ﬂT.;ln if child has physical disablifty. For guklellnes vn the completion of Form see
attac criteria. e purpose of this report is to identify challenges that would it i
or ather integrated childhood acHvities. = oulel mitigate against schoolin

Functional Assessment- To be completed by General Practitioner/
Orthopedic Specialist '

Indicate ability in words and percentages e.g, ‘moderate’, *weak’, ‘poor’, ‘nil’

D Use of Honds Sciziag, kolding, gaspirg, o uitherwlse working with :ho hale hund or anm;

Use of Fingers Piekup, pinching, gripping butwean thumb and fingevs, os atharwlse working with ke fing s
Balancing Muointtin posidon whether siting, stending, or bandicyg fervurd without holding on or buing huld.
Walldng

Travel to school by public transportation

I hereby certify that the information provi_deci by me Is true to the best of my knowledge.

Nuome of Chinician/Doetor: _
Address:
Telephone:
. Sigmature of Doctor: . / /
Duy Month Year
* o Official Stamp

Complete thls section if person has an Intellectual or Developmentsl Dlslibi!ity
Psyvcho- Educational/Psychological Assessment- to be completed by
Registered Psychologist {(e.g. Educational or Clinieal)

Frimary Disabillty (what function is affested):

Date of Initial Diagnosis: / / Age at Diagnosis:
Day Mouth Year

Secondary/ Assaciated Disabilities {specify):

Nature of Disability: Congenital [ ]  Acquired []
Levels of Intellectus]l Disabilitics & Support Required:
Globatl Developmental Delay (Children 0.5 years, but imtestable) -

Mild: Intermittent [ ] Moderate: Limited [ _]Severe: Extensive [_] Profound: Pervasive
Unspecified Intellectual Disehility {Children >5 years, but untesiable; reassess in 5 years)

Name of Clinician/Doctor:

Address:

Telephoni:




1582F" PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, cortd.
FORM 4, contd.

Date of inst Paychological Evatuatlon: ____/ /
. Day Mouth Year

Medical/ Health Conditions:

(Placsc attach proaf r)f avahiuntion to thils form)

Moeadical/ Health Problems: i

1 horoby certify that the Inforivation provided by me is true fo. the best af my knowledge. .

Name of Person Ceomploting Form:

Addreas:
Telephone #: Cell:
Signature; : - o Date:

Official Stamp ' . F

. e ' 4
SIGNATURE/ SPECIAL STAMPS/ MARK OF APPLICANT  Day Month  Year
To bs completed for children with mental disorders ot mental ilIness

P‘sychiatrlc Evaluation for Children (less than 18 years) to be .
completed by Psychiatrist : ) :

Name:

Diate of Blrth: ‘ (
Age: ’ "
Sax:

Neme of -Pnreiltﬂ Guardian: . .

Is child attending schook: [_] YES || NO
If 3o, current grade:

Diagnosis{en): _
Age at which diagnosis was first made:

Leve] of functioning at school:
Level ot Tunctioning st home:

(. 0o O
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SCHEDULE, contd.
FoRM 4, contd.

Level of impairment: Mid Moderate Sevare

Prescribed Treatment: Medication/ Psychotherapy/ Other (specify):_

Level of compliance with treatment: Very Good/Good/Fair/Fear

(Explain)

Progress of Ilnesa:
Improving [] Improved Stable (] Deteriorating [ Pluctsacng [ Other State ]

Prescribed treatment: Medieation/Psychotherapy/Oc¢cupational ‘Therapy/
Other ___ (Stat=)

Likely Progress
Expected to Improve 1
Mildly Imiproving _
Moaderately Impaired [
‘Cther (specify):

Recommended Time for Review of this form:

1 herchy certity that the information provided by me is true to the best of my knowledge. -

Name of Psychiatrist:

Signature of Psychistrist:

Date of Completion:

Ofiicial Stamp




1582F" ‘PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
FORM 4, contd.

To ke completed If client has virusl or hearing disabilitles

Hearing Assessment — to be completed by an Audiologist/ Approved
Clinician :

Reémarks and General Appraisal

Hearing: Left [
Right 3
Both | _

Degree of hearing loss: dB=decibels
Mild Sounds softer than 25 dB to 40 dB are not detected
Moderate Sounds softer that 40 dB to 65 D sre not deteoted.

Severe Sound softer than 65 dB to 90 dB are not detected
Profound Sounds softer than 90 .dB are not detected

Treatovent/ Intervention: fs child in-any intervention programme? [] YES [] No

Specify:

Canse of Disability/ Etiology: ’ ’ . i

Comments:;

I hereby certify that the Information pravided by me Is true to the bast of my knowledge.

_ : P ;
NAME AND SIGNATURE OF DOCTOR Day Month Year

NAME AND SIGNATURE OF APPLICANT . Day  Month Year

Cfficlsl Stamp




Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS ' 1582F"

SCHEDULE, contd.

To be completed If person has a visual disability

Visual Assessment- to be eompleted by Ophthalmologist/ Approved
Clinician ’ '

Vision: Left [ 1 Right 1 Both []

Vision: (Correct if gl worn). The following is suggestad:

[} Good: rot less than 6/9 (Snclien) ] Moderate: less than 6/9 and more than 624
[ Bad: less than 6/24

Treatment/ intervention: 1s child in al'lyintemntioﬁ programme? [ ] YES 2 Nno )
Specify the intervention programme:

Cause of Dizahility/ Ettology:

i hereby certify that the information provided by me iy true to the best of my kmowledge.

. . . / 4
' NAME AND SIGNATURE OF DOCTOR Day Month Year

NAME AND SIGNATURE OF APPLICANT Day  Month Year

Officla) Stamp




1582F" PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
ForRM 4, contd.

Pevecete v e B

llWlLll:mlﬂN‘l‘

ner 5 ‘A

MIFERETRY {il h\llllll i AT, + SO —
dAL

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

ELIGIBILITY REFORT FORM- CHILDREN

prov] EPILEFSY of the J kee Coanell fur Peraons wlﬂu
of tlil irfo 1d rifieation of disability (tes) for regisiration e Jamal i
;:‘:ill:;;:'l,“; Ic:’lib; ::F ;:I:. the ngu:-;-rg support pervicas fur laeluslon n Jamakean socisty.

Form Ie to ba completed in BLOCK leiters

Name: Mals |

Last Name ) Flrst Neme Middle Name Femaie 0
Ago; Date of Birth; / / Nationallty:

Day Month Year
Address:
‘Telephone (Home): Cell: . i v
Name of Parent/Gasrdian: Occupation; .
Address (if differens fram above): . ] .
Telephone (Home): Cell: '
E-matl Address:
Duate of Disablement: __ I f Dare of Dlagnosls: f f
Day Month Yenr Day Monthh Year

Mature of Disablilty: Congenitnl [ ] Acguired [ ]
Degroe of Disablemont:
] Mild: Intermittent [ Moder-ate: Limited DSm Extensive [_] Profound: Pervasive

Other D[uhlement (if any):

Treatinent/ Aspistive Devices/ Prosthetic Appliance Required (Spaoify): .

Medical Diagnosis (cairae): 2

Name of Person Conipleting Form:

Address: __
Telephane #: . Cellz
Signature: _ _ Date:




N
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Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS

| — . :
SCHEDULE, contd.
| FORM 4, contd.

[ ‘ ) .
Epllepsy Assessment — (o be completed by an approved Clinician/ Doctor

What type of seizure(s) does child have?
[ Foeat £ Generaltzed () Combined

1n an eplliepiy syndrome identilod? D'Y ex Ll No

If yes, pleape apecify:

Age when diagnosiés of epllepsy was made:
Are seizures controlled? :}Y!! I .

If no, please specify the frequency of selzures:
[ pafly “dWeckly [IMontnty 1 vearly

) / O Is the child on Antiepileptic Drugs (AED’s): O Yex O No
* If yex, nnme and dose of AED(s):
1 %, "
2. -
3

Has un EEG been performed? [ JVer [[]No
If yea, please apecify:[ | Normel [:] Abnorma!

I hereby certify that the information provided by me is true to the best of my knowledge. ]

Name of Clinician/ Doctor: )
. . - 5

Address:

Registration #:

A ]
Day Month Yesr

Slgnntt;re of Clinician/ Doctor

1 N
‘ : ’ ) Official Stamp
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PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
FOrRM 4, contd.

Jamucs
Purstrm Wit
—— i o a————  —
OF IASLAN'A
MINISYRY OF LAKDUN
& HOCIAL.

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

ELIGIBILITY REPORY FORM - CHILDREN
HEARING ASSESSMENT

The purpost of this report in to provids verfiication of disubidty (les) for regutntlm of the Jamalca Connell for Pemns wh
Dianbliitles {JCPD} to receive the necessary support services for Inedusis Y

Form is te be completed in BLOCK letters

Name: . ) Male (]
Last Name Flyst Name Middie Name Eemale |

Age: Date of Birth: ' 7 NationaMty:
Day Monthi Year

Address:

Telephone (Home): Cell: ; . . G
Name of Parent/Guardian: __. Occapation:

Address fif different from abova):

Telephone {Home): Cell:

E-mail Addiress:

Date of Disablement: _____/ f Date of Diaguosis: i i
Day Month Yaar Day Month Year

Nature of Maability: Congenital [C]  Acquired [} '

Degree uf Disablement: '

[ Mitd: Intermitient ["] Moderate: Limited [ _ISevere: Extensive [ ] Profound: Pervasive

Other Disablement (if any):

Treatmant’ Assisttve Devices/ Prosthetic Appliance Required (Spesify); -

Medical Diagnosls (cause): «

Namao of Person Completing Form:

Address:

Telephone #: : Cell:
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SCHEDULE, contd.
FORM 4, contd.

T

ity
ANV R AR
NI RECRTY

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

[Cake Y
A FARD WX

ELIGIBILITY REPORT FORM- CHILDREN
PSYCHIATRIC DISORDERS ) _
n refrore ka to provide verl{fication of disability {Jas) for regivtration af the Jamalen Councll for Parssni wit

The purposs of (hl :
b o receive tie necesaary support services for nchision In Jamatcsn soctaty.

Dhabifitia (JCFDY
Form is to be completed In BLOCK letters
Name: . : Mule []
Last Noame Flret Name Middle Name Femala 3
Age: Date of Birth: { ! Nationaility:
Day Month Year
Address:
Teiephone (Home): Cril:
Q Name of Prrent/Guardian: O¢cupation:
s Address {if differant from above).
* Telephono (Home): Celk;
F-mall Addross:
Dnte of Disablement: / / Date of Disgnosts: ! 7
Day Month Year

Day Month Yesr _
Mature of Disabilitys Congenital []  Acquired [}
Degreo of Dlsablement:.
[ Milg: Intermittent {_] Moderate: Limited = [|Severe: Extenstve ] meouﬁd: Porvasive

Other Dizablement (if any):
Treatmeat! Assistive Deviess/ Prosthetic Appliance Required (Specify):

Medical Diagnosls {cavae):
L3
|

Name of Perzon Completing Form: !

Addroms: - .

* Telephono #: Celi: .fl ,
| #

i |

Signatnre: __ Date: | :




PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, conitd.
FORM 4, contd.

Psychiatric Evaluation for Children (less than 18 years) - to be
completed by Psychiatrist

Name:

Date of Birth: _

Ape:
Sex:

Name of Parent/ Guardlan:

Is child attending school: [ | YES [ ] NO
If 50, current grade:

Diagunasis (es):

Apz at which diagnosis was first made:

Level of functioning at school:

Level of functioning at home:

L.evel of impairment: El Mild L___] Moderate |:| Severe

Prescribed Tredtment: Medicatlon/ Psychetherapy/ Other (specify):

Lavel of compliance with treatment: Very Good/Good/Fair/Poor

(Explain)

Progress of 1lness:

lmproving A [ prowed Stuble [} Deerivrating ] F']u:;(uuting[j Other State [ ]

Prescribed treatment: Medication/Psychotherapy/Occupational Therapy/
Other {State)

Likely Progress

Expected to improve [ ]
Mildly Tmproving 1
Moderately Impaired D
Other (specify):

Recommended Time for Review of this form:

Additional Comyments:




Nov
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SCHEDULE, contd.
FORM 4, contd.

I hereby certify that the information provided by me is troe to the best of my knowledge.

Name of Psychiarrist:

Sigmature of Psychiatrist:

Date of Completion:

Official Stamp
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PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
ForM 4, contd.

Pareneie v kst

[ et/ s ———
HIBISTRY OF LABIUR
A SICIAL FEOURITY

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

ELIGIBILITY REPORT FORM - CHILDREN

INTELLECTUAL/ DEVELOPMENT DISABICITIES
‘The purposs of this report ot provids verification otdnhmu-)nrmnudﬂt.l-nun Counedl for Periohs with
Tisnhititles (JCPD) to receive the necesary ﬂw-ﬂm -
Form [s to be compieted in BLOCK letters

. Name: - Male [

Last Name First Name Middle Name Female O

Age: Date of Bixth: / / Nastonality:
Day Month: Year

Address:

‘Telephone (Home):

Name of Parent/Gasrdian

Address (f different ffom aboye):

Telephon? {Home):

E-mail Address:

Dare of Dsablement: ¥ / Date of Diagnosls:
Day Month Year Day

Nature of Dissbillty: Congenital [ ] Acquired [
Degree of Dizablement:

[J Mild: Intermittent [_] Moderate: Limited [_]Severe: Extensive 1] Profound: Pervasive

Other Dianblement (if any):

Treatment/ Assistive Devices/ Prosthetic Apphiance Required (Specify):

Medicat Diagnoeis (cmmse):

Noame of Person Completing Form:

Address:

Telephona #:

Sipnatare:




. -' | /‘
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. SCHEDULE, conid. e
ForM 4, contd.

Psycho-educational/Psychological Assessment - to be completed by
Registered Psychologist (e.g. Educational or Clinical)

Primary Disabllity (what function is affected):

Date of Initinl Diagnosis: / / Age at Dlagnosis: _ '
Day Month Year

Secondary/ Associated Disabilities (specify):

Levels of Intellectua} Dianbilities & Support Required:

[] Global Developmentat Delay (Children 0-5 years, but untestable)
Mild: Intermittent [_]Moderate:; Limited |_]Ssvere: Extensive [] Profound: Pervasive
Unspecified Intellectual Disabitity (Children >5 years, but untestable; reassess in 5 years)

Name of Clinician/Doctor:

Address:

Telephone:

Date of last Psychological Evaluation: ) /

Day Month. Year
. Mcdlc'/ Healih Conditions;

(Please atteech proofof evaluation to this form)

- Medical/ Health Problems:

I hereby certify that the information provided by me ls true to the best of my knowledge,

Name of Person Completing Form:

Address:
Telephane: Cell;
Signature: Date:
Official Stamp
/ /

SIGNATURE/ SP.E'_CTIAL STAMPS/MARK OF APPLICANT Day Month  Year
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SCHEDULE, contd.
FORM 4, contd.

& f‘i‘-IE

Jameica for
Perubdng Dissbilttios
- - -y

iy s s = P

GOVERNMENT

OO JAMALC A
MINLSTRY O LABDUR.
& SOCHAL FENURTTY

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

ELIGIBILITY REPORT FORM- CMLﬁREN
VISUAL ASSESSMENT

The purpcus of this report i tn provide verlfcatton of disablliry (les) for registration of the Jumalen Councl! For Fersons with
Plashfiies (JCPD) 1o recelve the secessary support servives for inclusion la Jumplean spelety.
Form is to he completed in BLOCK letters

- MName: i . Male —

) Last Name First Name Middle Name Female 3
Ape: Duate of Blrth: Iy W, Nationallty: § ;

. Day Month Year
Address: i
Telephone (Home): . Cellz . !
Name of Parent/Guardian; Oequpation: . - . !
Address (if different from above): . ,
| .

' : : i
‘ Telephone (Home): _ _ Cel: !
i E-mull Address: : i
| - . _ v
I | Date of Disahbl 1 / g Date of Dingnoais: / / ;
/ l L N Day Month Year Day Month Year '

Nature of Dih\bil@ty: Congenital [ ] Acquired 1 - \
Degree of Dlsnblemén\lz 34 '

[] Milds Intermitent ] Moderate: Limitesd [CIsevere: Extensive [ Profound: Pervasive

Other Disasblement (if any): e

~
-

Trestment! Assistive Devices/ Prasthetic Appliance Required (Spef!if}'); ‘ - ‘ .

Medicsl Diagnosis (cause):

Name of Person Completing Form:

Address:
Telephone #: Cell: -~

»

Signature:




Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS

SCHEDULE, contd.
FORM 4, contd.

Visual Assessment- to be completed by Ophthalmologist/ Approved
Clinician ‘

Vision: Left [ | Right [ ] Both []

Viston: (Cor-ect if glasses wom). The following_ is supgested:

[] Good: not Iﬂsr than 6/9 (Snellen) ] M;Jdernte: less than 6/9 and more than 6/24

(] Bad: less than 6724

Treatment/ intcrvention: Is child in any intervention programme? ] YEs ] No

Specify the intervention programme:

Chruse of Disability’ Etio[ogy{:

|
Any Commients: :

I hereby certify that ¢he information provided by me is true to the best of my knowledge.

f /
NAME AND SIGNATURE OF DOCTOR Dayr Month Year

/ f
NAME AND SIGNATURE OF APPLICANT Day  Month Yesr

Official Stamp
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PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
FORM 4, contd.

IOVEANBLENT

¥l janraita
RONISTUY 45F 1abioyn
& SOCIAL FECURTY

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

ELIGIBILITY REPORT FORM- CHILDREN
FUNCTIONAL ASSESSMENT

The purpose of this repore is to provide veriflcation of disability {les) for registration of the Janraler Conucil for Persons with
Disnbilties (HCFD) (o rocodve the neceasry suppors serviecs for luclaston b s malcan doclefy.
Form is to be completed in BLOCK letters

Name: i Male —_

Last Name First Nane Middle Name Female 1
Apge: ) Date of Birth: ! ¥ MNutionality:

Day Month Year ]

Address:
Telephone (Home): Cell: . 3
Name of Parent/Guardian: Occopaton: .
Address fif different from above): . _ 3
Telephnlu; (Home): . Cell:
E-mall Address: ' . e
Date of Dizsnblement: / / Date of Dingnosis: / /

Day Month Yesr Day Meoernth  Year
Natnre of Disability: Congenitel [] Acquired []

Degrec of Disablement:

" [] Mild: Intermittent [ ] Moderate: Limited [ ]Sevess: Extensive [ Profound: Pervasive

Other Disablement (if any): -
Treatment/ Ascistive Devices/ Prosthotic Appliance Regulred (Specify):

Medical Diagnosls {cause):

Name of Person Completing Form:

Address:
Telophone #: Colty
Signature: Date:




Nov. 18,2021] PROCLAMATIONS, RULES AND REGULATIONS 1582F”

SCHEDULE, contd.
FORM 4, contd.

Functional Assessment- To be completed by General Practitioner/

-Orthopedic Specialist _
Indizate ability in words and percentages e.g. *moderate’, “weak’, ‘poor’, ‘nil’

Ll Gse of Hands  Sehing, holding, gusping, or otherwise working with the hole fiand or arm;

] Use of Fingers  PFickup, pinching, gripping between thumb and fingers, or otherwise working with the fingers;
Balancing Maintain position whether sitting, standing, or bending forward without holding on or being held.
Walking

[ Travel to schoal by public transpartation

1 hereby certify that the information provided by me is true to the best of my knowledge.

Name of Clinician/Doctor:

Address:

Telephone:

‘ Signatuce of Doctor: __ ' / /
: Day Month Year

Official Stamp
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1582F* PROCLAMATIONS, RULES AND REGULATIONS [Nov. 18, 2021

SCHEDULE, contd.
FORM 5 (Regulation 13(1) anc (4))

R et

"5 - .'l. -
Y- Af !
il b

EED

& HOCI AL SEC GANTY

JAMAICA COUNCIL FOR PERSONS WITH DISABILITIES

PART A

Reguest for Alteration to Leased Premises
(Pursuant 1o section 38 of the Disabliitlex Act)

Ta:
MNatnhe of Lessor

AL E R A AL ARad i A LKA G fa b bk

"Address of Lessor ST
Frobt:  ..cecvvcemaineinen. hetuyemaserienerasnan ereerennenenn . eebivnnn e eanenanauen
Name of Lessee ‘
Addressof!.easee T ) .
I hereby apply for your permmmon to make alterationa tfo the leased premim
located Bt .:coieiviriiiciiiana i CenkeaE s f e i haceermra e an e T}
the parish Of . .iiccivranrriimcierrscariontomrsrommsameiastorsns .« to make same ’

accaas:ble to md usable by a‘person wlth a-disability.
The foliowmg isa descnptwn of the alterations to be made to seid premises

rrErerrananraa renssrbraig B N T T L L L L R L T T LR T et A
rAakramEnrawy o .rua bina . - imE RSl s R e . - ey
» * . . . sheua Nhpreeanevarnune PP TY T TP rearsiavrraatriany
.............................. grnacanannsvnannyans apw cavas rae . '

eaan R R T I T dearvanien T awnadnavassazeane “aa

Please find a:tached a drawing, plan, diagram, specification or such other
document showing the propoaed alterations to the feased premises.

You are hereby notified tha: by virtus of section 38(2) and (3) of the Act, your
writien consent or refusal to the proposed alterstions must be communicated to
the Lessee within thirty days of receipt of this request and that your c¢onsent
shall aot be unreasonebly withheld.

Dated thif «.....ocoe GAY OF vuvenrenieisvsmsrvrseennn 2O

dtwas i Freren caemist s pans

Slgnatun; of Imaee
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SCHEDULE, contd.
FORM 5, contd.
IA‘#‘I“B'

.
Ta: S LN

Name of Lessse:

ATAAsTES REIFAS MR iy MR sy

D L Ty R e N e e LR L R L L e

Address of Lessee

From:

...“".-mu-uu-u-muua.un..u-. P T T PRSI

Name of Legaor

A =Y AR IR AN PR AR IS S AN RSN N IR RA S VAN KA AT TRRAR RS EA T Lt A R R LS Y LT

of

I aclmowledgs receipt of your request to make slterations to tlm leased premisea
dm the \..iceves e day

4 Df’,,-iaq Ve gein ety va ca Yy

l?hmaby . [J consent O refuse to consent {tick the appropriate
responso) toyour request for penniasion to make altemuomto the lensed
Provines JOCKIR BE «ooune rrscersmedei - aidasrry tr s ree st st PR a s A v aeas eenar

in the parlsh of .., . veeeisimrrerriractnssmses sorimon v n ras i to make same
‘nccessible o and ie by a person with a disability.

‘Where the co is-dented, state reason(s) below:.
B R L L LR e L LR R LR L LR bt e

'..-‘---g----g---q'.pn.-nq‘Ln--..-wun-n;---\u-A.-.g-,--”----n\-.nyuns-------,-‘--p-'gol-u..---.--n---------1 ravw

-l-hI.,--—._--.-I--i-.n‘-l--q-in-O.--l.’l-iu_i-':-n‘--mh--.r--.-im-‘..ii--I'-.--1-;-&;5--.1’;.-'&.-‘\_--I’rql--‘_----
T T L L R e L R R e ettt i bt

P PP T L TR e e e e T N PR LR L LR RS R N L h b

The Lesgsor is reminded that pursuant to section 38(3) of the. Act consent cani:ot

Dated this ....ivveeeen88Y OF 1ocvmimrarinnvesaesennermes 221 fheenee

T T YR L e T RN PR LR AL LA AL St

Bignature of Lessor

Dated this 21st day of July, 2021.

KARL. SAMUDA

[ Minister of Labour and Social Security
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