CERTIFICATE OF DISABILITY

This is to certify that . years old, a resident of Brgy. #__,
. City of Batac, llocos Norte, is a diagnosed case of
with related
(type of disease) (Disability)
This certification is issued upon the request of Mr/Ms for PWD ID requirement

and benefits purposes.

Issued this day of at
(Month & Year) (Name of Hospital/Clinic/Health Center)

Name & Signature of Certifying Physician

License No.



