
Clonakilty Town Council
	Section 6 of the Housing (Miscellaneous Provisions Act ) 1979 Housing (Disabled Person’s Grant and Essential Repairs Grant) Regulations 2001


Applicants Name:
_________________________________________________________

Address:

_________________________________________________________




_________________________________________________________




_________________________________________________________




_________________________________________________________

Telephone No.:
_________________________________________________________

Marital Status:

__________________________________

In additional to normal conditions for eligibility, Grant Application cannot be approved without confirmation that your Tax Affairs are in order.  Please indicate the following:

P.P.S No./ Pension Claim No.______________________
Income Tax District _______________

To the best of your knowledge are your tax affairs in order: __________________________

Particulars of Household (including applicant)

	Surname
	Name
	Date of Birth
	Relationship
	Occupation
	Income (P60 to be provided)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Address of House where work is to be carried out: _______________________________________

________________________________________________________________________________

Owner of House: __________________________________________________________________

(Please state if renting from Clonakilty Town Council)

How long have you owned this property? ______________________________________________

Details of other assets in the ownership of the applicant and/or the Disabled Person: ____________

________________________________________________________________________________

Name of Disabled Person: ___________________________________  D.O.B.: _______________

Nature of Disability: _______________________________________________________________

________________________________________________________________________________

Periods of Hospitalisation/Nursing Home: ______________________________________________

________________________________________________________________________________

Has a Disabled Person’s Grant previously been applied for and/or paid at the present address, or in the name of the Disabled Person at any other address?   If so, please give details:

________________________________________________________________________________

Has an application been made for a grant in respect of the proposed work to any other authority or institution (Health Board, etc.)? 

________________________________________________________________________________

If so, please state if approval has been received for same: __________________________________

Description of House (subject of this application)

	
	No. of bedrooms
	No. of bathrooms
	No. of living rooms
	No. of dining rooms
	No. of kitchens
	No. of other

	Upstairs
	
	
	
	
	
	

	Downstairs
	
	
	
	
	
	


General description of works and why they are necessary: _________________________________

________________________________________________________________________________

________________________________________________________________________________

Estimated Cost of the Works: ________________________________________________________

Works must be clearly itemised and individually priced.  Dimensioned sketch of the proposed work must be submitted.

If Planning Permission has been applied for/granted, please give Planning No. or Exemption No. 

_____________________________

PLEASE USE BLOCK CAPITALS IN COMPLETING THIS SECTION

CERTIFICATE OF MEDICAL PRACTITIONER

I have examined _________________________________________________ of

________________________________________________________________________________

He/she is suffering from ____________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Nature of Disability 

(Please specify how condition affects the patient with particular reference to functional level)

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Cause of Disability ________________________________________________________________

________________________________________________________________________________

Duration of Disability ______________________________________________________________

________________________________________________________________________________

Level of Dependency (please tick)

Fully Dependent  ⁬

Independent with Help  ⁬

Independent  ⁬
Is the applicant confined to a wheelchair:
Yes  ⁬






No   ⁬
Please indicate how functional level may be expected to progress/indicate if improvement could occur:

________________________________________________________________________________

________________________________________________________________________________

Any additional information: _________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Signature of registered medical practitioner: ____________________________________________

	PARTICULARS OF CONTRACTOR

Name of Contractor ___________________________________________________________

Address of Contractor _________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Contractor’s Tax District and Tax Reference No. __________________________________

_____________________________________________________________________________

Contractor’s C2 Card No. ______________________________________________________

Or Tax Clearance Certificate No. ________________________________________________

Date the C2 Card or tax Clearance Certificate is Effective to _________________________

NOTE:

THE CONTRACTOR’S C2 CARD OR TAX CLEARANCE CERTIFICATE MUST BE PRODUCED AT THIS OFFICE, PRIOR TO PAYMENT OF GRANT



PLEASE RETURN COMPLETED APPLICATION FORM (pages 1 to 4) TOGETHER WITH ALL RELEVANT DOCUMENTATION TO:

CLONAKILTY TOWN COUNCIL,
TOWN HALL,

7 KENT STREET,

CLONAKILTY,

CO. CORK.

Please ensure that you read the Terms & Conditions of the Scheme prior to completion and submission of your Application Form.
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