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Mwm2m<c DISABILITY CODE AND THEIR DESCRIPTION

&

CODE i DISCRIPTION IN MARATHY
0 |NO HANDICAP % _ % fematn =t A
1 |BLINDNESS/ PARTAIL BLIND 3 Y /. S
2 |LEPROSY CURED BERSONS i Sl W
3 |HEARING IMPAIRMENT - DEAF AND DUMB ST A
4 |LOCOMOTOR DISABILITY INCLUDING OTHOPEDIC DISABILITY e
5  |DWARFISM i YRR &1 4201 |
6 |INTELLECTUAL DISABILITY - MENTALLY CHALLENGEL A S (v
7 |MULITPLE DISABILITIES e
8  |MENTALILLNESS . AR ST
9  [AUTISM SPECTRUM DISORDER Ffefees (wmm)

10  |CEREBRAL PALSY § waE q] !

11 |MUSCULAR DYST@PHY T fepe

12 |CHORONIC NEURGLOGICAL CONDITIONS HESTEE i S |

13 |SPECIFIC LEARINGIDISABILITIES STEFH SR |

14 |SLOW LEARNERS /JINTELLECTUAL DISABILITY BORDER LINE | _

15 |MULITPLE SCLERGSIS

16  |SPEECH AND LANGUAGE DISABILITY

17 | THALASSEMIA / CANCER i

18 |HEMOPHILIA  § |

19 |SICKLE CELL DISEASE 5 M Rereper e

20  |ACID ATTACK VICTIM | sifee #3F fatwey |

21 |PARKINSON'S DISEASE M T
m T AT ; H

27

OTHER DISABILITIES
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Certified that |, Dr. alis "L MW o e Ls R _ e
Registration No. : Dated have,  examined the  Candida:
whose Particulars are given helow:
1 Name of Candidaty s A s el
2. Sex
- 3 A;:f-//\;apru.\:ém,rlv.ﬁ;:f’ ;
4 Identilication ek
5. «Father's Name
6. Mother's Name
3 7. Extent of residual vision, if any Right eye
Left eye
8.

On set of blindpess {Please state whether blindness is |
and cause of blindness,

[For the Purpose of concessions granted Lo bljn tandid
either of the Following:

rom birth or acquired. Indicate the age

ates, blind are thos® whe suffer from

a) Total absence of sight.

b) Visual acquity not exceeding: 6/60 or 20/200 [Snellcﬁ] in the hette

Feye with correcting
" lenses,

¢) Limitation of the field of : vision substanding angle of 20 degrees-or worse

9. Please state clearly whether the candidate js blind

and eligible to get Concessions, granted
by the M.S.B.S. Board

Signature of Applicant [Signature of Ophtlm!molugist]

Place Designation;
e

Date : ;e

r— e i

Office Stamp:

School / Jr. College Stam P & Signature of Head Master/Principal: Address:

Index No. :
e L SO R




crithed that 1 I i
i ; ”
Registration N, _ ) : Dated £ = R
nave examined the candidate s NN LTS TINESRE | A ] 20 A
1. Name of Candidate e T
2. Sex MR SN oth 1 s
3. Age/Approximate A Ape - s e < .
4. Identification Mark e bt e R T
5. Father's Name AR = L P e S S SRR (S
( 6. Mother's Name et S, Ui s S

7. An estimate of the residual hearing,

If any-and !h:' basis on which this

SR o e, T e T

estimate h.u. Enl Hoartived at -

’a] Right car S b g
b] Left car Jood ¥ e

8. Onset of deafness [Please state whetlyer : deafness is from bir or acquired, Cause of deafiess may
be indicated] %
[For the purpose of concessions granted to deaf candidate, deaf are those in whom the sense of
hearing is non -functional for the ordinary purposes of life, Generally Joss of hearing in better ear
should be 60 decibels or above at. 500,1000,2000 frequencies which will make residual heaving

} non-functional]

9. Please state clearly whether the candidate is hearing impaired and eligible to get con cession granted
by t!{e S.S.C./H.S.C. Board. '
10. Please enclose audiogram chart

Signature of Applicant [Signature of ENT specialist]

Place . Designation:

Date : L Office Stamp:
Signature of Head Master /Principal:
& Stamp: Address:
Index No,

i
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For the purpose of concessions granted to Orthopacdically/ physically handicapped or
spastic, are those who have physical impairment or deformity which causes an interference

with the normal functioning of bones, muscles and joints.

Certified that |, Dr.  _ - Registration No. i 20 hame
examined the candidate ____ 4p o L N whose particulars are _
given below and that he/she falls within the above definition.
l 'j Name of candidate : - : : K i ; e
2 1 ldentification Mayk
3 | Sex
4 Age / Approximate Age
5 | Father's Name | Bp&i
6 | Mother's Name '
"7 | a) Natare of disability O [ R S
{Tick relevant from foliowing List } "
POST - POLIO-PARALYSIS, HEMIPLEGIA,
- QUADRAPLEGIA, MONOPLEGIA
FRACTURE.NERVE PARALYSIS, UPPER
EXTREMITY, LOWER EXTREMITY, LIM P
- PAINFUL, SHORTENING,
DEFORMITY, CONGENITAL, ACQUIRED,
ABOVE KNEE, BELOW KNEE
HIP HEMIPELVECTOMY, SYMES,
CHEOPARTS, WRIST, FINGERS,BELOW ELBOW,
“ABOVE ELBOW, SHQULDERS TORE; QUARTER,
4 UNH.A'I'HRAI.. BILATERAL
b} Extent of disability
- Estimate in percentage [mc.Bridge Scalej
ON ANATOMICAL FUNCTIONAL
[PATIENTS ASSESSMENT EXAMINER'S
ASSESSMENT]
Percentage [Please state whether the percentage
ol disability is 40 or above |
¢} Use ol applicant :
[Tick relevant from following list]
CALLIPER, CRUTCH, ABOVE KNEE BELOwW
KNEE PROSTHESIS, CANE, UNILATERAL, BILATERAL
ABUYVE ELBOW, BELOW FLBOW
LI MEMIPELVECTOMY. SHOULDER-DISARTICULATION | e



7,

S35 a2l ‘5;‘.:. iz _ _,__'._:‘E.E.:;..
Rt : s e o]
We certifv tha r/Kearolupist i i
Regd No T and psychologist Fis
Regd Nu/Licence No L have examined the candidate whose partculars are given helow
on the following dates independent of each other
i Name of Candidate B e
2, Sex i il e s KT O
e Age/Approximate Age = e b L
4. hiem'[iri(::uiml Mairk - . i - =
= 5
5 Father's Name g T - ol
6. Mother's Name B

7. NATURE OF THE DISABILITY 2

i s o SO .

{fﬁasa&i on the (esis

i
devised by the board comprising of a neurologist, child psychologist and special educator] please

indicate the disability with a [ «][tick mark]

[a] DYSLEXIA i P s ;
[b] DYSGRAPHIA P T T e ;
[c] DYSCALCULIA
Signature of the examining (neumlogist] and Date:
Signatu re of the examining paediatrician/
i or Dato:
Special educator and Date Signature with Date & Stamip
Countersigrmd by Civil Surgeon and Date bife. tnii: & (Civil Surgeon/ Neuroiogist/ Psychologisy

/.«..



0 aty elher particulars 1

¢l disahility that the su

Beont

Pleasce state clearly whether the candidate is Ortho

spastic and eligible to get conce

Signalure of Applicant

hice

$PeY oy bt
sili 8 i

night liky Lo peint ouf,

paedically / Physicaliy hmni;\'a;‘z;u:d,
ssions granted by the 5.5.C./H.S.C. Board. ;

signature of orthopaedic Surgeon

S B e e Designation:

Date .

School Stamp and signature of Head Mastcr /P

Index No.

e Office Stamp:

‘*

rincipal:




Medical Certificate for Anviciie ¢
aslital LOTRIIICAte Tor” Aut

Tiih e NoCLAiE & E Attoected
{ Phot iz
f_
Certified that 1, br. _ R S S ST HENRS N ST A%

Registration No. __ e BRI B _have, examined the candidate whose
particulars are given below:

i

Py Name of Candidate -

2. Sex -

3, Age/Approximate Ape &

» 4 Identification Mark -

5 Father's Name .
6. Mother’s Name & P 2

I o“*
7. Extent of autism e i :

8. Please state clearly whether the candidate is autistic and eligible to get concession granted by

the H.S.C. /$.5.C. Board.

Signature of (Specialized Doctor)

Duaisnatiun;

Office Stamp:
Address:
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FARITH i £ {ATH
OPINION € FRTIFICATI
Phate :
Name : . .3
N
Awe SEy xR Date of Birth -
Date of Registration UHID No. ¢
- Father's Name : Mr,
N
\;
Mather’s Name : Mg )
N
* Std. % Name of Schaol “_‘ ~
\

Psychological Assessment - {Date ; X

Test- ?

Yerbal IQ
Performance 1}
Global £

(/

.

e

;-
Diagnosis : b

Recommendation ; :
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