
Special notice to applicants and tenants

who have physical or mental disabilities

Please be advised that applicants for housing or tenants in this development who have

disabilities may be entitled to special considerations in connection with their application

for housing as well as being provided access to housing units which have been adapted to

the needs of people with disabilities.

If you believe you are disabled and you desire to have special considerations made in

connection with your application for housing and/or placement in a specially adapted

housing unit for people with disabilities, you are invited to supply the information

requested on this form which will be treated as confidential.

If you wish to apply for consideration as a person with a disability, please sign below and

have the certification of disability signed by your physician or other professional who is

capable of making such determination.

_______________ ___________________________________

Date Applicant’s Signature

194 Central Street, Gardner, MA 01440 (978) 630-1403 FAX (978) 630-2940



Certification of Disability

1.! In my opinion, the Applicant or Tenant ( ) is ( ) is not disabled as defined above.

2.! In my opinion, the nature of Applicant’s or Tenant’s ( ) disability required that a

housing unit adapted for person’s with disabilities be made available to the

Applicant and/or ( ) that reasonable accommodations be made to the rules and

policies of the housing development in order to meet the applicant’s or tenant’s

needs.  (Paragraph 2 is applicable only when a physically adapted housing unit is

needed or certain accommodations in the development’s housing policies are

needed.)

Please describe changes in the application process that may be necessary that results in a

need for special housing features and the types of physical adaptation or accommodation

in rules, which are needed.

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

__________________ ____________________________
Date Signature

____________________________
Title of Physician or Professional

_______________________________

Street Address

_______________________________

City, State, Zip


