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 DEPUTY MINISTRY OF                                                                                                                                                                                            SOCIAL WELFARE                                                                                                                                                     
APPLICANTS DECLARATION 
FOR THE DISABILITY ASSESSMENT CENTER
Information
Applicants will be called for a disability assessment, at the Disability Assessment Center of the Department and have to complete the Declaration Form stating that they wish to be assessed for their disability for the purposes of the Scheme for the Provision of European Disability Card in Cyprus.
‘Assessment of disability’ for the purposes of this Scheme means an assessment carried out by two doctors or health and rehabilitation professionals related to specialties directly intertwined with the disabilities the person may be facing. The purpose of the disability assessment is to identify, describe and document the existence and extent of disability and to provide advise whether the person's disability fulfills the criteria and requirements required by this Scheme.
Declaration
I, …………………………………………………………………………. withholder of Identification Number …………………….. have been informed that in order for my  disability to be certified for the purposes of the Scheme for the Provision of European Disability Card in Cyprus I have to follow the assessment procedures at the Disability Assessment Center of the Department for Social Inclusion of Persons with Disabilities.
I wish to declare that I authorize the Department for Social Inclusion of Persons with Disabilities, to contact, if necessary, with my doctors in order for the assessment to be more accurate.
I hereby declare that all the data and information set before the Disability Assessment Center is true. I know that the information is subject to controls and that false statement, in order to ensure disability rights, is a criminal offense. With this statement I also authorize the Department for Social Inclusion of Persons with Disabilities to process my personal data in accordance with the provisions of the Processing of Personal Data (Protection of Individuals) Law.
Signature:………………………………… Date:……………………………………………… 
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