F. S 196.101 RE#

YEAR
PHYSI CI AN' S CERTI FI CATI ON

OF
TOTAL AND PERVANENT DI SABI LI TY

THI'S FORM MUST BE FI LLED OUT COVPLETELY

TAXPAYER NANVE DOCTOR NAME
ADDRESS ADDRESS
SOCI AL SECURITY # PHONE

I, . a licensed physician of the State
of Florida, hereby certify M. Ms._ Mss __ IS
Totally and Permanently di sabl ed as of January 1st due to the

following nmental or physical condition(s):

The above naned may be classified as: (nmust check one bel ow) and explain
condition in space provided above.

QUADRI PLEG C
PARAPLEG C
HEM PLEG C
LEGALLY BLI ND

TOTALLY and PERVANENTLY di sabl ed person confined to a wheel chair
for nmobility.

TOTALLY and PERVMANENTLY di sabl ed person confined to BED and is
I nmobi | e.

NONE of the above.

The foregoing statements are true, correct, and conplete to the best
of ny know edge and professional belief.

Si gnat ur e:

Dat e:

Fl ori da Board Medi cal Exam ner's
Li cense No.

| ssued On:

NOTI CE TO TAXPAYER: Each Florida resident applying for a Total and Permanent Disability Exenption must present
to the County Appraiser on or before March 1. TWO copies of this form(or a letter fromthe United States

Vet erans Adninistration) Each formis to be conpleted by a Florida |icensed physician. The Physicians nust be
prof essionally unrel at ed.

NOTI CE TO TAXPAYER AND PHYSI Cl AN: Section 196.131(2), Florida Statutes, states that ''Any person who know ngly
gives false information for the purpose of clainmng homestead exenption as provided for in this chapter is
guilty of a m sdeneanor of the first degree, punishable as provided in S.775.082 or by fine not exceeding
$2,500, or both.''
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