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REHABILITATION CAMP FOR THE HANDICAPPED 
Organised by: NATIONAL INSTITUTE FOR THE VISUALLY HANDICAPPED 

(Dept. of Disability Affairs, Ministry of Social Justice & Empowerment, Govt. of India) 
116, Rajpur Road, Dehradun- 248001 (Uttarakhand)

    Registration Card - ADIP Scheme

Name Age

F/H's Name

Address

City State Zip Code

Diagnosis

Type of Disability Percentage of Disability Category

PART - I

PART - II 
 

Certified that to the best of my knowledge the monthly income of the beneficiary / parents / guardian of the patients is 
Rs. .............................................................. (Rupees ................................................................................................................................) only. 
  
                                                                                                                                                                            
                                                                                                                                                               (Signature of the Verifying Authority)

Venue:                                                                                                                                                          S.no. 
Date:                                                                                                                                                             Male/Female 
 

ASSISTANCE 
  
  
  
  
  
  
  
                                                                                                                                                                                                                                    
                                                                                                                                                                                                                                       M/O SIGNATURE 
 

1) Surgical 2) Medical 3) Type of Aid Recommended 4) Low Vision Aids

                  LE                              RE

  
ASSISTANCE PROVIDED 

Reffered To ...................................................................................................................................................................................................................................................... 
.............................................................................................................................................................................................................................................................................. 
.............................................................................................................................................................................................................................................................................. 
Certified that I have received the above mentioned assistive devices in good working condition and I have not received such devices 
 since last two years under ADIP Scheme of Govt. of India or from any other source. 
  
  
  
SIGNATURE / THUMB IMPRESSION OF THE BENEFICIARY                                                                                                                             (SIGNATURES) 
                                                                                                                                                                                                                                      OFFICER I/C CAMP
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PART - I
PART - II
 
Part II - For Office Use only
Part II - For Office Use only
Certified that to the best of my knowledge the monthly income of the beneficiary / parents / guardian of the patients is Rs. .............................................................. (Rupees ................................................................................................................................) only.
 
                                                                                                                                                                           
                                                                                                                                                               (Signature of the Verifying Authority)
Venue:                                                                                                                                                          S.no.
Date:                                                                                                                                                             Male/Female
 
ASSISTANCE
 
 
 
 
 
 
 
                                                                                                                                                                                                                                   
                                                                                                                                                                                                                                       M/O SIGNATURE
 
1) Surgical		
2) Medical
3) Type of Aid Recommended
4) Low Vision Aids
                  LE                              RE
 
ASSISTANCE PROVIDED
Reffered To ......................................................................................................................................................................................................................................................
..............................................................................................................................................................................................................................................................................
..............................................................................................................................................................................................................................................................................
Certified that I have received the above mentioned assistive devices in good working condition and I have not received such devices
 since last two years under ADIP Scheme of Govt. of India or from any other source.
 
 
 
SIGNATURE / THUMB IMPRESSION OF THE BENEFICIARY                                                                                                                             (SIGNATURES)
                                                                                                                                                                                                                                      OFFICER I/C CAMP
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