FORMD-1 TOTALLY DISABLED TAX EXEMPTION IMPORTANT
(Rev. 12/99) Prepare in Triplicate Check At Least
Original - Assessor One Box
Copy - Applicant
Copy - OPM

TO: ASSESSOR, Town of

! hereby apply for the $1,000 tax exemption (off my assessed value) as provided for in the Connecticut General Statutes
Sec. 12-81(55):

NAME(Last) (First) (Middle Tnitial) BIRTHDATE SOCTAL SECURITY #

|1 |

ADDRESS (No., Street, Town or City) (Gtate) _ (Zip Code) APPLICANT’S TELEPHONE #

Document(s) attached:

D Proof of eligibility, in accordance with applicable federal regulations, to receive permanent total

Disability benefits under Social Security,

’ - or-

If the applicant has not been engaged in employment covered by Social Security and accordingly
Has not qualified for benefits thereunder:

D Proof of eligibility for permanent total disability benefits under any federal, state or local
Government retirement or disability plan, including the Railroad Retirement Act and any
Government-related teacher’s retirement plan, determined by the Secretary of the Office of
Policy and Management to contain requirements in respect to qualification for such permanent
Total disability benefits that are comparable to such requirements under Social Security,

-0r-

l:] Proof that the applicant has attained the age of sixty-five(65) or over and would be eligible in
Accordance with applicable federal regulations to receive permanent total disability benefits
Under Social Security or any such federal, state or local government retirement or disability
Plan as described above.

CERTIFICATION

I CERTIFY UNDER THE PENALTIES OF FALSE STATEMENT THAT I MEET THE REQUIREMENTS OF
CONNECTICUT GENERAL STATUTES Sec. 12-81(55) AND AM
ENTITLED TO THE TAX EXEMPTION PROVIDED FOR THEREIN.

Applicant’s Signature Date

APPROVED

Assessor Date



STATE OF CONNECTICUT PHYSICIANS CERTIFICATE
- ’ OF TOTAL AND PERMANENT DISABILITY

To be used only when accepted proofs of disability from Social
Security Administration, Veteran’s Administration, or other
governmenta] offices are not obtainable.

I . , am familiar with the Social Security
(Physician’s name)

Administration’s requirements for establishing Total and Permanent Disability status.

In my opinion , meets or exceeds all
(applicant’s name)

such requirements and is totally and permanently disabled.

To the best of my knowledge this disability began on

(date of disability)

(Physician’s signature) (date signed)

(print physician’s name) ‘ (MD license # - required)



