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HOUSING ADAPTATION GRANT FOR PEOPLE WITH A DISABILITY – LOCAL AUTHORITY TENANTS ONLY.

CHECKLIST
Please ensure that the following documentation is included in the application for grant aid:

 Fully completed application form (LA/HAG1)

 Completed G.P. medical report (LA/HAG2)

Any queries in relation to the Scheme or completion of application form please email lahousegrants@longfordcoco.ie or phone 043-3343499 
Completed applications forms should be returned to:

LA HOUSE GRANTS SECTION

HOUSING DEPARMENT

LONGFORD COUNTY COUNCIL

MARKET SQUARE

LONGFORD

CONDITIONS OF GRANT SCHEME

Purpose of Grant

The Housing Adaptation Grant for People with a Disability is available to assist in the carrying out of works which are reasonably necessary for the purposes of rendering a house more suitable for the accommodation of a person with a disability who has an enduring physical, sensory, mental health or intellectual impairment. 

Below are examples of the works covered:
· Level access shower

· Ramp

· Hold rails

· Stair lift

Other Option Available

Transfer to more suitable accommodation

LONGFORD COUNTY COUNCIL

HAG1
APPLICATION FOR Works DisableD PERSON GRANT
	1.
	Applicants Name
	

	2.
	Address

EIRCODE: 
	

	3.
	Date of Birth
	

	4.
	Phone No.  


	

	
	Mobile No.  
	

	
	
	

	5.
	Name of Disabled Person if different from above
	

	6.
	Disabled Person residing at above address? 
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  Yes                      No


	
	
	

	7.
	Current House type 


Single Storey                          No of Bedrooms                  No of Bathrooms 


Two Storey                            No of Bedrooms                    No of Bathrooms 

In case of 2 Storey please specify if bedroom/bathroom/toilet facilities on ground floor  

Yes                                           No                 



	8
	Have works been carried out previously under the DPG grant scheme?  Yes                  No

If yes, please specify year and nature of works:

_____________________________________________________________________________

______________________________________________________________________________________________________________________________________________



	9
	Have you applied to Purchase your house                           Yes                         No

Date of Application                    _________________________



	10
	Have you previously applied for a Transfer to alternative accommodation?

Yes                                      No

Please provide date of transfer if applicable and reason for transfer ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	11.
	Details of Household to include all occupants of premises – including the Disabled Person

	
	Name
	Date of Birth
	Relationship to Applicant
	Income €

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


To process this application, please note that we may share your personal data (information) with the Department of Housing, Local Government and Heritage, with occupational therapists and medical practitioners. You can read the details of our Data Protection policy and privacy statements on our website www.longfordcoco.ie or contact our Data Protection officer at dpo@longfordcoco.ie
SIGNED:  _______________________________

DATE:  ____________________

Medical Information (To Be Completed by The Applicant)

	1.
	Applicants Name


	

	2.
	Address


	

	3.
	Disabled Persons Name (If the Disabled Person is not the applicant)
	

	4.
	Relationship to Applicant
	

	5.
	How long has the Disabled Person lived at this address?
	

	6.
	What is the nature of the disability?


	Applicants are requested to enclose documentary evidence such as copies of Medical Certificates, Medical reports etc. relevant to and in support of this application.  


	8.
	What works of adaptations are being requested: Please tick as appropriate


	
	Level access shower    
Ramp     

Hold rails    

Stair lift 

  Other- Please provide details

______________________________________________________________________________________________________________________________

	9.
	Are these works necessary to:

1. Facilitate the discharge from hospital of the disabled person?

2. Enable the disabled person to function independently?

3. Enhance the quality of life of the disabled person?
	Yes     (    No   (
Yes     (    No   (
Yes     (    No   (



I authorise the release to Longford County Council from my Doctor or Hospital, of any medical details, 
records or other information considered necessary to support my application.  I declare that the
information and details I have given on this application are true and correct.
Signed:  __________________________________    Witness:  __________________________

Date:     __________________________________     Date:       __________________________

HAG2

CERTIFICATE OF DOCTOR
APPLICATION FOR GRANT AID – LOCAL AUTHORITY TENANTS
I hereby certify that the proposed works on the attached application form are necessary for the proper accommodation of:

NAME: ___________________________________________________________

ADDRESS:___________________________________________________________

_____________________________________________________________________

WHO SUFFERS FROM: _____________________________________________________________________

_____________________________________________________________________

NATURE AND DEGREE OF DISABILITY _____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

(Please specify if the works are needed for the following reasons)
· Facilitate the discharge from hospital of the disabled person

· Enable the disabled person to function independently

· Enhance the quality of life of the disabled person
NAME OF DOCTOR: 
_____________________________________________________________________
DOCTOR’S STAMP


ADDRESS: ____________________________________

______________________________________________

SIGNED: ___________________________________________________________________

DATE:     ___________________________________________________________________

OFFICE USE ONLY

	Date Application:

Received
	

	I House Review complete
	
Yes                      No

	Home inspection conducted by:


	

	Notes:


	

	Rent account up to date
	
  Yes                      No



	Description of Works Required:


	

	Categorisation

E= Extension 

M= Minor work

T= Transfer


	


1
Please return to LA House Grants Dept., Housing Section, Longford County Council, Market Square, Longford. 
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