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	CERTIFICATE OF PHYSICAL DEFICIENCY

	
	

	To be completed by a health professional
 (Consultation charges are at applicant’s own expense)

	Referring to the definition of a handicapped person in the explanatory document for applicants and health professionals, attest to the physical deficiency, specify its nature and stipulate how it prevents the person from hunting in accordance with this Act. 
(Complete online or in legible block letters)

	Surname and given name of the patient :      

	Date of birth  (year / month / day) :       /    /   

	 FORMCHECKBOX 
 The physical deficiency is irreversible. 

or

 FORMCHECKBOX 
 The physical deficiency is reversible and must be reevaluated in:

	1 year  FORMCHECKBOX 

	2 years  FORMCHECKBOX 

	3 years  FORMCHECKBOX 

	4 years  FORMCHECKBOX 

	5 years  FORMCHECKBOX 

	

	If section A of the Hunting Authorization application is checked, the applicant :

	 FORMCHECKBOX 
  is paraplegic, hemiplegic or quadriplegic;

 FORMCHECKBOX 
  has lost one leg above the knee;

 FORMCHECKBOX 
  has lost both legs below the belt;

 FORMCHECKBOX 
  may move around only by means of a wheelchair or other similar means;
or
 FORMCHECKBOX 
  may move around in a self-sufficient manner despite his physical deficiency.

	For the last two boxes, explain the incapacity or the capacity to disembark a vehicle and to move about in a self-sufficient manner: 



	

	

	

	If section B of the Hunting Authorization application is checked, the applicant : 

	 FORMCHECKBOX 
  is paralyzed or has lost part of an upper limb, including two or more fingers, a hand or a forearm;

 FORMCHECKBOX 
  is incapable of using a bow in a recurrent and effective way, for hunting and during practice;

or

 FORMCHECKBOX 
  is capable of doing so in the above-mentioned circumstances despite his physical deficiency.

	For the last two boxes, explain the incapacity or the capacity to use a bow according to the above-mentioned circumstances : 



	

	

	

	

	Health professional certification

	I hereby certify that the information is accurate.

	I am a doctor  FORMCHECKBOX 

occupational therapist  FORMCHECKBOX 

physiotherapist  FORMCHECKBOX 

Your corporation No.:      

	Surname and given name

     
	Date:
	Year
    
	Month
  
	Day
  

	Address 

	     

	City, province and country
	Postal code

	     
	       

	Area code  Telephone 
	Signature of health professional
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