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APPLICATION FOR COUNCIL TAX DISCOUNT
SEVERELY MENTALLY IMPAIRED

Council Tax Reference Number:………………………………………………………..

Full Names of Council Taxpayer(s):

……………………………………………………………………………..

Address:…………………………………………………………………………………

..…………………………………………………………………………………………

…………………………………………………………………………………………..

Telephone Number:…………………………………………………..

Thank you for your recent enquiry regarding Council Tax Discount because there is
someone living in the property that is over the age of 18 and may be severely mentally
impaired.

If you think you may qualify for discount under this category, please complete the following
questions and return this form so that any entitlement can be assessed.

This application form must be made by the person liable to pay Council Tax (if this is the
same person to whom the discount may apply then a representative may complete the form
on their behalf).

1. Name of person  who suffers from severe mental impairment:-
 

  __________________________________________________
 

2. In order to qualify for the reduction at least one of the following allowances must be
in payment. (Please tick where appropriate).

 

 Invalidity Pension Attendance Allowance
 

 

 Severe Disablement Allowance Disability Living Allowance
 Care Component at 2 Highest
Rates

 

 Disablement Pension Increment due to Constant Attendance Needs
 

 PLEASE ENCLOSE EVIDENCE SHOWING DATE ENTITLEMENT STARTED.
IF THIS IS NOT RECEIVED THIS COULD DELAY YOUR CLAIM.
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3. No of occupiers in property over 18: _______________________________

4. Name and address of the person’s Doctor (Must be a registered Medical
Practitioner)

Doctor’s Name ____________________________________________________
(Block Capitals)

Surgery Address ___________________________________________________

_____________________________________________________

5. I authorise you to seek a certificate from the above Medical Practitioner confirming
that the person named in question 1 is suffering from severe mental impairment, and
a copy of that certificate will be forwarded by West Wiltshire District Council to me
if requested.

Signed………………………………………. Date……………………..

Full Name (Block Capitals) …………………………………….

Telephone No …………………………………..

If you require correspondence to be sent to a different address with regards to Council Tax
please state address below.

_____________________________________________________________________

_____________________________________________________________________

Please return to Revenues Department, West Wiltshire District Council, Bradley
Road, Trowbridge, Wiltshire BA14 0RD


