
PPSN: 

:______________ 

An Rannóg Sochair Chóireála,
Oifig Seirbhísí Leasa Shóisialaigh,
Bothar Naomh Oilibhéar Pluincéad,
Leitir Ceanainn, Co. Dhún Na nGall,
F92 T449

Name:

Warning: If you make a false statement or withhold information, you may be prosecuted
leading to a fine, a prison term or both.

Treatment Benefit Section,
Social Welfare Services Office,

St Oliver Plunkett Road,
Letterkenny, Co. Donegal,

F92 T449

Date

Address: _______________________________

_______________________________

Qualifications: ____________________________________

Stamp

Signature of Medical Practitioner: ______________________________

Medical Certificate for Hair Replacement Benefit

I certify that I have examined the person named above and having assessed them in 
my opinion believe they suffer from alopecia resulting from one of the conditions 
listed at Appendix A overleaf: 


