




 
 
 
 
 

Permanent Disability Medical Certificate 
 
Any costs incurred in completing this form are the responsibility of the student. 
 

This section is to be completed by the student –  
 
Social Insurance Number 

All personal information is collected under the authority of Section 31 (c) of the Prince Edward Island Freedom of Information and 
Protection of Privacy Act and the Canada Student Financial Assistance Act and Regulations, as it relates directly to and is necessary for 
the administration of the Canada Student Loans Program and the Prince Edward Island Student Loans Program and will be used solely for 
the determination of financial assistance.  For further information contact Student Financial Services at (902) 368-4640.  
 

This section is to be completed by the physician – please complete all questions 
 
It must be demonstrated that the student’s disability meets the definition of “permanent disability” in the Canada Student 
Financial Assistance Regulations and in the Canada Student Loan Regulations.  See definition below. 
  

 
Yes 1)  Does the disability meet the following definition of permanent disability? – “A functional limitation 

caused by a physical or mental impairment that restricts the ability of a person to perform the daily 
activities necessary to participate in studies at the post-secondary level or the labour force, and that 
impairment is expected to remain with the person for the person’s expected life”. 

 
No 

2) When did the disability occur? 
    
 
3) What is the nature and history of the disability?  The information should be precise – avoid using words such as possibly, 

probably, likely, etc.   
    
    
    
 
4) How will the applicant be restricted in his/her ability to perform the daily activities necessary to participate in studies at 

the post secondary level? 
    
    
  
5) Is the functional limitation expected to remain for the person’s expected life? Please explain. 
    
    
 
 

Attach any supplemental information. 
 
I, the undersigned, a duly qualified medical practitioner, hereby certify that I have knowledge of the above named person’s disability 
described above and that I am satisfied that he/she has a permanent disability. 

   

 X    S I G N  H E R E     
Physician Name (print) Signature of Physician Date 

 

Office Use Only 

 

File Number 
 

Date Received 

        
        

  

Last Name Given Name Middle Initial Telephone Number 
 

 

Street Number & Address City Province Postal Code 
 

Student Financial Services  
Department of Education 
PO Box 2000 
16 Fitzroy Street 
Charlottetown, PE C1A 7N8 
Tel: 902 368-4640 
Fax: 902-368-6144 




