	Wastesavers Ltd
APPLICATION FOR AN ‘ASSISTED LIFT’
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	Name: (Mr,Mrs,Miss,Ms)
	

	
	

	Address
	

	
	

	
	

	Postcode
	

	
	

	Telephone Number
	


Please state your reason for making this application.  Include details of Incapacity/Disability.
IF YOUR APPLICATION IS DUE TO A MEDICAL CONDITION, PLEASE ASK YOUR GP, COMMUNITY HEALTH VISITOR SOCIAL SERVICES OFFICER TO SIGN BELOW.

	


You may use the reverse side of this form if more space is required
	Can any other member of your household move the recycling boxes? 

Please tick box


	Yes
	No


Signature: …………………………………………………………………….                
Date: ………………………

GP / CHV / Soc.Serv - Signature: …………………………………………                Date:………………………
Practice Name if signed by GP: ………………………………………………………………
Return completed form to:-

Wastesavers
Esperanto Way

Lliswerry

Newport

NP19 0RD

Official Use Only:

	Approved :   YES/NO
	Signed:
	Date:


