
 
 

 
Legal Notice 156 of 1995; Registration and Appeal of Persons with Disability. 
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Head Office, Hal Far, 
Birzebbugia, Malta 

Tel: 21654940   

E-mail: jobsplus@gov.mt 
Website : www.jobsplus.gov.mt  

Application for entry of name in Register for Persons with Disability 
 

 

1. Name and Surname::              
                    

2. Address:          

              Tel No:______________ 

3. Nationality: __________________                           4. Age: ______________________ 
  

 

5. Has there been a previous application? _____________ If yes state when ___________ 
     

 

6. Are you NOW, employed or working on your own account?  _____________________________ 
 

(a) If so, state occupation ______________________ and name and address of employer 

_____________________________________________________________________ 

(b) If not, state (i) previous occupation _________________________________________ 

                        (ii) period from _____________________to__________________________ 

 

7. Occupation desired by you ________________________________________________ 
 
8. Are you in receipt of an Invalidity Pension? ____________________________________ 

 
I declare that all the information in this document is true and correct, and that I am applying for my name 
to be entered in the Register of Persons with Disability. 
I hereby agree and explicitly consent to have my personal data (including sensitive personal data) 
collected and processed by Jobsplus for such purpose.  As a data subject I have the right to access, 
rectify, and where applicable, erase any personal data concerning myself. 
This consent is being granted on the condition and understanding that Jobsplus will comply with all the 
relevant provisions of the Data Protection Act and any regulations issued there under. 
Any personal data disclosed to Jobsplus for the same purpose on any future occasion shall be subject to 
the same Data Protection Act. 

 
Date: _______________________     Applicant’s signature or mark: _____________________ 

                                                                              I.D. Number ______________________  

 

Witness to mark only ____________________________ 

Address of witness    ____________________________________________________ 

                                                        ID Number              ______________________________ 

 



 

 

* Document to be completed by a General Practitioner, but persons suffering from mental health difficulties said document must be 

completed by a psychiatrist or a psychologist 
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Medical Certifcate * 

 

This information relates to the application for the entry/retention in the Jobsplus Register for Persons with Disability, as per LN 
156 of 1995. This Register holds the name of individuals that although fit for employment, require guidance and assistance to 
engage in employment which is most suitable to their current physical/mental health condition. 
 
Kindly provide hereunder as much detail as possible to facilitate the process . 

 
Name of Applicant ________________________________________________       Id card no. 
 
1.Condition or Conditions 
 

  

 

 
2. How does the condition limit the applicant in their everday activities 

 

 

 

  

 

 

 
3. How is the condition expected to degenerate or improve with time (especially in relation to employment)  

 

 

 

 

 
4. Is the applicant currently fit for employment                     YES                NO      
   
     
        
 _______________________________________ 

      Medical Officer’s signature 

 
_______________________________________ 
           Medical Officer’s Registartion number         
        
_______________________________________________        
           Date 

(     

 

 

 

 

                                     

                                           

Official Stamp 
(No applications will be accepted without the stamp) 

                           


