[bookmark: _Toc93410540]Certificate D
LEICESTERSHIRE COUNTY COUNCIL PENSION FUND 
CERTIFICATE OF PERMANENT INCAPABILITY 
LGPS REGULATIONS 1997 
FOR THE EARLY PAYMENT OF DEFERRED BENEFITS – REGULATION 31
THIS PART TO BE COMPLETED BY FORMER EMPLOYER
	[bookmark: _Hlk214869057]Name 

	Address 

	Former employer
	Date of Application by member

	        Date this pensionable employment ceased (this must be BETWEEN 1.4.1998 and 31.3.2008 inclusive)

	Nature of employment*


*(Job description and full information on requirements of the job are attached)

PARTS A, B & C TO BE COMPLETED BY IRMP before certifying
I have examined the above named on: (Dates)	 
I now certify that:
PART A
In my opinion he/she IS, at the date of application permanently incapable of discharging efficiently his/her former pensionable employment because of ill-health or infirmity of mind or body.	Yes / No (delete as appropriate)
In giving my opinion, I am aware that “Permanently Incapable” means “that the member will, more likely than not, be incapable until at the earliest, their normal retirement age”.
If Yes, PLEASE COMPLETE PARTS B and C before certifying
PART B – Please only complete if the member is under age 55 at the date of application stated at the top of this form.
Is, at the date of application, the member permanently incapable of discharging efficiently the duties of any regular full-time employment because of ill-health or infirmity of mind or body? Yes / No (delete as appropriate)
PART C
Does the member have a life expectancy of less than 1 year? Yes / No (delete as appropriate)
If yes, is the member aware of this Yes / No (delete as appropriate)
	[bookmark: _Hlk214869184]I further certify that I have not previously advised or given an opinion on or otherwise been involved in the case for which this certificate has been requested.
I am qualified to make this determination in accordance with the definition of ‘qualified’ as it appears in the above LGPS Pension Regulations
Additionally, I certify that I am not acting, and have not at any time acted, as the representative of the person named above, the members Employer or any other party in relation to this case.

	Signed: Independent Registered Medical Practitioner
	
	Date:


OR, 
	[bookmark: _Hlk214629484] I have reviewed the records on…………...   (insert date) and confirm the above statements to be true.

	Signed: Independent Registered Medical Practitioner
	
	Date:



	Printed name of IRMP:
	Registered IRMP`s company name or official stamp




