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COUNCIL TAX PROVIDING DISCOUNT/EXEMPTION CLAIM FORM
Individual Solely or Mainly resident in a care home or hospital
Council Tax is based on two or more persons aged 18 or over living in the property.  However certain persons are entitled to discounts and/or exemptions if they meet certain criteria.  PLEASE NOTE:  there will be no discount if there are two or more adults (aged 18 or over) resident in the property and who do not fall into any discounted category.  An exemption will be awarded where the dwelling has been left empty by a person who has become soley or mainly resident in a care home or hospital and continues to be liable for Council Tax.  Section G must be completed by an authorised person at the Care Home or Hospital.

	A.  Address of property 

	Address:  


	B.  Name of Person who has become solely or mainly resident in a care home/hospital

	Name:


	C.  Name and Address for any correspondence

	Name:

	Address:




	D.  Name and Address of Residential Care Home/Hospital

	Name:

	Address:




	E.  Does the Person named at B (above) intend to return to the property listed at A (above)
	Yes / No

	If the property at A is currently empty, please state date became vacant
	         /           /

	If the property at A is still occupied, please provide the names of all the occupiers:




	F.  Declaration:  As far as I know all the information I have given is accurate and true.  I authorise Erewash Borough Council to make enquiries to verify the information given.  I undertake to notify the Council Tax Department immediately if there is any change in circumstances which may affect the application for discount/exemption.

	Signed:
	

	Full Name:
	

	Telephone number:
	

	Date:
	

	Address if form completed on behalf of liable person
	


	G.  Certificate of Residence in Care Home or Hospital

	I can confirm that (patient name)……………………………………..….. is a long term resident  at (hospital/care home name) ………………………………………………………………………… and is receiving care and/or treatment here within the meaning of the Local Government Finance Act 1992.

	Signed:
	

	Full Name:
	

	Capacity In which signed
	

	Telephone number:
	

	Date:
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