
Physician  must  complete

patient mailing address

physician  certification
property  Tax  defermenT  program

homeowner  INSTRUCTIONS:

If you wish to apply to defer your property taxes under the person with a disability provision:

1.	S ubmit one of the following to our office:

	 a)	 a copy of either a recent letter confirming your Persons with Disability designation or your Consent for Release 		
	 of Information Form from the Ministry of Housing and Social Development, OR

	 b)	 IF YOU DO NOT HAVE EITHER OF THE ABOVE DOCUMENTS, take this form to your physician.  Your 			 
	 physician will complete the form to confirm that you are a person with a disability as set out below, and will 			
then mail it to us.  It is the applicant’s responsibility to ensure that this form is forwarded to the address below.

2.	A pply for deferment of property taxes and your home owner grant at your municipal or government agent office.

FIN 58   Rev. 2009 / 9 / 17

When complete, please mail form to:

	T ax Deferment Program
	M inistry of Finance
	P O Box 9446 Stn Prov Govt
	 Victoria BC  V8W 9V6

•	Your patient has requested you to complete the form to 
establish their eligibility for the property tax deferment 
program.

•	Please type or print clearly.

•	Your assistance is appreciated!

Please continue on reverse

Patient name Patient phone number

Yes No

(	 )

I certify that my patient:  

1.	 is 18 years of age or older;

2.	 has a severe mental or physical impairment that in my opinion

	 a)	 is likely to continue for at least 2 years, and 

	 b)	 directly and significantly restricts the person’s ability 
		  to perform daily living activities either

				    (i)	continuously, or

				    (ii)	periodically for extended periods, and

	 c)	 as a result of those restrictions, the person requires help 
		  to perform those activities in the form of

					     (i)	an assistive device,

					    (ii)	the significant help or supervision of another person, or

					    (iii)	the services of an assistive animal.		

		

1.

2. a)

2. b)

 POSTAL CODE

If you have any questions or require additional information 
regarding application for the Property Tax Deferment 
Program, please call our office at:  250 387-0555 in 
Victoria, or toll-free through Enquiry BC:  1 800 663-7867 
from within BC or 604 660-2421 from Vancouver, and 
request a transfer to 250 387-0555.

2. c)

Freedom of Information and Protection of Privacy Act (FOIPPA)  
The personal information on this form is collected for the purpose of administering 
the Land Tax Deferment Act under the authority of both this Act and section 26 
of the FOIPPA.  Questions about the collection or use of this information can 
be directed to the Information and Privacy Analyst, FOI Section, PO Box 9432 
Stn Prov Govt, Victoria, BC  V8W 9N6.  (Telephone:  Victoria at 250 953-3671, 
Vancouver at 604 660-2421 or toll-free at 1 800 663-7867 and ask to be 
re-directed.)  Email: FOI.QRYS@gov.bc.ca

Mailing Address:
PO Box 9446 Stn Prov Govt
Victoria BC  V8W 9V6

www.sbr.gov.bc.ca/rpt

mailto:FOI.QRYS@gov.bc.ca


Physician’s signature

phone no.

(              )
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Describe in DETAIL what restrictions (if any) the applicant’s severe impairment poses to daily living activities.  Please specify any help 
that may be necessary including assistive devices, assistive persons, or assistive animals.

Physician’s name  –  please print

Physician’s address

Physician’s Certification  –  I hereby certify that, to the best of my knowledge, the above information is true and correct.

Yyyy / MM / Dd
DATE SIGNED

primary diagnosis

Please describe the severe mental or physical impairment (for example: functional abilities, cognitive abilities, interpersonal abilities or 
social abilities).

X

postal code
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