
Disability Support Application for Medical 

Assistance 

Date: [Insert Date] 

[Your Name]  

[Your Address]  

[City, State, Zip Code]  

[Email Address]  

[Phone Number] 

[Recipient Name]  

[Title/Position]  

[Organization Name]  

[Organization Address]  

[City, State, Zip Code] 

Dear [Recipient Name], 

I am writing to formally apply for disability support for medical assistance due to my ongoing 

medical condition. My diagnosis is [insert diagnosis], which significantly impairs my ability to 

[describe limitations]. I have been under the care of [Doctor's Name] at [Hospital/Clinic Name], 

and attached are my medical records and supporting documentation. 

Due to this condition, I experience [explain symptoms or limitations in detail], which 

necessitates the need for assistance with [describe specific needs related to medical assistance]. 

I kindly request that you review my application and supporting documents with the utmost 

consideration, as the assistance would greatly alleviate my challenges and improve my quality of 

life. 

Thank you for your time and consideration. I look forward to your positive response. 

Sincerely,  

[Your Name] 


