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This form must be completed and signed by your physician, therapist or professional counselor and 
submitted with your application for a Temporary Medical Hardship Dwelling. 

 
 
TEMPORARY USE OF A MOBILE HOME DURING A MEDICAL HARDSHIP.  The use of a mobile home on a 
temporary basis during a medical hardship may be allowed.  A permit may be granted for a period of not 
more than two years and may be renewed for successive periods of two years,  (2 years) if evidence is 
provided that the hardship condition continues to exist.   
 
In considering this request, it must be found that the hardship condition relates to the aged, the infirm, or to 
persons otherwise incapable of maintaining a complete, separate and detached residence, and also whether the 
requested use will be relatively temporary in nature.  It is not the intent of this provision to subvert the intent 
of the zoning laws by permitting more than one permanent residence on each property.  In granting the 
request for temporary use of a mobile home, conditions may be imposed that will preclude the possibility of 
such a temporary use becoming permanent.   
 
 
Below is the form that shows the physician, therapist or professional counselor is convinced the person with 
the hardship must be provided the care so frequently or in such a manner that the caretaker must reside on the 
same premises. 
 
 
 

 

TO BE COMPLETED BY PHYSICIAN, THERAPIST OR PROFESSIONAL COUNSELOR  
 

This is to certify that the person listed below is my patient: 
 

____________________________________________________________________________ 
(Please print or type name of patient) 

 
It is my opinion that this person has a medical or physical hardship that requires care and attention in the 
fashion described above, and the named patient should be permitted to reside near a caretaker in order to 
facilitate proper care. 
 
Physician Signature: ________________________________________ Date _______________________ 
 

Physician Name: ________________________________________ ID/License # ___________________ 
         (Please Print or Type) 

Address:  _______________________________________________ Phone # (___) __________________ 
 
 


