NOREND YALLEY UTILITY

MEDICAL BASELINE ALLOWANCE APPLICATION

{Used for Medical Baseline Ervoliment ond Re-Certification)

Part 1: TO BE COMPLETED 8Y CUSTOMER (ploase print]

MVU Cusfomer Accound No:

Customer Name (as it appears on your bill):

Medical Baselne Resdent's Name (If different):

Service Address:

Customer Mailing Address (¥ ditferent):

Home Phone 3| . Work Phone | ___)

Cell Phone 3| )

| undersiond that:

. If the docior certifies e resident's medical condition s permanent. MVU will require completion of
a form self-certifying continued resident’s eligibiiity for Medcal Baselne every two years.

. If the Doctor Cerfifies the resident's medical conditicon is not permanent, MVU will require compleion

ritying continuing resicent”s eligitlity for Medical Baseline eoch yeor ond

a new applicalion with a doctor's certification every two years.

. If the resicent hos o vision discbiity. | may contact MVU 1o reques! specicl nofifcesion when
aither recertification (to complete & new applcation with & doctor's cerification) or self-
cerfification forms are mailed

(&)

w

»”

. MVU commot guaraniee uninterrupled eleckic sanice ond & nol responsible for making
altemate arangements in the event of an elecic outage

| certty thaot the cbove information & comect. | aso certy that the Medica Baseline resident fves full
fime at this oddress, ond reqQuUres of CoNSNUes 10 require e Medical Baseline Allowance.,

| agres 10 alow MYV 1o verify this information

| also agree fo promplly nolfy MVU If the qualified resident moves or Medical Baseline Allowance Is no
longer needed by the resident.

Customer Signature: Date:

The Standard Medical Baseline Aflowance s 14.5 owatt-hours of elechiclty per day. which 5 in oaddifon to
o your dally Standard Baseine Alocation,

AFTER COMPLETING THE APPLICATION PLEASE MAIL FAX, EMAIL OR BRING TO OUR LOCAL OFAICE

MAIUNG ADDEESS: LOCAL OFFICE




