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Medical Certification Form

OAF X 35 EH SEAHNA!: & LA2 OAIt F To Physicians and Public Health Officials: This form has
SIS MU A RS|0|M &0I5H Ao Z 0| 2HX}O| O|EHA been approved by the Michigan Public Service Commission
AEHZ S0I81= [ AFRE £ 9JOM 0|= ZX AH|A KOS for your use in verifying a m.edical cqndition Qf this patient
omste o Most 27 = & 9AL|ch that justifies a hold on shutting off utility service.

OFL Instructions

A customer may provide a signed medical emergency hold

request to postpone the discontinuance of utility service or

c =S restore service. For power to remain on, this certificate needs

AEEHE to be completed and returned to your utility within 3 business
3 ¢ o|Liofl AHE | days. If utility service is a necessity, you must make other

A7t =0l A2 | arrangements for on-site back-up capabilities or other

MH|A ZCH A| &% 84O} 7|5 0|L} 7|E} CHOHS Of24sHOF &L Ct. altematives in the event of loss of service.

=

N If a customer submits a medical emergency hold request
DH0| oA EE ST 2 SFH0| MBS 7Y SEYE ER | signed by a physician or public health official, along with the

o
SAM} ofgf LJEE =7} "4 HEE F=5t= 42 additional required information listed below,
()= F4a 21 will suspend
T Ao MHAZ =2HL|CH shutoff action for at least 21 days, and services will be

restored, where applicable. The customer may be charged a

ooz M or £l ; ) :
HZ=30| HRE £ &Lt deposit to the account for service restoration due to

S50l 8T8 5 XS disconnection for nonpayment.
0| AAM S ZOISICIT S|A| F7|3te B2 FEH2 Q.0)5l= Z0| Approval of this form does not prevent shut offs
OFLIL|CE. 3t5 MH|A =22 msta{d O|g 92 sjaS 9t inde_zfinitel_y. You rr?ust.takt_a steps to resolve unpaid bills to
ZX|Z sjoF S|t ;a(;/o!tsj.tserwce termination in the future. We encourage you

— - visi

£ gEotol oUXl 25 20 =50 == Z2A™S RORAI] |4 fing available programs to assist with paying energy bills.
HFfLICh S United Way Off 211 22 Q=i5HE 2= 7|2 You may also contact the United Way at 211 for free
MHIAE BE & QUEL|CL O] MH[AE F NI X9 HFL|E|l | confidential service that links people with local community
7|HE CHA|QF AFZIS S AHZs| =0 2292 X9 L J7|E st based organizations across the state that can help with utility
X9 AFSIS EZOIE £ QlaLrt assistance and other needs.
0|23t Mo|= E QFAl A2 A| MLE!IL|C} These definitions apply in using this form:

Medical Emergency - an existing medical condition of the

SEY SSYF - AL Ao S T T ol AFel customer or a member of the customer’s household, as

O[AILE SZEA F=0| QJA=RIMof Felst Q15 tHE, 0[O defined and certified by a physician or public health official on

Z=x|st= ol3 AEN7F QEIZ|E| MH|A BEZ=oz ol otslE Z{oz | this medical certification form, that will be aggravated by the

mOE AS T EL T Jb3 Mo O=E o 23 Iacl|< of utilitg/ se;qi%e. A %:ctilki]ty shatll postpone disbconnfection for
- N N no longer than ays if the customer or member o

ALSH HEAH 710 A DHY = ole X1 ol EHO , e .

S0l Zdet B2, M|~ A O'jxﬂ = 2198 a5 i 870 | customer's household has a certified medical emergency.

LHoI M ME|A SEHS A7|8H0F RLICE AT A7|E AYBI2 B =7t please note, additional certificates are required to extend

OIS M7} ZQ3ICH= HO| K2|5HM 8. postponement of shutoff. Postponement of shutoff for medical

O|E A STANS AENE QIBF KT (7| 63 UL XIS & emergency conditions shall not exceed 63 days.

O4ﬁ|_| |:|.
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Korean: To ensure timely review and processing of this certification form, responses must be in English. Failure to provide the requested
R2024 information in English may result in processing delays and will not extend the 3-day grace period or protection. 1/7
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Critical Care Customer - means any customer who requires,
or has a household member who requires, home medical
equipment or a life support system, and who, on an annual
basis, provides this medical certification form from a physician
or medical facility, to the utility, identifying the medical
equipment or life support system and certifying that an
interruption of service would be immediately life-threatening.
Disconnection of utility service for Critical Care customers
shall be postponed on an annual basis. (A new Medical
Certification Form must be completed and submitted).
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To make a request for a medical hold:

1. Section 1: To be completed by resident of household
requiring Medical Emergency Hold or by legal parent or
guardian if patient is under the age of 18.

. Section 2: To be completed by
customer of record.

Section 3: To be completed by physician or Public
Health Official.

Retum the completed form and valid identification to

Secure website:
Secure email:

Fax number:

This form must be complete and legible to be

processed. All information is required unless otherwise
indicated. Completed forms will be processed within one
business day. If you have any questions, please contact

at
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To ensure timely review and processing of this certification form, responses must be in English. Failure to provide the requested
information in English may result in processing delays and will not extend the 3-day grace period or protection.
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Medical Certlflcatlon Form
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To Physicians and Public Health Officials: This form has been approved by the Michigan Public Service

Commission for your use in verifying a medical condition of this patient that justifies a hold on shutting
off utility service.

%H UAo| AT HE U H2E Yol RE B2 B4
=3

ST YOIZ ZHAstof

3
AeM 3 H3 7|Zto| AFYE|X| @8 S A YLICE

[

= GOE HASHX]| b= B2 M7t X|HE

ho
2 0
mog
2
hr

TO ENSURE TIMELY REVIEW AND PROCESSING OF THIS CERTIFICATION FORM, ALL SECTIONS MUST BE COMPLETED,
RESPONSES MUST BE IN ENGLISH AND RETURNED TO THE UTILITY WITHIN 3 BUSINESS DAYS. FAILURE TO PROVIDE THE
REQUESTED INFORMATION IN ENGLISH MAY RESULT IN PROCESSING DELAYS AND WILL NOT EXTEND THE 3-DAY
GRACE PERIOD OR PROTECTION.
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| understand that cannot guarantee continuous utility service and it is my responsibility

to maintain a backup system or have an alternate plan in the event of such loss. Use of this certificate form does not provide any
rights to the customer regarding service restoration in the event of an unexpected outage.

MM 1 BRHE CFS HEE Teof FLiCh

Section 1: the following information is to be completed by the Patient

StXt O] -E: Patient's Name: A =2 : Birthdate:
D (A =)0t A ol _ . _

Relationship to Customer (Account holder): = Self: |Ef: Other:

H™3/F ™2 Home/Cell: 2| & ™%} Work:

HoI2 2 289 ZE, 50 U HEIE LI Yo £019 o2 MHA FEAT} £ o= oIF LA EetE oE FEE L0 FF
M| HBA EE ST X FFAONA SLI8 F 3 AUA SHH= HE SLZLITE 2L N2F2l FF A7) 5]
QOT, FF MH2 FEF A YY NAHS ZEAL HA AZE MR HS 2219 HYYS OfHBLIE 2L BAZY OF2 JHE
F20) HFHD YO0 HSE BE FE} HYYS SYYLILL FEA NE BE FHS SFHE FP, £ £H 0/ o HEH
o/ BRI X2 0 A 2l b SOt

I hereby authorize my health care provider(s) to release the medical information included on this medical certification FORM
to my utility, or third parties authorized by the utility, to assist with the review, approval, and processing of this request. |
understand that continuous utility service is not guaranteed and it is my responsibility to maintain a backup system or have
an alternate plan in the event of a loss of utility service. I certify that the patient lives at the address listed below and that all
information provided is accurate. If | meet the conditions for a Critical Care hold, I also agree to notify the company when
this medical hold is no longer necessary.

MY EA/EHE 25 X/HA O 2| Q): Signature (Patient/Legal Guardian/Power of Attorney): | 2 &t: Date:

2 913 40| Ml ZEED M B S Qoi2 XEooF BUC QM E HEE FOIZ HAISHK ¥ FS Mt g 4
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M 2: DHGIFF)L T+ HEE FHoHof L Ch

X} O|2: Patient’s name: A4 22l Birthdate:

Section 2: the following information is to be completed by the customer (Account Holder)

DY (HXHA|): Customer Name (Printed):

n78 A Customer Address: LEAJ: City: F: State: | SHEHD: Zip:
H™ =/ ] %t Home/Cell: 23t Work: & O|HY: Home Email:
H =t M= Account Number: MH|A 98- 2 TtA

Type of Service: Electric Gas

EOI2 $/0) FE7} HEGD HAT} I|RY DY T 0f FAU HFHE IR DAY HF FHAYS S/

I certify the information above is accurate AND the patient is the customer of record or a household member of the
customer of record residing at this address.

178 M H: Customer Signature: = A Date:

O] ¥4 STt 3 fI[ste2 JSEHE |osts Ao| ofHLIch = MH[A Z2E n|si2{™ O/ RE.‘ Si2E et =X|E sfiof gLict. 2 7|
HALO|EE WESIA| 7Lt United Way 0] 211 Ho 2 A5l 3382

Approval of this form does not prevent shut offs indefinitely. You must take steps to resolve unpaid bills to avoid
service termination in the future. We encourage you to visit our website or contact United Way at 211 to find available
programs to assist with paying utility bills.
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X} O|2: Patient’s name: A4 22l Birthdate:

rtot

MM 3OS BEE A == ST 2 BYXIF 26 of gt

Section 3: the following information is to be completed by a Physician or Public Health Official

otz &Xxt F StLtE MEsi] Chg =d F StUE HEs FAM K.

Please select one of the following conditions by checking one of the boxes below:

| olzd SENY %}

SHA7L 7| E Hetg §f1 Aol Ol 33 MH|A BREo R Qs AStE + A= JENRUCE 22 = 02 Tt G A0A
QISE o7 35 4¥0| gzt 32 A1H|* HIJ—“XIE 212 = el LHOA A1HI SHE A7|5oF a.“—llir.
Xpet T2 AFSHAT Ft °|’<A17f Qs He YA FH R a2y SS4Y YEHE o AH AI|= 63 YS
Zite 5= &L

Medical Emergency Patient

Patient suffers from an existing medical condition that will be aggravated by the lack of utility service. A utility shall
postpone disconnection for no longer than 21 days if the customer or member of customer’s household has a certified
medical emergency. Please note, additional certificates are required to extend postponement of shutoff.
Postponement of shutoff for medical emergency conditions shall not exceed 63 days.

QU2 Exfof| Al H7| S/EE VAL MH|A ST 2 Qs AotE £ = O3u 22 2 2Y SS4F YEI7I ASS AL CL

=

I certify that the patient has the following medical emergency condition(s) that will be aggravated by the loss of
electricity and/or natural gas service.

AEH(E): Condition(s):

ZHH|: Equipment: 7|Zt: Time Period:
SEXL
AL YoM EH [X| o THIE ALEStL oW 33 MHAE SHSHH FA| 4HO| HE = ASLLCH St
D0 Cist 33 AMH|A BCH2 0fd AT|ELCH (E MEL 28 QABAM LAS EMsI HEiof AAE = ASLCH)

Critical Care Patient

Patient uses life-supporting medical equipment at home and termination of the utility service would be immediately
life threatening. Disconnection of utility service for Critical Care customers shall be postponed on an annual basis.
(A new Medical Certification Form must be completed and submitted annually to be renewed.)

EX7L A8t 4 /X X £ o2 YH|= Ch3a Z2EU L

The following life-support system(s) or medical equipment is/are used by the patient:

EHH|: Equipment:

%
N
1o
o
%0
r|r
-|o

): Additional comments (if any):

= T YO M HEZD M2 =M HHE 0|2 NE8HoF LIt 28 & FEE SO 2 MAISHA| = 32 M7t X|HE 5
Ao 3 2= 7| 7H0| AFEX| @S AYLIC}
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2tX} O|Z: Patient’s name:

A4 22l Birthdate:

SILIE MEHSIM| 2: Please check one:

| O At 0|Z: Name: XIZAZ #: License #;
Physician

| S5 21 3F¢E 0|Z: Name: XIAZ #: License #:
Public Health Official

AFRI(Rh F=4: Business Address: Al: City: Z: State: SHHD: Zip:
AM (R M3 S: Business Phone: A: Fax:

gole oI Mo 7|xfE EXIE =2Qlo] ZTIEIMon], 2olo] of= F HISE HEI AtMo[m, Medst SolgtZ Medstn o] LA of
MYEo =M sl X7t "ol 82 EA £ "FEAQ 7|ES SFES FHAFLIC

I certify that the patient identified on this form has been examined by me and to the best of my knowledge, information
provided is true, and that, in checking the selected box and signing this form, the patient meets the criteria of a

“Medical Emergency Patient” or a “Critical Care Patient.”

MdY: Signature:

=R Date:

= S MOl N AEED M2|=2H HHE YO =2 HEHOF YLICH RYE EE
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To ensure timely review and processing of this certification form, responses must be in English. Failure to provide the requested
information in English may result in processing delays and will not extend the 3-day grace period or protection.
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	Critical Care Customer - means any customer who requires, or has a household member who requires, home medical equipment or a life support system, and who, on an annual basis, provides this medical certification form from a physician or medical facility, to the utility, identifying the medical equipment or life support system and certifying that an interruption of service would be immediately life-threatening. Disconnection of utility service for Critical Care customers shall be postponed on an annual basis. (A new Medical Certification Form must be completed and submitted).
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