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Ew® DISTRICT APPLICATION FOR MEDICAL EQUIPMENT

WATER & POWER DISCOUNT (MED RATE)

1. CUSTOMER INFORMATION How To APPLY

Name (as it appears on MID bill)

1. PROVIDE YOUR CUSTOMER INFORMATION
(NAME, ADDRESS & ACCOUNT NUMBER).

Service Address

2. PROVIDE A MAILING ADDRESS (IF DIFFERENT
FROM YOUR SERVICE ADDRESS).

City State Zip Code

3. ENTER THE PATIENT’S NAME OF THE PERSON
WHO QUALIFIES FOR THE MED RATE. (THEY
MUST BE A FULL-TIME RESIDENT OF THE

Home Phone Work Phone

HOUSEHOLD)

4. ACCOUNT HOLDER SIGN AND DATE PAGE 1
OF THE APPLICATION

MID Account Number

5. A LICENSED, QUALIFIED HEALTH
PROFESSIONAL MUST COMPLETE AND SIGN

Mailing Address

PAGE 2 OF THE APPLICATION

6. EMAILTO:

City State Zip Code

2o SELLEN NI e LY MERCED IRRIGATION DISTRICT

Patient Name

MIDCUSTOMERSERVICE@MERCEDID.ORG

OR MAIL/HAND-DELIVER THE APPLICATION TO:

744 WEST 20TH S.
MERCED, CA. 95340

Patient Date of Birth Relationship to Customer

3. DECLARATION AND SIGNATURE

e | certify that all information on this application is accurate.

e | certify that the patient named in step 2 above is a full-time resident of
this household.

e The device listed on page 2 is used in my home and is essential medical
equipment powered by electricity supplied by MID

e | permit the proper change to my rate schedule and consent to annual
eligibility verification.

e | understand that MID cannot guarantee uninterrupted electricity service,
and | am responsible for making alternate arrangements in the event of a
service disruption.

X

1Can | also receive the California Alternate Rates
: for Energy (CARE) Discount?

:with the CARE discount. This will help you get the

1 most savings every month.

1
1
1
1
1
1
1
. 1
1 Yes. This monthly discount can be combined :
1
1
1
1 1
1
1
1
1
1
1

What do | do if | have a disruption in my
electric service? :

1
\ MID knows how important reliable electric services |
: are to our customers, especially those using medicall
1 equipment. We make every effort to prevent outages,
: but cannot guarantee they will not occur. Please keep :
1in mind that temporary disruptions in service may
: occur— and you should be prepared.

Customer Signature Date

submitting it to MID.
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Please have your Qualified Health Professional complete Page 2 of this application before mailing or



To be completed by a Qualified Health Professional Only!

To be completed by a Doctor of Medicine (M.D), Nurse Practitioner (NP), Doctor of Osteopathic Medicine
(D.O), or a Physician’s Assistant (PA) licensed to practice medicine.

Patients Name Date of Birth

YES NO Requires the use of the following and is operated on a regular basis
(Check Yes or No for each)

. . (l
Electric Wheelchair | *Please note:

(l
| = This is the complete list of quali-

Oxygen Concentrator ]
Il

fied equipment.

In-Home Dialysis Cycler
other devices.

IPPB (Intermittent Positive Pressure
Breathing) .
Heating or Cooling is medically necessary to sustain the person’s life or prevent the deterioration of the

1
1
1
1
]
1
1
= We are unable to approve any |
:
1
= Please don’t alter this form. 1

1

1

person’s medical condition:

Special Cooling needs (Description):

Special Electric Heating needs (Description):

Does interruption in electricity service create a potentially life-threatening
situation for this patient?

Diagnosis/Medical Condition:

| certify that the life support device(s) and/or additional heating or cooling will be required for a minimum of 12 months.
Duration of medical condition:

|:| Number of years |:| Permanent
ORIGINAL SIGNATURES ONLY. NO COPIES OR FAXES PLEASE.
Physician Certification: Date:
State: State License #:

Qualified Health Professional
Name, Office address and Phone Number

X

Qualified Health Professional Signature

APPROVAL/ACTION MID USE ONLY
[ ves Cno Effective Date: By:
[] Equipment Does Not Qualify [ other:

REV. 06/10/2022 2




	Service Address: 
	MID Account Number: 
	Mailing Address: 
	2 PATIENT INFORMATION Patient Name: 
	Patients Name: 
	Date of Birth: 
	DiagnosisMedical Condition: 
	I certify that the life support devices andor additional heating or cooling will be required for a minimum of 12 months: 
	Number of years: Off
	Permanent: Off
	Physician Certification: 
	State License: 
	Qualified Health Professional Name Office address and Phone Number: 
	NO_2: Off
	Effective Date: 
	By: 
	YES_2: Off
	Equipment Does Not Qualify: Off
	Other: Off
	undefined: 
	Name: 
	State: 
	City: 
	Home Phone: 
	Work Phone: 
	Zip Code: 
	CIty: 
	Relationship to Customer: 
	Patient Date of Birth: 
	X: 
	Date: 
	YES: 
	NO: 


