
  

This  agreement  must  be  completed  by  a  qualified  medical  provider  certifying  that  a  customer  of  the  Washington                   
City  Power  Department,  or  a  member  of  the  customer’s  household,  has  a  medical  condition  that  would  be                   
adversely  affected  if  their  electric  service  is  disconnected  for  nonpayment  of  bills.  This  form  must  be  renewed  by                    
the  customer  every  6  months  (in  January  and  July  of  each  year)  per  Washington  City  Ordinance  No.  2021-38.                    
Completion  of  this  form  allows  the  Washington  City  Power  Department  to  assist  the  customer  in  managing  their                   
electricity  bills  beyond  what  is  normally  allowed.  This  agreement   does  not  guarantee   that  power  won’t  be                  
interrupted  from  weather  related  outages,  equipment  failure  or  other  circumstances  outside  of  the  Washington                
City  Power  Department’s  control,  or  disconnection  of  service  for  nonpayment  of  bills.  We  recommend  that  one                  
or   more   emergency   plans   be   identified   in   case   of   loss   of   electrical   service.   
Customer   Full   Name:   _____________________________________Customer   Account   #:   __________________   

Customer   Address:   __________________________________________________Phone:(____)______________   

By   signing   below,   the   above   named   customer   agrees   to   the   conditions   set   forth   by   City   Ordinance   2021-38.   

Signature:____________________________________________________Date:   _________________________   

  
  
  

  
  

  

THE   FOLLOWING   IS   TO   BE   COMPLETED   BY   A   QUALIFIED   MEDICAL   PROVIDER:     
Patient   Name:   _________________________________________   DOB:   ______________________     
Patient   Relationship   to   Customer:   ______________________________________________________     
Check  one  box  below  and  provide  the  required  information.  If  electric  service  is  not  available  due  to  nonpayment                    

of   electric   bills,   the   patient   will:   

Be   inconvenienced   and   it   will   cause   or   aggravate   a   serious   illness   or   infirmity,   but   their   life   will   not   

be   in   immediate   danger.     

Patient’s   medical   condition:   __________________________________Duration   of   condition:   _______     

Type   of   medical   equipment   used:   _______________________________________________________     

OR   
Require   immediate   response   from   medical   personnel   to   sustain   life.     

Patient’s   medical   condition:   __________________________________Duration   of   condition:   _______     

Type   of   medical   equipment   used:   _______________________________________________________   

I  have  completed  the  entire  form  to  the  best  of  my  knowledge.  I  understand  this  will  not  guarantee  uninterrupted                     

electrical  service  and  my  patient  will  be  responsible  to  make  alternative  arrangements  in  case  of  loss  of  electrical                    

service.     

Provider   Name   and   Title:   ____________________________________   NPI   #:   ________________________   

Signature:   ___________________________________   Date   ______________Telephone   ________________     

  

Please   mail   or   drop   off   the   completed   agreement   to   the    Washington   City   Utilities   Office    at:   
111   North   100   East   -   Washington   City,   UT    84780   






