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Kosciusko REMC
Medical Priority Information

Name Account No.

Service Address

Phone Email

I have read the accompanying letter and understand my responsibilities as a member using electrically operated life-
support equipment. I also understand that, while, in the event of an outage, Kosciusko REMC will make every effort to
restore my power quickly, inclusion on the medical priority list does not guarantee that my power will be restored first.

Signature Date
*Third Party Information
The following person can be contacted to:
1. Convey information in the event I am not available.
2. Discuss the status of my account.

Name Guarantor Y N

Relationship Phone

*Physician Information-the following section must be completed

The above member is presently using the following electrically operated life-support system(s):

__ Respirator Number of hours used daily

___Dialysis Number of hours used daily

__ Breathing Machine Number of hours used daily

____Heart Monitor Number of hours used daily

__ Other (Specify)

Does the above equipment have battery backup? Yes No

Length of time patient is expected to use the above equipment: Day(s) Month(s)

I hereby certify that the use of electricity for this equipment is essential for life.

Physician signature: Date:

All of the above information must be completed and returned to Kosciusko REMC before member can qualify for Medical Priority.



