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               CITY OF GREEN COVE SPRINGS
      MEDICALLY ESSENTIAL SERVICE 
In order to determine whether a customer is eligible for designation as a “Medically Essential Service” Customer, PART “A” must be completed by the customer and PART “B” must be completed and returned directly to the City by the patient’s licensed physician. (Please note: The original form must be returned by physician and may not be transported by the patient or patient’s representative.)
NOTE: This designation does NOT exempt a customer from timely payment of their electric bill, guarantee uninterrupted service or assign a priority status for restoration of service during outages.  If you have any questions, please call, 904-297-7500  press option 1 
*********************************************************************************************************

PART “A” Customer Application (Please type or print clearly)
Date: ___________________________ Customer/Account Number:  ___________________________

Customer Name: ___________________________ Social Security No:___________________________
Service Address: _____________________________________    City: Green Cove Springs, FL 32043

Daytime phone: _________________ Cell: ________________ Evening/other: ___________________

Name of person using equipment: _____________________________ SS No: ____________________

Relationship to Customer: ___________________ Physician’s name: ___________________________

Customer Signature: _________________________________________ Date: ______________________
*********************************************************************************************************

PART “B”   PHYSICIAN’ CERTIFICATION (Please type or print clearly)

Physician’s Name: ________________________________License #_____________________ Physician’s Address: ______________________________ City: _____________________State: _______ Physician’s Phone # _______________________

I, _______________________________ (Name of physician), duly licensed and authorized to practice medicine in the State of Florida, hereby certify that ______________________________ (Name of patient), who resides at ________________________________________________________ 
and who is under my care, relies upon continuously operating electric powered medical equipment in order to sustain his/her life or to avoid serious medical complications requiring his/her immediate hospitalization. The continuously operating medical equipment necessary for life support upon which this patient relies is described as follows: ________________________ 

_________________________________________________________________________________________ 
The patient must use this medical equipment continuously during a twenty-four (24) hour period.  (NOTE: Nebulizers, NON-LIFE SUPPORT medical equipment, or refrigerated medicines do NOT qualify.)  
Physician’s Signature: ______________________________________Date:________________________

This certification is deemed valid by the City for a period of 12 months from the date of approval and shall be renewed annually. Please return this original form directly to:
                                                                          City Green Cove Springs – Senior Customer Service Rep
                321 Walnut Street
                            Green Cove Springs, FL 32043
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