SUMMER CRISIS PROGRAM (SCP)Y MEDICAL ELIGIBILITY FORM
FOR [LLNESS

(Issued Once Every 3 Years)

Clients whose illness has heen determined chronic hv a licensed nhvsician or reaistered

Lilents witn a cnronic uiness must be laentijlea at tne time oj compieting tneir HEAY
application by providing documentat:  that states the following: .

Due to a chronic illness
would benefit from conunuea etectric service and/or air conditioning and/or fan.

Please check whether you are a:

Doctor or Nurse Practitioner
PRINT NAME:
SIGN NAME: DATE:
NAME OF MEDICAL PRACTICE:
ADDRESS:

Submission of this OCA anoroved “Medical Eligibilitv Form” completed bv a licensed
physician or registered | no more thar orior
to customer applying foi funds.

**Please return this form to the Community Action Agency at the following
address/fax/email:

Please bring this form with you the day of your appointment.



