
Form 902.1  (01/2013)  320 – Microsoft Word 

 
 
 
Customer hereby claims eligibility for additional baseline rates and declares that the service requested will be used for residential 
purposes under the provisions of Southwest Gas Corporation’s (the Company) applicable rate schedules. 
 Customer Information:  
Name 

     

 

Service Address 

     

 

     

 

   

 

     

 
               Street City State ZIP Code 

Mailing Address 

     

 

     

 

   

 

     

 
(if different from service address) Street or P.O. Box City State ZIP Code 

Telephone No. (  

   

  ) 

     

 Account Number 

     

 
Would you like information regarding “Third Party Notification”?    Yes     No  

Declaration of Eligibility – Please sign and date below and return form to Southwest Gas Corporation 

I, the undersigned, certify that 

     

 is a full-time resident of my 
 household and either is dependent on life support equipment, as that term is defined in Cal. Pub. Util. Code §739(c)(2), or requires 

additional space heating/cooling needs in excess of the average residential user because the stated individual is a hemiplegic, 
paraplegic, quadriplegic, multiple sclerosis or scleroderma patient, or is a person who is being treated for a life-threatening illness or 
has a compromised immune system. 
 

I declare that I am a customer of the Company and that the above stated individual is a permanent resident at the above service 
address, where gas is used for space heating/cooling, thereby qualifying me for an additional standard monthly allowance of 25 therms 
under the baseline rate. 
 

I understand that if I can provide written verification by a state licensed physician, surgeon or osteopath that the standard monthly 
allowance of 25 therms is insufficient to meet the life-support and comfort requirements of the eligible resident, the Company shall 
make a determination as to the additional quantity required and round such quantity to the next higher 25 therms.  Such written 
verification shall be made a part hereof. 
 

I further acknowledge that eligibility is restricted to the above service address and I agree to notify the Company immediately if the 
disabled person no longer resides at this address or if gas is not used for heating/cooling. 
 

I understand that I must renew this application at the request of the Company in order to maintain this additional baseline allowance. 
Customer Signature  Date Signed  
 
Letter Of Certification—By physician, surgeon or osteopath licensed to practice medicine in the state of 

     

 

I hereby certify that 

     

 is either dependent on life support equipment as that 
   term is defined in Cal. Pub. Util. Code §739(c)(2), or requires additional space heating/cooling needs in excess of the average 
residential user because the stated individual is a hemiplegic, paraplegic, quadriplegic, multiple sclerosis or scleroderma patient, or is 
a person who is being treated for a life-threatening illness or has a compromised immune system.. 

Name of Physician 

     

 Telephone No. 

     

 

Business Address 

     

 

     

 

   

 

     

 
 Street or P.O. Box City State ZIP Code 
M.D./D.O License No. 

     

  

Physician Signature  Date Signed  
 

SOUTHWEST GAS CORPORATION 
For more information visit www.swgas.com/medicallyfragile or call toll free 1-877-860-6020 

Return the signed form to Southwest Gas at:      Fax      1-866-997-9427   Mail     PO Box 1498, Victorville, CA 92393      
                                                                                  Email   SCACABO@swgas.com 
 

Southwest Gas Corporation does not guarantee the privacy or security of faxed or electronic mail documents. By sending or requesting 
information be sent via facsimile or electronic mail, you are agreeing to accept any associated risk. 

For Company Use Only:      Date Received ______________________  Date Processed _________________________ 
 

APPLICATION FOR ADDITIONAL BASELINE ALLOWANCE FOR QUALIFIED 
MEDICAL CONDITIONS 


