
 
 
REQUEST FOR MEDICAL CERTIFICATION 
FORM 1010 (REV. 09-19) 

 
  

 
                                                            

  A      R      D 

CUSTOMER/PATIENT INFORMATION 

Failure of the customer to make a reasonable payment arrangement is just cause for the Company to proceed with 
collection procedures, which could lead to termination of service. 

ACCOUNT NO. 
                                

METER NO.  
                               
 NAME OF CUSTOMER 

                               
CUSTOMER’S  SERVICE ADDRESS 
                               

CITY 
               

STATE                   
      

ZIP CODE 
                    

CUSTOMER’S PHONE NO.  
                     

The patient must be a permanent resident of the address listed above. 
PATIENT’S NAME 
                               

PATIENT’S RELATIONSHIP TO CUSTOMER 
                               

 MAILING DATE 
                               

FAX DATE 
                               

To avoid termination of the electric service, written confirmation from a licensed physician, nurse practitioner or 
physician assistant is required. See fax number below. 

PRIMARY CARE PHYSICIAN’S INFORMATION 

After a personal examination of the patient listed above, a licensed physician, nurse practitioner or physician assistant should 
complete this section only if, in his/her professional opinion, the patient is seriously ill, or the continuation of electric service is 
required to treat the patient’s diagnosed medical condition. 

PATIENT’S NAME 
 
PATIENT’S ADDRESS 

HEALTHCARE PROFESSIONAL’S NAME AND TITLE (Print) 
 
HEALTHCARE PROFESSIONAL’S OFFICE ADDRESS 
 
OFFICE PHONE NO. 
 
 

FAX NO. 
 

It is my professional opinion that the patient listed above is seriously ill, or the continuation of electric service is required to treat 
the patient’s diagnosed medical condition. 

ANTICIPATED DURATION OF THE ILLNESS 
 
HEALTHCARE PROFESSIONAL’S SIGNATURE 
 

DATE 
 

CURRENT STATE LICENSE OR CERTIFICATE NUMBER 

A Request for Medical Certification form must be obtained and submitted for each patient.  The form will remain effective for the 
anticipated length of the illness to a maximum of 30 days unless renewed and will become void if modified or altered. 

IF YOU HAVE QUESTIONS, PLEASE CALL THE FIRSTENERGY MEDICAL CERTIFICATION HOTLINE 
AT 1-866-596-1783. 
 

WHEN COMPLETED, PLEASE FAX THIS FORM TO 330-245-5751. 
FirstEnergy 

Met-Ed  Penelec  Penn Power  West Penn Power 
 

Operating hours: 8 a.m. to 6 p.m., Monday through Friday 
 

https://productionprint.fenetwork.com/home
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