/ Life Support Notification Program
/ I Iyd ro Registration Form

Customer Name: AccountNumber:| | | | | | | | |'| | |

Patient’s Name:

Relationship to Orangeville Hydro Customer:
(Self, Spouse, Dependent Family Member, Other person that regularly resides with customer)

Service Address:

Street Address Town Province Postal Code
Home Phone: Cell Phone:
Alternate Contact: Phone:

l, , consent to the release of the following information to Orangeville Hydro
Limited (OHL). For the purpose of enabling the above referenced OHL customer to be enrolled in the Life Support
Notification Program. | hereby authorize and direct my physician to complete this form for this purpose.

Signature: Date:

To Be Completed by a Licensed Physician

Physician Name: Physician Phone:

Physician Address:

Street Address Town Province Postal Code

Type of Medical Equipment:

Does equipment have battery backup? |:| Yes |:| No If so, for how long?

|:| | certify that electrical service disconnection poses a risk of significant adverse effects on the physical health
of the patient listed above.

Physician Signature: Date:

To Be Completed by Customer

In the event that there is a lengthy power outage, | authorize Orangeville Hydro Limited to release my
information to relevant agencies (Police, Fire, and/or County) to assist me in an emergency situation.

| confirm the information provided is accurate and up-to-date. | will contact Orangeville Hydro Limited if
I no longer require notification in the event of a power outage.

Please email completed form to: info@orangevillehydro.on.ca
or mail to: 400 C Line, Orangeville, ON L9W 3Z8
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