Certification of Special Medical Needs

I, ______________________________________a physician licensed in the state of _______________, 

do hereby attest that the availability of electricity is a medical need at the home of _________________

_________________.
Therefore, I recommend that special attention be given to this member of Sioux Valley Energy in the event of disruption of electric service.

Name of Patient_______________________________________________________________________

Type of Medical Equipment_____________________________________________________________

Length of Time Equipment is Necessary___________________________________________________

Is the equipment life support?     Yes       No 

Does a life threatening condition exist without electricity?  Yes       No 

Signature of Physician_________________________________________________  Date__________________

Name of Clinic______________________________________________________________________________

Clinic Address_______________________________________________________________________________

Clinic Phone Number_________________________________________________________________________


I hereby authorize release of medical information to Sioux Valley Energy or its representative to verify the information on this form is correct and accurate.

Signature of Patient or Legal Guardian____________________________________________________________

Date__________________________________________ Telephone Number _____________________________

Return this form to:
Sioux Valley Energy



PO Box 216



Colman, SD  57017
Or fax to:

605-256-1694
