
ACCEPTANCE INTO THE MEDICAL CUSTOMER PROGRAM DOES NOT GUARANTEE CONTINUOUS WATER 
SERVICE. CUSTOMERS WHOSE SERVICE IS CRITICAL FOR LIFE SUPPORT SHOULD MAKE PRIOR EMERGENCY 
ARRANGEMENTS TO ACCOMMODATE THE MEDICAL PATIENT IN CASE OF WATER INTERRUPTIONS.

CUSTOMER NAME

STREET ADDRESS  CITY & STATE. 

ACCOUNT NUMBER

HOME /WORK 

PATIENT’S NAME   BIRTHDATE PHYSICIAN’S NAME & PHONE

Authorization: I hereby authorize release of any medical information that is pertinent to my qualifying as a medical customer with Kansas City 
Water Services. By signing below applicant acknowledges the accuracy and truth of the information provided.

SIGNATURE OF PATIENT OR LEGAL GUARDIAN DATE 

PLEASE RESPOND TO THE FOLLOWING ISSUES:   YES _____ NO_____

 YES____ NO____     

____ NO____ 

 ____ NO____   

PHYSICIAN'S NAME

OFFICE ADDRESSPHYSICIAN'S SIGNATURE

ITY, STATE, ZIP CODEDATE

For Kansas City Water Services Use Only APPROVED DENIED 

BY DATE

MEDICAL CUSTOMER APPLICATION

816-513-1313

TO BE FILLED IN BY CUSTOMER

  ZIP CODE 

COMMENT:

TO BE FILLED IN BY PHYSICIAN


	􀁗lease Return Within 30 Days

	CUSTOMER NAME: 
	TO BE FILLED IN BY CUSTOMER: 
	STREET ADDRESS: 
	CITY  STATE: 
	ZIP CODE: 
	HOME WORK: 
	PATIENTS NAME: 
	BIRTHDATE: 
	PHYSICIANS NAME  PHONE: 


