
Priority Submetering Solutions Inc. 
21 Simcoe St. S.
Oshawa, ON, L1H 4G1
Phone: 1-866-836-3837
info@prioritymeter.com

Utility Suite Metering Medical Condition Consent Form

Date:____________________________________________   Account Number:__________________________________________

First Name:_______________________________________  Last Name:_______________________________________________

Service Address:_____________________________________________________________________________________________

Phone:___________________________________________  Email:____________________________________________________

Please complete this form and send to: Email: info@prioritymeter.com, 
OR Mail to: 21 Simcoe St. S., Oshawa, ON, L1H 4G1. 

I accept the terms and conditions and certify that the details provided above are correct. I acknowledge that by 
completing this form it does not prevent the address of service from getting disconnected for non-payment but 
provides additional time before proceeding with a disconnection of service.

Please Note: This form must be submitted at least five (5) days prior to a pending disconnection to allow time for processing. Customers are 
responsible for ensuring that the information provided to Priority Submetering Solutions is accurate and up-to-date. This information is being 
collected solely for the purpose of identifying customers locations where a person(s) is using critical life support equipment. All information will be 
assigned the appropriate confidentiality level. An annual audit may be performed to ensure our records are complete and up-to-date. Priority shall 
not be liable for any claims relating to the disconnection of electricity service, including but not limited to, claims related to damage on the customers 
and/or account holders premises resulting from the disconnection of service. 

If you are not the account holder but live in the service address listed above and have a life-threatening condition 
that would be affected by a disconnection of electricity service please provide your details here:

First Name:_______________________________________  Last Name:__________________________________________

TO BE COMPLETED BY A LICENSED PHYSICIAN

Physician Name:___________________________________________  Physician Phone:_________________________________

Physician Address:___________________________________________________________________________________________

Type of Medical Equipment:_____________________________________________________________________________

Does equipment have battery backup?     If yes, for how long?________________________________

Physician Signature:________________________________________  Date:___________________________________________

Yes No

I certify that the person listed above uses life support equipment requiring an electrical connection.

TO BE COMPLETED BY THE ACCOUNT HOLDER

Signature of account holder:___________________________________________  Date:_________________________________


