
   
 
 

Medical Alert Response Application 
 
 
 
Name: _________________________________________   Date: __________________________ 
 
Address: ________________________________________________________________________ 
 
Phone: __________________________________________________________________________ 
 
Medical Equipment Used: ___________________________________________________________ 
 
Do you have battery back-up for this Equipment?   Yes __________ No __________ 
 
If yes, how long are you able to rely on the battery? _______________________________________ 
 
Do you rely on the Equipment 24 hours per day?    Yes __________ No __________ 
 
If not, during what hours do you use the Equipment?  ______________________________________ 
 
Are you or someone who lives with you able to answer the telephone  
during the hours specified above?            Yes __________ No __________ 
 
Hours that you DO NOT wish to be contacted:  ___________________________________________ 
 
Is there another person we can contact if you do not answer your phone?  
 
 Name: _______________________________________   Phone: _______________________ 
 
If we cannot reach either of you by phone, do you want an ambulance dispatched to your location to 
check on you? (Any charge would be billed to your insurance company or yourself) 
       Yes __________ No __________ 
 
Please provide any further information that will help us to make contact with you in the event of an 
extended power outage: _____________________________________________________________ 
 
_________________________________________________________________________________ 
 
 
 
 
Please note: A certified Physicians letter needs to be included with this form to be accepted. 
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