
Date: ______________________________________________________ MC Number: ________________________

Patient Name: _______________________________________________ SSN Number: _______________________

Date of Birth: ________________________________________________

Your patient may be eligible for cooling assistance/air conditioner assistance if your patient “Has a severe illness or 

Please note:

PRIORITY CONDITIONS FOR COOLING ASSISTANCE 

 With moderate to severe hypertension

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

 

health with heat exposure

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Department of Health and Human Services 



Diabetes being treated with daily insulin or oral hypoglycemic medication 

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Heat exhaustion or heat stroke in the past 

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Severely ill, receiving chemotherapy and/or radiation therapy

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Severe chronic or frequently recurrent asthma requiring long term daily medication

Permanent tracheostomy

Severe emphysema

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Seizures that are known to be aggravated by heat and now being treated with daily medications

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Severe burn victim

Body cast/body brace

Severe cerebral palsy

Quadriplegic

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Lithium

Phenothiazine

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Newborn with a monitor

Please indicate how long this illness/condition is expected to continue:

  Lifelong     



Sickle cell anemia

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Severe dermatitis requiring intense daily therapy

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

Multiple Sclerosis

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

If the patient has an illness/condition not listed above that you believe meets the requirements for cooling

assistance, complete letter P below. This section must be thoroughly completed for possible approval.

NOTE: The following, on their own, do not meet the requirements for cooling assistance:

 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Describe why cooling is needed for this condition:

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________

Please indicate how long this illness/condition is expected to continue:

  Lifelong     

   

City/Zip Code: _______________________________

Date: _____________________


