








FORM 998-A 

Certification of Primary Care Provider 

---- - ----- ------ - - --- - -------- - -- -- -

THfS SECTION TO BE FILLED OUT BY ACCOUNT HOLDER 

I Account Number Service Address 

/ _____ _ 

I 

I 
Account Holder Name Person Receiving Primary Care 

I 
Date of Bill seeking Payment Arrangement Amount of Bill Seeking Payment Arrangement 

/ 1, the account holder, certify under penalty of perjury that the above-named person receiving primary care 
resides at the service address. 

Account Holder Signature Phone Number 

THIS SECTION TO BE FILLED OUT BY PRIMARY CARE PROVIDER 

Name of Primary Care Provider Name of Clinic or Medical Facility 

Clinic Address Clinic Phone Number 

National Provider Identifier Person Receiving Primary Care 

I, the primary care provider, certify under penalty of perjury that I provide care to the above-name person 
and that discontinuation of water service to this person would p ose a serious threat to his or her health 
safety. 

Primary Care Provider Signature 



FORM 998-B 

Certification of Financial Hardship 

- ---- • ~ - ----- -- ------ ----- -- -- -

THIS SECTION TO BE FILLED OUT BY ACCOUNT HOLDER 

Account Number Service Address 

1 Account Holder Name Number of Members in Household 

Date of Bill seeking Payment Arrangement Amount of Bill Seeking Payment Arrangement 

1. Which of the following forms of assistance are currently utilized by the household?
(Only one member of the household need to provide proof of assistance to complete this form.)

Assistance Recipient Name 

Medi-Cal 

Cal works 

Cal Fresh 

I General Assistance I 

WIC 

I (None) 

2. Certificate of Financial Hardship

Proof Required 

Benefit Verification Letter 

Benefit Verification Letter 

Benefit Verification Letter 

Benefit Verification Letter 

Benefit Verification Letter 

I, the udersigned, declare under penalty of perjury under the laws of the State of California that I am
the recipient of the above-indicated assistance, that I have provided proof of this, and that I am a member 
of household of the service address indicated above. 

Recipient Name Account Holder Name 

I 
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