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KPUB Burned Veterans’ Discount Application

The Burned Veterans' Discount Program provides a $90.00 monthly discount on residential electric bills for
eligible customers from April through October each year.

Eligibility Requirements

To qualify, all of the following conditions must be met:

e The applicant is a military veteran with a significantly reduced ability to regulate body temperature due
to severe burns received during armed conflict or combat.

The applicant must complete the Burned Veterans' Discount Application and provide medical
confirmation from a military medical facility.

Medical confirmation is required every 12 months to remain in the program.

Only the applicant’s primary residence is eligible. The discount will apply even if the veteran is not the
customer of record.

Application Instructions

Part A of the application should be completed by the applicant. Part B must be completed by a physician at a
military medical facility, who will verify that the applicant meets the program's eligibility requirements.
Please ensure that all information is filled out accurately and submitted promptly.

PART A: CUSTOMER & APPLICANT INFO

Customer Name: Phone #:
Service Address:

City & State: Zip Code:
KPUB Account #:

Account Holder Signature:
Applicant Signature:
Applicant Relationship to Account Holder:
Applicant Currently Resides At:

PART B: PHYSICIAN INFO

Patient’s Name: Date of Birth:
Physician Name: Phone #:
Mailing Address:

City & State: Zip Code:

Physician Certification: I hereby certify that the patient applying for KPUB’s Burned Veterans' Discount Program is a
military veteran who has a significantly decreased ability to regulate his or her body temperature due to severe burns
sustained during armed conflict or combat.

Physician Signature: Date:

Return Completed Form To: KPUB Customer Service Department, 2250 Memorial Blvd, Kerrville, TX 78028
Email: custserv@kpub.com | Fax: 830.257.8078
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