








20%
Mail this completed application to: Southern California Edison

P O Box 6400
Rancho Cucamonga CA   91729-9824

If you have questions:
Call EdisonÕs CARE Helpline, 8 a.m. to 5 p.m. 
Monday through Friday except holidays: 1-800-447-6620

ÀQu� puedo hacer si tengo preguntas?
Llame a la L�nea de Asistencia de Edison, 8 a.m. to 5 p.m. 
lunes a viernes excepto d�as de fiesta: 1-800-447-6620

No Staples / No Tape

Application for California
Alternate Rates for 

Energy (CARE)

You May Qualify for a 
Discount on 

Your Edison Bill.

Please read this application 
carefully. Ifyou qualify, 

complete and mail.

Solicitud para Tarifas
Alternas para Energía en

California (CARE)

Usted podr�a calificar para
recibirun descuento en su

cuentade Edison. 

Por favor lea cuidadosamente esta
solicitud. Si usted califica, ll�nela

yenv�ela por correo.

1-800-843-8343

1-800-843-1309

1-800-327-3031

1-800-628-3061

Source Code
(Edison Use Only)

Ð
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To reapply for the California Alternate
Rates for Energy (CARE) for your

permanent primary residence, please complete and mail

this application. You will continue to receive the 20% discount off your electric bill when Edison

receives and approves your completed, signed application.

Maximum Household Income 
(Ingreso Maximo en el Hogar)
Effective as of June 1, 2001

Number of Persons Total Combined
in Household Annual Income________________ __________________________

1Ð2 $22,000
3 25,900
4 31,100

Add $5,200 for each additional person.

CARE APPLICATION
Entire application must be completed and signed.  Application effective as of June 1, 2001.

I certify: 
¥ The Edison bill is in my name. ¥ I will notify Edison if I no longer qualify for this rate.
¥ I am not claimed on another personÕs income tax return. ¥ I understand Edison reserves the right to verify my

householdÕs income. ¥ I will renew my application when requested by Edison.
¥ For CARE, the definition of Ògross (before taxes) household incomeÓ is all money and noncash benefits,

available for living expenses, from all sources, both taxable and nontaxable, before deductions, including
expenses, for all people who live in my home. This includes, but is not limited to, the following: 
Please check (✔ ) ALL sources of your income.
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Tear off.

■■■■ Wages or salaries

■■■■ Interest or dividends
from:
savings accounts,  
stocks or bonds, or 
retirement accounts

■■■■ Unemployment
benefits

■■■■ Rental or royalty
income

■■■■ Scholarships, grants, or
other aid used for living
expenses

■■■■ Profit from self-
employment (IRS Form
1040, Schedule C,
line 29)

■■■■ Disability payments
■■■■ WorkersÕ compensation
■■■■ Social Security, SSI,

SSP
■■■■ Pensions
■■■■ Insurance settlements
■■■■ Legal settlements

■■■■ TANF (AFDC)

■■■■ Food stamps

■■■■ Child support

■■■■ Cash 

■■■■ Other income 

■■■■ Spousal support

PLEASE PRINT CLEARLY  (Favor de Imprimir con Claridad)

Your Name, as shown on Edison bill  (Su Nombre)

Your Home Address  (Su Domicilio)

City (Ciudad) ZIP (Codigo Postal)

(             ) (             )
Home Telephone  (Tel�fono particular) Work Telephone  (Tel�fono de su trabajo)

Edison Service Account No.  Your Gas Company Account No.
(No. de Cuenta de Servicio de Edison) (No. de Cuenta de Servicio de su Compa�ia de Gas)

Number of persons in my household (N¼ de personas en el hogar): + =
Total combined annual household income (Ingressos totales al a�o): 

$ See income limits above.

Adults (Adultos) Children (Ni�os) Total

✍

I state that the information I have provided in this application is true and correct. I agree to provide proof of income, if
asked. I agree to inform Southern California Edison if I no longer qualify to receive the discount. I understand that if I
receive the discount without meeting the qualifications for it, I may be required to pay back the discount I received. I
understand that Southern California Edison can share my information with other utilities or their agents to enroll me in their
assistance programs.

Customer Signature  (Firma del Cliente) Date  (Fecha)
Other Programs and Services You May Qualify For: LIHEAP (Low Income Home Energy Assistance Program)
provides bill payment assistance, emergency bill assistance, and weatherization services. Call the Department of
Community Services and Development at 1-800-433-4327 for more information. For other Edison assistance programs,
call 1-800-736-4777.

✁

No Tape Please Moisten and Seal No Staples

2200%%
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Mail this completed application to:Southern California Edison
P O Box 6400
Rancho Cucamonga CA 91729-9824   

If you have questions:
Call EdisonÕs CARE Helpline, 8 a.m. to 5 p.m. 
Monday through Friday except holidays:1-800-447-6620

ÀQu� puedo hacer si tengo preguntas?
Llame a la L�nea de Asistencia de Edison, 8 a.m. to 5 p.m. 
lunes a viernes excepto d�as de fiesta:1-800-447-6620

1-800-843-8343

1-800-843-1309

1-800-327-3031

1-800-628-3061

No Staples / No Tape

Source Code
(Edison Use Only)
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California Alternate Rates for Energy
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2200%%Important Information

Recertification Application
for California Alternate

Rates for Energy (CARE)
You are currently receiving a 20%

discount on your Edison bill. 
To continue to receive this discount, 
you MUST complete this application 
and return it. If you do not reapply 
within 30 days you will no longer 

receive this discount.

Información Importante

Solicitud para Recertificaci�n
para las Tarifas Alternas para
Energ�a en California (CARE)
Actualmente usted est� recibiendo un

20% de descuento en su recibo de Edison.
Para seguir recibiendo este descuento,
DEBE llenar esta solicitud y devolverla. 

Si no solicita la continuidad del descuento
dentro de un plazo de 30 d�as, ya no lo

recibir�.
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Information and Application for Submetered Tenant

TENANT Ñ PLEASE PRINT CLEARLY
Adults (Adultos) Children (Ni�os) Total

Number of persons in my household (N¼ de personas en el hogar): + =

Total combined annual household income (Ingressos totales al a�o): $
See income limits on reverse side of this application.

I state that the information I have provided in this application is true and correct. I agree to provide proof of
income, if asked. I agree to inform Southern California Edison and my owner or manager if I no longer qualify to
receive the discount. I understand that if I receive the discount without meeting the qualifications for it, I may be
required to pay back the discount I received. I understand that Southern California Edison can share my
information with other utilities or their agents to enroll me in their assistance programs.

Tenant Name________________________________________________________________________________________________________________________________________________________________________________

Tenant Mailing Address________________________________________________________________________________________________________________ Apt./Space No. _______________________

City______________________________________________________________________________________________________________________________________ , CA    ZIP________________________________________

Home Telephone (          )__________________________________________________________ Day Time Telephone (          ) ___________________________________________________

Tenant Signature ________________________________________________________________________________________________________ Date______________________________________________________

PROPERTY OWNERS/MANAGERS Ñ COMPLETE THIS SECTION

This section must be completed by the property owner or manager.

Master Metered Customer Name______________________________________________ Day Time Telephone (          ) ___________________________________________________

Service Account No. ___________________________________________________________________________________________ Meter No.______________________________________________________

Property Address_________________________________________________________________________________________________________________________________________________________________________

City______________________________________________________________________________________________________________________________________ , CA    ZIP________________________________________

Entire application must be completed and signed.  Application effective as of June 1, 2001.

SCE  14-339    (CW)    REV  6/01

I certify: 

¥ I do not receive my electric bill from Southern
California Edison Company.

¥ I am applying for the California Alternate Rates for
Energy for my permanent primary residence.

¥ I understand that I will receive the 20% discount
from my owner or manager beginning with the first
regular billing after Edison notifies my owner that
my completed application has been processed.

¥ My owner or manager completed the Property
Owner/Managers section of this application.

¥ I understand Edison has the right to verify my
householdÕs income. Proof required may include
such items as tax returns, paycheck stubs, or
copies of government records.

¥ I understand I must notify Edison and my owner or
manager if I move or exceed the income
requirements.

¥ I understand the owner/manager will receive
renewal information in June and I will be asked to
renew my application in June each year.

¥ I am not claimed on another personÕs income tax
return.

¥ For CARE, the definition of Ògross (before taxes)
household incomeÓ is all money and noncash
benefits, available for living expenses, from all
sources, both taxable and nontaxable, before
deductions, including expenses, for all people who
live in my home.

20%
CARE APPLICATION



Information and Application for Submetered Tenant

For CARE, the definition of Ògross (before taxes) household incomeÓ is all money and noncash benefits,
available for living expenses, from all sources, both taxable and nontaxable, before deductions, including
expenses, for all people who live in my home. This includes, but is not limited to, the following:

Please check (✓ ) ALL sources of your income.

MAIL COMPLETED APPLICATION TO: Southern California Edison
California Alternate Rates for Energy
P. O. Box 6400
Rancho Cucamonga, CA 91729-9824

■■■■ Wages or salaries

■■■■ Interest or dividends from:
savings accounts,  
stocks or bonds, or 
retirement accounts

■■■■ Unemployment benefits

■■■■ Rental or royalty income

■■■■ Scholarships, grants, or other aid
used for living expenses

■■■■ Profit from self-employment (IRS
Form 1040, Schedule C, line 29)

■■■■ Disability payments

■■■■ WorkersÕ compensation

■■■■ Social Security, SSI, SSP

■■■■ Pensions

■■■■ Insurance settlements

■■■■ Legal settlements

■■■■ TANF (AFDC)

■■■■ Food stamps

■■■■ Child support

■■■■ Cash 

■■■■ Other income 

■■■■ Spousal support

Source Code
(Edison Use Only)

Ð

20%
Maximum Household Income 
(Ingreso Maximo en el Hogar)

Effective as of June 1, 2001

Number of Persons Total Combined 
in Household Annual Income

1Ð2 $22,000

3 25,900

4 31,100

Add $5,200 for each additional person.

TENANTS Ñ Read this information. If you qualify,
complete application and mail. Your property
owner/manager must complete the section on the back.

To qualify for the 20% discount for the California
Alternate Rates for Energy (CARE), through the
property owner or manager, submetered tenants must
meet these qualifications:

¥You do not receive an electric bill from Southern
California Edison. Submetered tenants receive
electric service and bill from their property owner
or manager.

¥Your gross income cannot exceed the CARE
income requirements.



20%
DISCOUNT

Your facility may qualify for a 20% discount off of your Edison
bill if the facility meets the following criteria. The discount and
eligibility criteria were established by the California Public
Utilities Commission (CPUC).

Facility Eligibility Criteria
The facility MUST meet ALL of the following criteria:

¥ Corporation operating the facility must have tax exemption
under IRS Code 501(c)(3).

¥ A minimum of 70% of the energy consumed at the facility
must be for residential purposes.

¥ Facility will be required to recertify eligibility annually. As part
of that process, facility will be required to show amount of
discount received, and explain how the funds were used for
direct benefit of the residents.

Application for Qualified Nonprofit Group Living Facilities

INSTRUCTIONS

1. READ ALL information and instructions.

2. DETERMINE if the facility meets the definition of a
qualified nonprofit group living facility. The facility
MUST meet ALL criteria to qualify for the 20% discount
from CARE.

3. COMPLETE the entire application (please print or
type).

4. Complete a separate application for each facility. 
If a qualifying facility has satellite facilities, please pro-
vide the information requested for each satellite loca-
tion.

5. ATTACH all required documents. (Application is not
considered complete without documents.)

6. MAIL TO: Southern California Edison Company
California Alternate Rates for Energy
P O BOX 6400
RANCHO CUCAMONGA CA 91729-9824 ➦

(continued)



Additional Criteria for Group Living Facilities Such As
Transitional Housing; Short- or Long-Term Care Facilities;
or Group Homes for Physically or Mentally Disabled
Persons

¥ If facility is licensed by organizations such as the Community
Care Licensing Division (CCLD) of the State Department of
Social Services, the Licensing Branch of the Department of
Alcohol and Drug Programs, or the Department of Health
Services, a copy of the license must be provided.

¥ If facility does not have a conditional use permit or an appro-
priate state license, facility must provide satisfactory proof to
the utility it is eligible to participate in CARE.

¥ Facility must provide services, such as meals or rehabilita-
tion, in addition to lodging.

¥ 100 percent of the residents must individually meet the
CPUCÕs existing income eligibility criteria for a single-person
household (see section on RESIDENTSÕ ELIGIBILITY CRI-
TERIA).

¥ Satellite facilities of a qualifying nonprofit corporation, must
be included under the corporationÕs license, meet all eligibility
criteria, and have utility accounts in the corporation name.

Additional Criteria for Homeless Shelters, Hospices,
and Women’s Shelters

¥ Facility must provide a minimum of six beds each night for a
minimum of 180 days each year for persons who have no
alternative residence.

¥ Primary function of the facility is to provide lodging.

¥ Facility may be asked to provide appropriate documentation
indicating primary function.

FACILITIES NOT ELIGIBLE
¥ Group living facilities offering only a place to live.

¥ Government-owned and/or operated facilities.

¥ Government-subsidized facility providing lodging only.

RESIDENTS’ ELIGIBILITY CRITERIA
Effective as of June 1, 2001

¥ Each residentÕs total annual income from all sources, taxable
and nontaxable, cannot exceed $22,000.

¥ No resident may be claimed as a dependent on someone
elseÕs income tax return.

ATTACHMENTS REQUIRED
The following items MUST be attached to the application:

For Group Living Facilities
¥ A copy of the IRS documentation approving tax exempt sta-

tus, under Code 501(c)(3), for the corporation operating the
facility.

¥ A copy of the facilityÕs license from the licensing agency if
facility has a license.

¥ If the facility does not have a license, satisfactory proof to the
utility that the facility is eligible to participate in the program.

For Homeless Shelters, Hospices, and Women’s Shelters
¥ A copy of the IRS documentation approving tax exempt sta-

tus under Code 501(c)(3), for the corporation operating the
facility.

IF YOU HAVE QUESTIONS
Call EdisonÕs CARE Helpline 1-800-447-6620 

Monday through Friday, 8:00 a.m. to 5:00 p.m.

(continued)



SCE  14-526   REV  6/01

Please complete a separate application for each facility.

Name on Edison Bill_________________________________________________________________________________________________________________

Name of Business/Facility ____________________________________________________________________________________________________________

Service Address ___________________________________________________________________________________________________________________
STREET CITY STATE ZIP

Mailing Address (if different) __________________________________________________________________________________________________________
STREET CITY STATE ZIP

Service Account number(s) for this facility ________________________________________________________________________________________________
(Attach list if necessary)

If a qualifying faciity has satellite locations, please provide the information requested on the other side of this application for each location.

Application for Qualified Nonprofit Group Living Facilities

For Group Living Facilities Only

Primary Purpose of Facility___________________________________________________

Services Offered ___________________________________________________________

Total Number of Residents of Facility ___________________________________________

I have verified 100% of the residents of the facility individually meet the CPUCÕs CARE Eligibility Criteria for a Single Person Household . . . . . . ❒ Yes   ❒ No
Is the facility licensed by an authorized agency?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ❒ Yes   ❒ No
Name of Licensing Agency (Copy of license required) ______________________________________________________________________________

For Homeless Shelters Only

Is facility open 180 days or more annually?. . . . . ❒ Yes   ❒ No

How many beds does shelter have? . . . . . . . . . . ___________

¥ Is facility operated by a corporation with tax exempt status 
under IRS Code 501(c)(3)? (attach documentation) . . . . . . . ❒ Yes   ❒ No

¥ Is facility government owned and/or operated? . . . . . . . . . . ❒ Yes   ❒ No

¥ Is facility government subsidized housing? . . . . . . . . . . . . . ❒ Yes   ❒ No

¥ Is at least 70% of the facilityÕs electricity
used for residential  purposes? . . . . . . . . . . . . . . . . . . . . . . ❒ Yes   ❒ No

¥ Recertification: Total amount of discount received last year . $ __________

¥ What was discount used for?_____________________________________

For Office Use Only

Received Date _____________ Process Date ____________

Denied Reason ____________ By _____________________

Source Code
(Edison Use Only)

Ð



FACILITIES WITH SATELLITE LOCATIONS
If a qualifying facility has one or more satellite locations, these satellite

locations will qualify for the discount providing they are covered by the qualifying
facilityÕs license, the qualifying facilityÕs name is on the satellitesÕ utility bills, and
they meet all of the same criteria listed for the qualifying facility.

The qualifying facility must complete the following information for all qualified
satellite facilities. Satellite facilities do not need to apply for the discount
individually. List satellite facilities:

STREET ADDRESS

CITY STATE ZIP

ACCOUNT NO

At least 70% of electricity used for residential purposes? ❒ Yes  ❒ No
100% of the residents individually meet the income criteria? ❒ Yes  ❒ No

Number of residents: ___________
For Homeless Shelters Ð Is facility open 180 days or more annually? ❒ Yes  ❒ No

Ð Does shelter have six beds or more? ❒ Yes  ❒ No

STREET ADDRESS

CITY STATE ZIP

ACCOUNT NO

At least 70% of electricity used for residential purposes? ❒ Yes  ❒ No
100% of the residents individually meet the income criteria? ❒ Yes  ❒ No

Number of residents: ___________
For Homeless Shelters Ð Is facility open 180 days or more annually? ❒ Yes  ❒ No

Ð Does shelter have six beds or more? ❒ Yes  ❒ No

STREET ADDRESS

CITY STATE ZIP

ACCOUNT NO

At least 70% of electricity used for residential purposes? ❒ Yes  ❒ No
100% of the residents individually meet the income criteria? ❒ Yes  ❒ No

Number of residents: ___________
For Homeless Shelters Ð Is facility open 180 days or more annually? ❒ Yes  ❒ No

Ð Does shelter have six beds or more? ❒ Yes  ❒ No

STREET ADDRESS

CITY STATE ZIP

ACCOUNT NO

At least 70% of electricity used for residential purposes? ❒ Yes  ❒ No
100% of the residents individually meet the income criteria? ❒ Yes  ❒ No

Number of residents: ___________
For Homeless Shelters Ð Is facility open 180 days or more annually? ❒ Yes  ❒ No

Ð Does shelter have six beds or more? ❒ Yes  ❒ No

STREET ADDRESS

CITY STATE ZIP

ACCOUNT NO

At least 70% of electricity used for residential purposes? ❒ Yes  ❒ No
100% of the residents individually meet the income criteria? ❒ Yes  ❒ No

Number of residents: ___________
For Homeless Shelters Ð Is facility open 180 days or more annually? ❒ Yes  ❒ No

Ð Does shelter have six beds or more? ❒ Yes  ❒ No

STREET ADDRESS

CITY STATE ZIP

ACCOUNT NO

At least 70% of electricity used for residential purposes? ❒ Yes  ❒ No
100% of the residents individually meet the income criteria? ❒ Yes  ❒ No

Number of residents: ___________
For Homeless Shelters Ð Is facility open 180 days or more annually? ❒ Yes  ❒ No

Ð Does shelter have six beds or more? ❒ Yes  ❒ No

Attach list of additional locations if necessary. Please provide information in
the same format as above.

I am responsible for the annual renewal of this facilityÕs license from the
appropriate licensing agency.

I certify under penalty of perjury under the laws of the State of California the
information on this application is true and accurate.

I further certify the discount received will be used for the direct benefit of the
residents of the facility.

I understand Edison reserves the right to verify the accuracy of this infor-
mation and that the direct benefit was used for the benefit of the residents. 

My signature gives consent for this information to be shared with other utili-
ties or their agents, if applicable.

AUTHORIZED REPRESENTATIVEÕS NAME (Please Print)

AUTHORIZED REPRESENTATIVEÕS TITLE (Please Print)

AUTHORIZED REPRESENTATIVEÕS SIGNATURE

DATE

TELEPHONE NUMBER



DISCOUNT

The CARE program provides a 20% discount off the utility bill for
facilities that meet program criteria. The discount and eligibility criteria
were established by the California Public Utilities Commission. The
discounted rates, upon formal approval by the California Public Utilities
Commission, are available to qualified facilities. The facility will receive
the discount after the utility receives and approves the application.

ELIGIBILITY CRITERIA FOR APPLICANT

Each applicant MUST meet ALL of the following criteria:

¥ Applicant must be the utility customer of record.

¥ Applicant must verify that 100% of the residents and/or
households meet the CARE income guidelines, excluding any
employee operating or managing the facility who resides at the
facility. (See enclosed sheet for current CARE income guidelines.)

¥ Applicant is required to certify CARE eligibility annually by
completing a new application, including:

Ð   How the discount will be used in the first year for the direct
benefit of the residents.

ELIGIBLE FACILITIES

MIGRANT FARMWORKER HOUSING CENTERS, provided pursuant
to Section 50710 of the Health and Safety Code:

¥ Supporting documentation required:

Ð   Provide copy of current contract with the office of Migrant
Services, Department of Housing and Community
Development. (This documentation states the center is
currently authorized to provide housing.)

¥ Total energy used:

Ð   Master-metered facilities must be 70% residential use.

Ð   Individually metered units must be 100% residential use.

EMPLOYEE HOUSING (privately owned), as defined in Section 17008
of the Health and Safety Code, that is licensed and inspected by state
and/or local agencies pursuant to Part I (commencing with Section
17000) of Division 13.

¥ Supporting documentation required:

Ð   Provide copy of current permit issued by the State
Department of Housing and Community Development.

¥ Total energy used must be 100% residential.➦

20%Application for California Alternate Rates for Energy (CARE) Program
for Qualified Agricultural Employee Housing Facilities

Solicitud para Tarifas Alternas para Energ�a en California (CARE)

INSTRUCTIONS

1. READ ALL information and instructions before you
complete this application. If you have questions, call 
1-800-447-6620, Monday through Friday, 8:00 a.m to 5:00
p.m.

2. DETERMINE if the facility meets the definition of
qualified agricultural employee housing. The facility
MUST meet ALL criteria to qualify for the 20% discount
from the CARE program.

3. COMPLETE the entire application (please print or type).
Complete a separate application for each qualified
facility.

4. ATTACH all required documents. (Application is not
considered complete without documents.)

5. MAIL TO: Southern California Edison Company
California Alternate Rates for Energy
P. O. Box 292
Rialto, CA 92377-0292



HOUSING FOR AGRICULTURAL EMPLOYEES (operated by non-
profit entities), as defined in Subdivision (b) of Section 1140.4 of the
Labor Code, that has an exemption from local property taxes pursuant
to subdivision (g) of Section 214 of the Revenue and Taxation Code.

¥ Supporting documentation required:

Ð  Provide current copy of federal 501(c)(3) tax exemption or
copy of state tax exemption form, and current copy of local
property tax exemption form.

¥ Total energy used:

Ð   Master-metered facilities must be 70% residential use.

Ð   Individually metered units must be 100% residential use.

APPLICANTS RESPONSIBILITIES

The applicant is required to:

¥ Provide proof of facilityÕs eligibility (see Eligible Facilities) and
submit required documentation with the application (see
requirements on the application).

¥ Verify that all households and/or individuals residing in the facility
meet the CARE income eligibility guidelines (see income
guideline sheet) and make a certification to that effect, under the
penalty of perjury, under the laws of the state of California.

¥ At annual recertification, provide documentation of how the past
yearÕs discount was used and indicate how the next yearÕs
discount is expected to be used for the direct benefit of the
residents.

¥ Maintain records of residentsÕ income eligibility, which should
come from federal tax return, payroll stubs or similar records
acceptable to the utility. These records must be retained for three
(3) years from the date of initial application and/or recertification.

¥ Maintain accounting entries and supporting documentation of
how the discount was used for the direct benefit of the residents.
These records must be retained for three (3) years from the date
of initial application and/or recertification.

¥ Upon request from the utility, provide documentation of the
residentÕs income eligibility and/or documentation of how the
discount was used for the direct benefit of the residents.

¥ Provide all information requested by the utility. Failure to do so
will result in denial or removal from the program. The applicant
may be subject to rebilling for the period they were ineligible for
the discount as determined by the utility.

IF YOU HAVE QUESTIONS:

Call EdisonÕs CARE Helpline 8:00 a.m. to 5:00 p.m., 
Monday through Friday except holidays: 1-800-447-6620.

ÀQu� puedo hacer si tengo preguntas?
Llame a la L�nea de Asistencia de Edison, 8 a.m. to 5 p.m. 
lunes a viernes excepto d�as de fiesta: 1-800-447-6620.
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Please complete a separate application for each type of facility. (Use reverse side for the same type of additional facilities.)

Name on UtilityÕs Bill ____________________________________________________________________________________________________________

Account Number for This Facility _____________________________________________________________________________________________________________

Name of Facility (if different) ______________________________________________________________________________________________________

Facility Contact: (who to contact if utility needs more information)_____________________________________________________________________________

Daytime Phone ______________________________________________________ FAX ______________________________________________________

Service Address _______________________________________________________________________________________________________________
STREET CITY STATE ZIP

Mailing Address (if different) ______________________________________________________________________________________________________
STREET CITY STATE ZIP

APPLICANT INFORMATION: (please print)    Please complete a separate application for each Type of Facility.*

Application for California Alternate Rates for Energy (CARE) Program
for Qualified Agricultural Employee Housing Facilities

Solicitud para Tarifas Alternas para Energ�a en California (CARE)

For Office Use Only

Received Date _____________ Process Date ____________

Denied Reason ____________ By _____________________

*Type of Facility: (check one)

■■ MIGRANT FARMWORKER HOUSING CENTERS, provided pursuant to Section
50710 of the Health and Safety Code.

■■ EMPLOYEE HOUSING (privately owned), as defined in Section 17008 of the
Health and Safety Code, that is licensed and inspected in state and/or local
agencies pursuant to Part 1 of Division 13.

■■ HOUSING FOR AGRICULTURAL EMPLOYEES (operated by non profit entities),
as defined in Subdivision (b) of Section 1140.4 of the Labor Code, that has
received exemption from local property taxes pursuant to Subdivision (g) of the
Revenue and Taxation Code.

DECLARATION
By signing this application, I certify under penalty of perjury under the laws of the State
of California that the information I have provided is true and accurate.

I have: ¥  Verified the income eligibility of all residents of the facility and/or
households and have the documentation on file.

¥  Maintained documentation to substantiate the above.

¥  Verified the facility meets the residential energy usage criteria for each type
of facility.

For all facilities:
Applicant is customer of record . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ❒ Yes  ❒ No

100% of residents and/or households meet the CARE income guidelines ❒ Yes  ❒ No

¥  I have provided information on how the discount for the coming 
year will be used to directly benefit the residents . . . . . . . . . . . . . . . . . ❒ Yes  ❒ No

¥  For recertification, I have provided information on how the discount 
was used for the direct benefit of the residents, and I have 
documentation on file. If initial certification, leave blank . . . . . . . . . . . . ❒ Yes  ❒ No

¥  I understand the utility reserves the right to request documentation on 
the eligibility of the residents and the use of the discount. . . . . . . . . . . ❒ Yes  ❒ No

¥  I understand the utility has the right to rebill me at the applicable rate 
if appropriate. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ❒ Yes  ❒ No

¥  I understand if the facility(ies), or the residents, become(s) ineligible to 
receive the discount I must notify the utility within 30 days. . . . . . . . . . ❒ Yes  ❒ No

Last yearÕs discount was used for _____________________________________
IF INITIAL CERTIFICATION, LEAVE BLANK

This yearÕs discount will be used for____________________________________

By signing this application, I give my consent that the information provided by me may
be shared with other energy utility companies. (Limited to name and address.)

AUTHORIZED REPRESENTATIVEÕS NAME  (PLEASE PRINT OR TYPE)

AUTHORIZED REPRESENTATIVEÕS TITLE

AUTHORIZED REPRESENTATIVEÕS SIGNATURE

DATE



For individual facilities of the same type, attach separate sheet for more than four (4):

Utility account number(s)______________________________________

__________________________________________________________

__________________________________________________________

Service Address_____________________________________________

Please check:
Type of metering: ■■ Individually metered ■■ Master metered

Energy used for
residential purposes: ■■ 100% ■■ At least 70%

Total number of residents (exclude on-site manager) _________________

100% of residents and/or households meet income 
eligibility criteria . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ❒ Yes  ❒ No

Utility account number(s)______________________________________

__________________________________________________________

__________________________________________________________

Service Address_____________________________________________

Please check:
Type of metering: ■■ Individually metered ■■ Master metered

Energy used for
residential purposes: ■■ 100% ■■ At least 70%

Total number of residents (exclude on-site manager) _________________

100% of residents and/or households meet income 
eligibility criteria . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ❒ Yes  ❒ No

Utility account number(s)______________________________________

__________________________________________________________

__________________________________________________________

Service Address_____________________________________________

Please check:
Type of metering: ■■ Individually metered ■■ Master metered

Energy used for
residential purposes: ■■ 100% ■■ At least 70%

Total number of residents (exclude on-site manager) _________________

100% of residents and/or households meet income 
eligibility criteria . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ❒ Yes  ❒ No

Utility account number(s)______________________________________

__________________________________________________________

__________________________________________________________

Service Address_____________________________________________

Please check:
Type of metering: ■■ Individually metered ■■ Master metered

Energy used for
residential purposes: ■■ 100% ■■ At least 70%

Total number of residents (exclude on-site manager) _________________

100% of residents and/or households meet income 
eligibility criteria . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ❒ Yes  ❒ No



  
 

 
September 13, 2001 

California Public Utilities Commission 
505 Van Ness Avenue, Room 4005 
San Francisco,  CA  94102 

Attn: Jerry Royer  
 Energy Division 

Re: Substitute Sheets for Advice 1552-E, 1553-E and 1564-E 

Dear Mr. Royer: 
 
Enclosed is an original and six copies of Attachment A, and the substitute Sheet Nos. listed below 
 
1) Advice 1552-E  -  Sheet No. 29504-E*  
2) Advice 1564-E  -  Sheet No. 29900-E*  
3) Advice 1553-E  -  Sheet Nos. 29534-E* and 29540-E**1  
 
These substitute sheets are necessary to reflect the seasonally-differentiated Distribution rate components of 
the tiered energy charges in the Rate Components Tables of Schedule D and Schedule D-CARE and the 
corresponding differentiation in the residually-determined Generation rate components.2 
 
Please replace the enclosed sheets in your master Advice Letters 1552-E, 1553-E and 1564-E files and 
distribute copies to the appropriate people reviewing the filing.  If you have any questions, please contact 
Reneé Vazquez at (626) 302-2077. 

Sincerely, 

 
Enclosures 
1552,1564,1553sub.doc 
 
cc: Don Lafrenz, CPUC Energy Division 
 A.00.11.020 Service List 
 GO96-A Service List 
 
 
 

 

                                                      
1 Asterisk denotes a substituted sheet. 
2 The seasonally differentiated and corresponding changes were reinstated in SCE’s Substitute Sheets for Advice Letter 
1545-E submittal, dated August 30, 2001. 


