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DISABILITY BILLING PROGRAM  
 

 
San Antonio Water System has a Disability Billing Program that grants disabled customers, an 
additional ten (10) days to pay their SAWS bill without incurring a penalty.   
 
This Program is only applicable to the customer’s principal residence and will require an annual 
re-certification. 
 

TO BE ELIGIBLE, YOU: 
 

• Must receive Supplemental Security Income (SSI) from Social Security Administration 
• Must be disabled 
• Must be a SAWS residential water and/or sewer customer 
• Must not be enrolled in SAWS pre-authorized electronic payment plan 

 
 
 
To apply for the Disability Billing Program, complete the form below and return with a copy of 
your disability document from SSA, to SAWS, Attention: Disability Billing Program, 2800 US 
Hwy 281 North, P.O. BOX 2449, San Antonio, Texas 78298-2449.  You may also call (210) 233-
CARE (2273) to request an application or fax the application to (210) 233-4882.  
 
 
  

DISABILITY BILLING PROGRAM 
 
 
Customer Name: _______________________________________________________________ 
   (Last)     (First)   (Initial) 
 
SAWS Account Number: ________________________________ Date of Birth: ____________ 
 
Service Address: _______________________________________________________________ 
 
E-Mail Address: ________________________________________ Telephone #:____________ 
 
Enclose a copy of one of the following: 
 (    )  Social Security Administration Notification of Award Letter, or 
 (    )  Social Security Administration, Third Party Query (TPQY) 
 (    )  Social Security Administration Consent for Release of Information form 
 
I certify that the above information is accurate, and authorize SAWS to verify any of the above 
information provided.  I also authorize SAWS and City Public Service to maintain the 
information I have provided in this application so that my eligibility for both utilities’ Disability 
Billing Programs can be determined.   
 
_______________________________________   ___________________ 
         Customer’s Signature                   Date 
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