
 

 

 

Memo from:  _________________________________________________________ 

 

 

Subject:  APPLICATION FOR PLAN REVIEW SUBMITTAL  

 

 

Date:   _____ / _____ / _____ 
 

 

 

PLEASE PRINT OR TYPE AND RETURN 
 

 
 

 

FACILITY NAME ______________________________________________________________ 
 

 

FACILITY ADDRESS __________________________________________________________ 

 
 

TOWN ___________________________________ STATE ________ ZIP ______________ 

 

 

TYPE OF FACILITY: HIGH PRIORITY   $ 300.00 

 

TYPE OF FACILITY: MEDIUM PRIORITY $ 200.00 

 

TYPE OF FACILITY: LOW PRIORITY  $ 150.00 

 

TYPE OF FACILITY: EXEMPT  

 

 
DO NOT FILL IN BELOW THIS LINE DO NOT FILL IN BELOW THIS LINE DO NOT FILL IN BELOW THIS LINE DO NOT FILL IN BELOW THIS LINE ––––    FOR OFFICE USE ONLYFOR OFFICE USE ONLYFOR OFFICE USE ONLYFOR OFFICE USE ONLY    

 

APPROVED [     ] DISAPPROVED [     ]   REVISED [     ] DATE: _____ / _____ / ____ 

 
 

REVIEWED BY ____________________________________ REG. SANITARIAN # [      ] 

 
 

DATE: _____ / _____ / _____ 
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