MASSACHUSETTS UNIFORM APPLICATION FOR A PERMIT TO PERFORM PLUMBING WORK

cry ' _ MA, DATE ' PERMIT #

JOBSITE ADDRESS OWNER'S NAME

OWNER ADDRESS i TEL FAX

TYPE OR | OCCUPANCY TYPE: © COMMERCIAL ] EDUCATIONAL [] RESIDENTIAL [1

PRINT _ ‘
CLEARLY NEW: [1 RENOVATION: [ REPLACEMENT: [} PLANS SUBMITTED: YES[] NO [

FRGURES 1 FLOOR- BSMT | 1 2 3 4 5 8 7 8 9

BATHTUR

CROSS CONNECTION DEVICE
DEDICATED SPECIAL WASTE SYS
DEDICATED GAS/QIL/SAND SYS
DEDICATED GREASE SYS
DEDICATD GRAY WATER SYS
DEDICATED WATER RECYCLE SYS
DRINKING FOUNTAIN
DISHWASHER

FOOD DISPOSER

FLOOR / AREA DRAIN
INTERCEPTOR (INTERIOR)
KITCHEN SINK

LAVATORY

ROOF DRAIN

SHOWER STALL

SERVICE / MOP SINK

TOILET

URINAL

WASHING MACHINE CONNECTION
WATER HEATER ALL TYPES
WATER PIPING

OTHER

10 (il 12 13 14

INSURANCE COVERAGE:
I have a current liability insurance policy or its substantial equivalent which, meets the requirements of MGL Ch. 142,

Yes ] No[J

IF YOU CHECKED YES, PLEASE INDICATE THE TYPE OF COVERAGE BY CHECKING THE APPROPRIATE BOX BELOW

LIABILITY INSURANCE POLICY [ OTHER TYPE OF INDEMNITY [J ) - BOND [}

OWNER’S INSURANCE WAIVER: | am aware that the licensee does not have the insurance coverage required by Chapter 142 of the
Massachusetis General Laws, and thai my signature on this permit application walves this requirement.

CHECK ONE BOX ONLY: OWNER (] AGENT [

Signature of Owner or Owner's Agent

I hereby certify that all of the details and information | have submitted (or entered) regarding this application are true and accurate to the
best of my Knowledge and that all plumbing work and installations performed under the permit Issued for this application will be in
compliance with all Pertinent provision of the Massachusetts State Plumbing Code and Chapter 142 of the General [.aws.

PLUMBER NAME S SIGNATURE
L # MP[T1 JPC]  CORPORATION [J# PARTNERSHIP [T # LLe [J#
COMPANY NAME ADDRESS:

CiTY STATE zIp EMAL

TEL CELL FAX




ROUGH PLUMBING INSPECTION NOTES

THYS PAGE FOR INSPECTOR USE ONLY

Yes No
THIS APPLICATION SERVESAS THEPERMIT [1 [}

FEE: § PERMIT #

FINAL INSPECTION NOTES

PLAN REVIEW NOTES




The Commonwealth of Massachusefts
Department of Industrial Accidents
Office of Investigations
600 Washington Street, 7" Floor
Boston, Mass, 02111

lumbm /Electrlcal Contractors -

namne:

address:

city state: zip: phone #

work site location (full address): :

[1 1 am a homeowmer performing all work myseif. Project Type: [} New Construction [ JRemode!
(1 1amasole proprletor and havc no one workmg in any capactty l:l Bu:ldmg Addition

T r i Lo e O R pO Syl *‘\‘;.\’\5:‘-? R SRty E ﬁ_;f_%:ﬂg;{,

T

Failure fo secure coverage as requlred under Secﬂon 25A ui‘MGL 152 canlead to the |mposmon nfcrlmlnal penaltles ofa f"ne up to SI 500,00 and/or
one years’ imprisonment as well as civil penaities In the form of a STOP WORK ORDER and a fine of $100.00 a day against me, Iunderstand thata
copy of this statement may be forwarded to the Office of Investigations of the DIA for coverage verification.

I do hereby certify under the pains and penalties of perjury that the information provided above is frue and correct,

Signature Date

Phone #

Print name

. official nse oniy do not write in thls area to be compieted by city or town official

city or town: ; permit/icense # [FBuilding Department

[M.icensing Board

[ ISelectmen’s Office
[JHealth Department
phone #; Jother

{ ] check if immediate response is required

contact person:
(revised Sept 2003}




Informétion and' Instructions

Massachusetts General Laws chapter 152 section 25 requires all employers to provide workers’ compensation for their
employees. As quoted from the “law”, an employee is defined as every person in the service of another under any

contract of hire, express or implied, oral or written.

An employer is defined as an individual, partnership, association, corporation or other legal entity, or any two or more of
the foregoing engaged in a joint enterprise, and including the legal representatives of ‘a deceased employer, or the receiver
or trustee of an individual, partnership, association or other legal entity, employing employees. However the owner of a
dwelling house having not more than three apartments and who resides therein, or the occupant of the dwelling house of
another who employs persons to do maintenance, construction or repair work on such dwelling house or on the grounds
or building appurtenant thereto shall not because of such employment be deemed to be an employer.

MGL chapter 152 section 25 also states that every state or local licensing agency shall withhold the issuance or
renewal of a license or permit fo operate a business or to construct buildings in the. commonwealth for any
applicant who has not produced acceptable evidence of compliance with the insurance coverage required,
Additionally, neither the commonwealth nor any of its political subdivisions shall enter into any contract for the
performance of public work until acceptable evidence of compliance with the insurance requirements of this chapter-have

been presented to the contracting authority.

Appcants

Please fill in the workers’ compensation affidavit completely, by checking the box that applies to your situation. Please
supply company name, address and phone numbers along with a certificate of insurance as ail affidavits may be
submitted to the Department of Industrial Accidents for confirmation of insurance coverage. Also be sure to sign and
date the affidavit. The affidavit should be returned to the city or town that the application for the permit or license is
being requested, not the Department of Industrial Accidents. Should you have any questions regarding the “law” or if
you are required to obtain a workers’ compensation policy, please call the Department at the number listed below.

City or Towns
Please be sure that the affidavit is complete and printed legibly, The Department has provided a space at the bottom of

the affidavit for you to fill out in the event the Office of Investigations has to contact you regarding the applicant. Please
be sure to fill ia the permit/ticense number which will be used as a reference number. The affidévits may be refurnedto

the Depariment by mail or FAX unless other arrangements have been made.

you in advance for you cooperation and should you have any questions,

The Office of Investigations would like to thank
please do not hesitate to give us a call.

T

T e.Department’s address, telepne and f nuinber:

The Commonwealth Of Massachusetts
Department of Industrial Accidents
0ifice of Investigations
600 Washington Street, 7™ Floor
Boston, Ma, 02111

 fax it (617) 7277749
phone #: (617) 727-4900 ext. 406




