Permit application for the
construction, replacement or
modification of a septic system

CANTON DE HATILEEY

UN ENDROIT A DECOUVRIR

Applicant :

Name :

Address :

Telephone 1 : Telephone 2 :

E-mail :

Location of works:

Address :

Lot n° (cadastre) :

General contractor :

Name :

Address :

Telephone 1 : Telephone 2 :

E-mail : RBQ Licence :

Works to be done:

O Construction of a septic system
O Replacement of a septic system

O Modification of a septic system

Start date of works : End date of works :

Cost of works :
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Type of septic system installed:

Firm or professional responsible for monitoring compliance of works:

Documents provided with the request: :
Other documents may be required for the issuance of a permit by the municipality.

Site plan

Study of the hydraulic load capacity of the soil (percolation test)

Additional details:

Declaration :

I undersigned declare that the information mentioned above is exact
and that if the permit and / or certificate of authorization is granted to me, I will comply with the
provisions of the regulations in force and with the laws which can relate to it, as well as to the restrictions
mentioned.

All building owners must sign the permit application and must sign the permit during the issuance. In the
event that one of the owners cannot sign the permit application or the permit during the issuance, the
latter must authorize by proxy the responsible owner to sign for him.

Signature : Date :

Signature : Date :
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