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VARIANCE REQUEST APPLICATION 
(application fee $50.00) 

 
Name _________________________________________________________________________________ 
Address of Applicant___________________________________________________________________ 
Address of Lot (if different than above)__________________________________________________ 
Phone #____________________________ Email Address_____________________________________ 
Township________________ Parcel #_____________ Lot Size _______ #bedrooms in home_____ 
Please describe your request___________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

If the variance is granted, I agree to comply with any special conditions of the variance 
that the Lawrence County Board of Health might place upon the variance approval.  I 
further understand that for any nuisance that occurs as a result of malfunction or failure of 
the water or sewage system then I shall make corrective action in accordance with the 
private water and or household sewage disposal regulations. 

_________________________________________________  _______________ 
Signature of Applicant       Date 

_________________________________________________  _______________ 
Signature of Applicant       Date 

Please note:  if more than one individual owns the property, the signature of all involved property 
owners is required. 

Office Use Only 

Health Department Recommendation: __________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

Code Reference(s)_____________________________________________________________________________ 

______________________________________________     ____________________________ 
Reviewer’s Signature       Date Reviewed 

Fee Paid $__________  Date Paid ___________  Receipt #___________________   

Board of Health Action:  _____________________________________________ Date______________ 

Special Conditions:_____________________________________________________________________________ 
________________________________________________________________________________________________
      


