City of South Pasadena REROOF APPLICATION DESCRIPTION OF WORK
1414 Mission Street |:| S B |:| S
South Pasadena, CA 91030 o _BUILDER DECLARATION BTN (2R carll and Beroo
Office Hrs: 7:30 am to 5:00 pm, M-Th |:| st
2:30 amm to 4:00 Fridl;y ; 1 hereby affirm under penalty of pejury that I am exempt &rom the Contractor's |:| New Plywood and Roof Metai Roof o/Cxisting
Phone Number (626) 403-7220 Il;::::;gl ::swcr:t:l:?e following reason (Section 7031.5 of the Business and |:| Other
Insp. Request (626) 403-7226 b
I:I I, as owner of the property, or my employses with wages as their solc
SITE. ADDRESS compensation, will do the work, and the structure is not intended or offered for
sale (Section 7044 of the Business and Professions Code).
ASSESSOR PARCEL NUMBER - [ 1, as owner of the property, am exclusively contracting with licensed TYPE OF STRUCTURHE
BOOK PAGE PARCEL conlracfors to construct the project (Section 7044 of the Business and Dmmm_ I:l NONRESIDENTIAL
ADDTTIONAL INFORMATION | LEGAL DESCRIPTION | Professions Codc). — P
[J !am cxempt under Section Bustness and Professions ou
— ; : SQUARES / SQ. FT
T ERS TIARIE Code for the following reason;
Signature: Date: s s
STREET ADDRESS - INITIAL VALUATION REVISED VALUATIGN
LICENSED CONTRACTOR'S DECLARATION
B — | D hereby affirm that I am licensed under provistans of Chapter & (commencing
CITY | STATE ZIP CODE - REQUIRE
| — with Section 7000) of Division 3 of the Business and Professions Code, and PRE-ROOF INSPECTION IS Q D
E=ea | | my license 1s in ful! force and cffect,
PHONE NUMBER
Signature: __ - o Dae DO NOT COVER THE ROOF UNTIL
| PRINCIPAL DESIGNER'S NAME ;u'_cmcse NCag WORKERS' COMPENSATION DECLARATION APPROVAL FROM THE CITY BUILDING
| ] 1 hereby affirm under penalty of perjury one of the following declarations. INSPECTOR HAS BEEN OBRTAINED
SILIZAT (LR I have and will maintain a certificate of consent to self-insure for workers’
compensation, as provided for by Section 3700 of the Labor Code, for the
cIry |STATE |mcom3 performance of the work for which this permit i5 issucd, ANY PORTION OF THE ROOF WHICH 18
_ O 1 have and will meintain workers' compensation insurance, as required by WI
PHONE NUMBER e Section 3700 of the Labor Code, for the performance of the work for which this COVERED THOUT INSPECTION SHALL
permit is issued. My workers' compensation insurance carrier and policy BE ENTIRELY UNCOVERED AT THE EX-
T Ao number are listed in the lefi column of this appheation.
) [0 1 centify that in the performanee of the work for which this permil is PENSE OF THE APPLICANT
issued, I shall not employ any person in any manner so as to become subject to
PHONE NUMBER the workers' compensation laws of California, and I agree that if T should
become subject to the workers' compensation provisions of Section 3700 of the BUILDING PERMIT FEE 5
CONTRACTOR'S NAME Labor Code, T shall forthwith comply with those provisions
ISSUANCE FEE
: Signature: Date;
| STREET ADDRESS B = s
CONSTRUCTION LENDING AGENCY $
crry ISTATE ZIP CODE
i See the back of this form for required statement s
LICENSE CLASS LICENSE NUMBER EXPIRATION DATE AUTHQRIZATION OF ENTRY s
|
. | 1 certify that | have read thus application and state that the information given is
PHONE NUMBER correct. I agree to comply with all federal and state laws and city ordinances LA
relating to building construction, and I authorize a representative of this City to f PERMIT NUMBER INITIALS DATE
| WORKER'S COMPENSATION INSURANCE COMPANY NAME enter upon the property for which [ have applied for this permit for the purpose |
of making inspections i
WORKER'S COMP INSURANCE POLICY NUMBER [EXPIRATION DATE Name: } S .
Signature: Date: __ |
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