
APPLICATION FOR CONSTRUCTION PLAN / 
HEALTH DEPARTMENT

SUBMITTAL REQUIREMENTS:  TWO (2) SETS OF PLANS.

Business Name: __________________________________________________________________________________________________________

Address: _________________________________________________________________________City: _____________________________________

State: _________  Zip: _________________

Business Owner: _________________________________________________________________________________________________________

Mailing Address: ___________________________________________________________________City: _____________________________________

State: _________  Zip: _________________

Contractor: __________________________________________________________________________________________________________

Address: _________________________________________________________________________City: _____________________________________

State: _________  Zip: _________________                                                                Telephone:  [               ] ______________________________

Architect / Engineer: _____________________________________________________________________________________________________

Address: _________________________________________________________________________City: _____________________________________

State: _________  Zip: _________________                                                                Telephone:  [               ] ______________________________

Contact Person: _______________________________________________________  Telephone:  [               ] ______________________________

Maximum number of employees including owner at any given time; _________                      Alcoholic beverage served on premise?           yes       no

Seating Capacity:                         Square Footage:

Food Market Retail
   10-5,999 Sq. Ft.
    6,000 + Sq. Ft.

Food Processor
    1 - 5,999 Sq. Ft. 
    6,000 + Sq. Ft.

Misc. Food Storage
    Food Salvager
    Food  Vehicle/Cart

I understand that the amount of the fee paid is based on my declaration of the business classification of the plans submitted. If this declaration is 
incorrect, I understand that the plan will not be approved.

SIGNATURE: __________________________________________________________________________________________________________  Date:  ________________________

PLANS APPROVED BY: ________________________________________________________________________________________________  Date:  ________________________

Note: Mechanical,  Plumbing and Electrical permits may be required as a result of this permit. For questions in regards to filling out this form, please 
contact the Health Department at (626) 744 - 6004

Restaurants
    0 - 60 seats
    61 + seats

Minor Remodel
    less than 200 Sq. Ft.

Swimming Pools/Spas

Sewage Disposal
    New System
    Modify Existing System

Wells
    Drilling
    Destruction
    Conversion

Payment Information

Date: _______________________________________________________

Check No.: __________________________________________________

Conversion:  _________________________________________________

HEALTH DEPARTMENT //
ENVIRONMENTAL HEALTH SECTION

175 NORTH GARFIELD AVENUE    
PASADENA  CA  91109

T    626 744 6004
 F    626 744 6116

www.ci.pasadena.ca.us/permitcenter


	Business Name: 
	Address: 
	City: 
	State: 
	Zip: 
	Business Owner: 
	Address 1: 
	City 1: 
	State 1: 
	Zip 1: 
	Contractor: 
	Address 2: 
	City 2: 
	State 2: 
	Zip 2: 
	Area Code: 
	Telephone: 
	Architect / Engineer: 
	City 3: 
	State 3: 
	Zip 3: 
	Address 3: 
	Contact Person: 
	Area Code 1: 
	Telephone 1: 
	Telephone 2: 
	Area Code 2: 
	Number of Employees: 
	Seating Capacity: 
	Square Footage: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off


