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SEPTAGE HAULER APPLICATION

PLEASE submit: Completed application, Worker's Compensation Form & fee

Fee: $125.00 per truck

Company Name:

Contact Person

Owner :

Business Address

Mailing Address (if different)

Business Phone: : Fax:

Email Address: . Cell Phone :

List all pumping vehicles with Year, Make, Vehicle ID and Gallonage Capacity:
1. :
2.
3.

Date of Vehicle Inspection: :
List all locations where septage will be disposed of (include a copy of the contract or

written approval for use of such disposal location):

NOTE: INTERCOMMUNITY DISPOSAL....... The contents of any vehicle licensed herein may be disposed
. of in a sanitary manner in any other city or town subject to the written approval of the
MARSHEIELD BOARD OF HEALTH and the written approval of the Authority having control of
the disposal site.

[Title 5, 1519 (51}}
I certify that the information I have provided above is true and aecurate. I recognize that it is a violation of this permit fo
dispose of septage anywhere other than the identified disposal locations or others approved of by the Board as an

amendment to this permit.

1 hereby acknowledge that all of the above information is true and that ], as an individual or corporation, do not owe the
Town of Marshfield any outstanding property taxes and / or other assessments,

Date Signature of Applicant




The Commonwealth of Massachuselts

Department of Industrial Accidents
bilice of lapestigatiens

600 Washington Street, 7" Floor; Boston, Mass. 02111
Workers’ Compensation Insurance_AﬁIdawt

Please PRINT legibly .~ = - -

Annllcant mformahnn' -

name:

location;

city phone #

D lTama homeowner performing all work myself

[ rama

D [ am an emplgyer providing workers compensation for my emi)loyeeé workin,t_g on tii]sj(.)b. 7

company name:

address:

city: : s ) phone #;

nulicv #

D Tam a sole propnetor general contractor or homeowner (cm:le ane) and have hlred ths coutrac!ors hsted beIow who have
the following workers® compensation polices:

COmpany Rame:

address:
city: phone #;
insurance co. _ —_ i policy #

company name:

address:
city: phogne #:
insurance co. : _ - Lhcv # ] '_ -

‘Attach additional sheet if necessary ; T SR R
Failure to secure coveragc as requlred under Sectmu 25A ofMGL 152 can lcad to the lrﬂposntmn of cr;mmal penalncs ui‘ a f'ne up to
$1,500.00 and/or one years’ imprisonment as well as civil penalties in the form of a STOP WORK ORDER and a fine of $100.00 a day
against me. I uaderstand that a copy of this statement may be forwarded to the Office of Investigations of the DIA for coverage
verification. I do liereby certify under the pains and penalties of pecjury that the information provided above is true and correct.

Signature, : Date

Print name Phone #

official use only do not write in this area to be completed by city or town official

city or town: permit/license # DBuilding Department
i DLicensing Board
D check if immediate response is required DSelectmen’s Office
I: Health Department

S

(ot

(revised 5/95 PIA)




