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Town of Oxford J Building Permit #
APPLICATION TO CONSTRUCT, REPAIR, RENOVATE OR DEMOLISH A ONE OR TWO FAMILY DWELLING

Date Issued:

Signature:
Buiiding Commissionarfinspector of Buildings

1.1 Property Address: 1.2 Assessors Map & Parcel Number:

Map Number Parcel Number

1.3 Zoning Information 1.4 Property Dimensions

Zoning District Proposed Use Lot Area (sf) Frontage (ft)
1.5 Building Setbacks
Front Yard Required Setback: Front Yard Provided:
Side Yards Provided:

Side Yard Required Setback:
Rear Yard Required Setback: Rear Yard Provided:

1.6 Water Supply ocL e 40, §54) 1.7 Sewage Disposal System
[ Public Water [ Private Well 3 Municipal 3 Om site disposal systemn

2.1 Owner of Record

Name (print} Address

Signature (owner) Telephone (owner)

Please provide Building Depi with a current copy of license &
Certificate of Insurance

3.1 Licensed Construction pervisor 3.2 Registered Home Improvement Contractor

Licensed Construction Supervisor: Company Name

License Number Expiration Date Registration Number Expiration Date
Address Address
Signature Telephone # Signature Telephone #




Workers Compensation Insurance affidavit must be completed and submitted with this application.
| Failure to provide this affidavil will result in the denial of the issuance of the building permil. |

71 New Construction — Total Sq. footage O Alterations
77'B'_-Exis{£ng Building I Addition o
= Repairs ™ Accessory Bldg.
O Demolition 0O Other ~ Specify

Brief Deseription of Proposed Work:

Official Use Only

Estimated Cost (Dollars) to be completed by
permit applicant, Building Permit Fee:

Total Estimated Cost; Check Number:

L . as ownet/Authorized Agent hereby declare that
the statements and information on the foregoing  application are true and accurate, to the best of
my knowledge and beliel, '
Signed under the pains and penalties of perjury.

| Signature of Owner Date




TOWN OIF OXTFORD
Office of the Buildmg Inspector
325 Main Street e Oxford, Massachusetts 01540

Building Permit #

CHIMNEY APPLICATION

Owner's Name

Address
" New Chimney Existing Chimney
Masonry Chimney - Lined Unlined

Metal Chimney — Manufacturer and Type

Height of Chimney

Signature of Applicant

Date

Type of Flue Liner




TOWN OF OXIFORD
Cffice of the Building Inspector
325 Main Street o Oxford, Massachusetts 01540

Building Permit #

PELLET STOVE, WOOD STOVE, COAL STOVE APPLICATION

Owner’s Name

Address

Type of Stove New Used

Wil the stove conform to requirements of the law?

Stove Name Test Label

Signature of Applicant




Department of Industrial Accidents
Office o f Investigations
600 Washington Street -
Boston, MA 02111
WL ass. gowdin
Workers® C ompcneaﬂon Tnsurance Affidavit: General Businesses

Please Print L mgﬁﬂ)lv

Amjhcflm Information

Business/ O1‘ga.mzaim1_1 Name: _ - ' - . -

Address: ' - | L T B
City/State/Zip: ‘ Phone #:_ - |
Are you an'employer? Check the appmﬁriﬂte hox: Business Type (required):
1.1 1am a employer with — employoes (ﬁﬂl and/ 5. |_] Retail
or part-time),* 6. || Restanrant/Bar/Bating Establishment
2.L] Tam a sole proprisior o7 p artnership and have no 7. [] Office and/or Sales (incl. real estate, auto, etc.)
employees working for me in any ocapacity. ‘ i A
: [No workers’ comp. insurance required] o |8 [ Nonsprofit
3, D We arc a corporation.and its officers have exercised 9, ] Entertainment
' their right of exemption per ¢. 152, §1(4), and wehave || 1g [] Manufacturing
no employees, [No workers’ cotnip. insurance required}** 1107 Health C
4171 We are g non-profit organization, staffed by volunteers, ’ : Caitl Lare
with no employees. [No workers’ comp. insurancereq] || 12. [} Other

*Any epplicant that checKs box #1 must elso fill out the section below showing their workers’ oompansaﬁan policy information,
*5]f (e corporate officers bave exempied themselves, but the corporation has other empioyeas, a workers-compensation pohcy is required and such en

prganization should check box #1,

I am an employer that Is providing warkery’ compensation insurance Jor my employees. Below is the policy information.

Tnsurance Company Name:

Insurer’s Ad-dress:

City/State/Zip:

Policy # or Self-ins. Lic. #__ : SO o Expiration Date:
Aﬁ'wh a copy of the workers’ compensation policy declaration page (showing the pahcy number and expiration date)
Failure to secure coverage as reqmred under Section 25A. of MGL ¢. 152 can lead to the imposition of criminal penalties of a
fine up to $1,500.00 and/or one-year mpnsomnent as well as. civil penalties in the form of a STOP WORK ORDER and & fine .
of up to $250.00 a day agamst the violator. Be advised that a copy of fms statemem may be forwarded to the Gffice of
Iﬁvesnganoas ofthe DIA for insurance coverage verification.

" Tdo her eby cemjj’ under tkp pains and pena!rres of perjur y that the mformaﬁmz provzded ahove is twe and correct.

[

S];mahlre. L ,'D”ite

FPhone #: _'

Official use only. Do not write in this aren, to be completed by city or town officiol

City or Town: Permit/License #

Issning Autherity (circle one):
1: Board of Health 2. Building Department 3. Clty/Tﬁwn Clerk 4. Lmenszng Board 5. Se}ec{men s Office

6, Other

Contact Person: ' e ‘ " Phone #:

www.tnass.gov/dia
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