
 

 

Adjacent Property Transfer Application 
Please fill out the following application so that we may better serve you in this process. 

 

A fee is due at the time of the submittal of this application.  The fees will be determined by the number of lots and 

the current Environmental Health fee schedule located at www.delawarehealth.org. Typical turnaround time is 5-7 

days. An environmental health specialist will be in contact with you should any questions arise during the process.  
 

Property Owner Name:________________________________________________________________________ 
 

Property Address:_____________________________________________________________________________ 
 

Existing Parcel #(s):_______________________________________Number of Lots to be Transferred:________ 
 

City:_________________State:____________Zip:_______________Township:___________________________ 
 

Phone:__________________________Email:______________________________________________________ 
 

Requestors Name:____________________________________________________________________________ 
 

Requestors Address:__________________________________________________________________________ 
 

City:_________________ State:____________ Zip:_______________  

 

Phone:___________________________    Email:___________________________________________________ 
 

Where would you like the letter sent? [  ] Requestor email     OR  [  ] Owner email     OR   [  ] Pick up at health district 

    

               [  ] Other________________________________ 

 

Subdivision name, if applicable:_________________________________________________________________ 
 

Please ensure the current sewage treatment system and all proposed and existing property corners are flagged on 

the lot and include a sketch plan including proposed property lines.  

 

I agree that I have read the above and submit my fee accordingly. 
 

Signature:_____________________________________________________Date:__________________________  
 

----------------------------------------------------OFFICE USE ONLY------------------------------------------------ 
 

Receipt #: _______________________Receipt Date:_____________ Receipted by:______________________ 
 

EH HDIS Entry by:__________________________________________ Date:___________________________  
 

Site Review Completed by:_____________________________________ Date Completed:__________________ 
 

Plan Review Completed by_____________________________________ Date Completed:__________________ 
 

Disapproval Date(s):__________________________________________________________________________ 
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http://www.delawarehealth.org/

