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Tenant Inspection Request

Please fill out the form below. Then print the form and either mail, email, fax or bring it
into our office.

Property Address Apt/Unit#:
Your Name: Phone Number:
Your Email: Date:

Preferred form of contact: Phone Call Email

Note: You must be the legal occupant of the unit in order to request the inspection

How long have you resided at this address: year(s) month(s)
Do you have a written lease or rental agreement? Yes No
Have you been given notice of eviction? Yes No

If Yes, Please Explain:

How long have you been aware of the problem(s)?

Have you informed the landlord of this complaint? Yes No

Please tell us who you spoke with and when:

What is the name and phone number of the Property Owner?

Name: Phone Number:

Describe the problem(s):

Requestor Signature:

Date:

| certify that | have granted permission to have the above-described area(s) inspected. | agree to hold the City of
Freeport, its officers and employees, harmless from any and all types of losses arising or alleged to arise or in any
way connected with the City's inspection of the above-described building(s) and/or structure{s).
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