AMARILLO FIRE MARSHALS OFFICE
FIRE INSPECTIONS DIVISION

Phone: 806/378-4238 310 South Van Buren Street
TDD: 806/378-4229 P.O. BOX 1971
FAX: 806/378-9308 Amarillo, Texas 79105-1971

FIRE INSPECTION REQUEST FORM

Check #: Receipt #: Amount Paid:

*Please fill this form out completely.

Name: Date:

Do You Need An Invoice: [ Yes [ No (Invoicing Must Be Approved By The Fire Marshal Or His Deputy)

Business name (if applicable):

Address: City: State: Zip:

Phone: Fax: E-Mail:

Owner/Manager/Responsible Party:

Inspection Type:

O Day Care Upto50 $40.00

O Day Care 51to 150 $80.00

0 Day Care Over 150 $80.00 for first 150 plus $40.00 for each additional 100 or

fraction thereof

O Foster/Group Home/Shelter ~ 1to5 $40.00

O Foster/Group Home/Shelter ~ 6to15 $80.00

O Foster/Group Home/Shelter ~ Over 15 $80.00 for first 15 plus $40.00 for each additional

15 or fraction thereof

O Nursing Home Up to 50 Beds $160.00

O Nursing Home 51to100 Beds $240.00

O Nursing Home Over 200 Beds $240.00 for first 100 beds plus $80.00 for each additional
100 beds or fraction thereof

O Hospital Up to 100 Beds $320.00

O Hospital 101 to 200 Beds $400.00

O Hospital Over 200 Beds $400.00 for first 200 beds plus $80.00 for each additional
100 beds or fraction thereof

O Other Up to0 2,500 sq. ft $40.00

O Other 2,501 to 5,000 $80.00

O Other 5,001 to 10,000 $120.00

O Other 10,001 to 50,000 $160.00

O Other Over 50,000 $160.00 for first 50,000 sq. ft. plus $40.00 for each additional 25,000

or fraction thereof
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