
Suffolk County Department of Health Services 
Approval for Construction - Other Than Single Family 

Reference No. __________ Design Flow _ _ _ _ __  

Use(s) 
These plans have been reviewed for general conformance with Suffolk 
County Department of Health Services standards, relating to water 
supply and sewage disposal. Regardless of any 01nissions, 
inconsistencies or lack of detail, construction is required to be in 
accordance with the attached permit conditions and applicable 
standards, unless specifically waived by the Department. This approval 
expires 3 years from the approval date, unless extended or renewed. 

Approval Date 

C-23-0320 4,543.24

Town Hall (Non-Medical Office)

2/20/2024

ENGINEER'S CERTIFICATION REQUIRED 

SUBMIT P.E. OR R.A. CERTIFICATION 

FOR INSTALLATION AND CONSTRUCTION 

OF ____________ _ 

FoR FINAL APPROVAL. UsE FoRM WWM-073. 

Sewage Disposal System (I/A OWTS, E-one Pump Station, etc.)

Abandonment of existing sanitary system must 
be in conformance with department 
requirements. Submit completed form 
WWM-080 as proof.
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