
 

 
 

HEALTH DEPARTMENT 
 ENVIRONMENTAL HEALTH DIVISION 

Lena H. Jones, MPA · Health Director  
 

 
 

                                             Parcel Id #: _______________________ 

                                             Permit #: _______________________ 

   
 

 

o. 704.736.8426    f .  704.732.9034      lincolncounty.org 115 West Main St. | Lincolnton, NC 28092 

 

Request for Evaluation of a 

Residential Care Facility 

 

1. Facility Name: ____________________________________________________________________ 

Facility Address: __________________________  Unit (where applicable): __________________ 
City: _______________________________ Zip: ___________________ 
License Number______________________ (if applicable)   Maximum Capacity: _________  
 

2. Contact Person Information:  

Name: ____________________________________ Phone (day): ____________________________ 
Phone (cell): ________________________  Fax:  ___________________________  
Email Address: ________________________________________________  
 

3. Supervising Agency (if applicable): _____________________________________________________ 

Agency Address: _________________________City: ______________________Zip:_____________ 
Supervising Agency contact number: ________________________________ 
 

4. Owner of Facility: _____________________________________________________  

 

5. Type of License: ☐ Adult Care Home, ☐ Family Care Home, ☐ Mental Health, ☐ Maternity Home,  

☐ Other ________________________________________________________________________  
 

6. This request is for a:     ☐ New facility  ☐ Facility re-licensing  

 
7. What dates/times someone will be onsite at the facility? __________________________________ 

 

8. Sewage Disposal: ☐ Municipal (City/County Sewer)              ☐ Septic system  

 

9. Water Supply:   ☐ Municipal (City/County Water Supply) ☐ *Private well (*water sampling required) 

 

10. Comments: _________________________________________________________________ 

 
Signature of Applicant: _____________________________________  Date____________________  
Name of Applicant (PRINT):__________________________________ 
Applicant Phone Number: ___________________________________ 
 
**Once this Department receives this application, an inspector will either 1) Call and schedule an inspection or 2) Conduct an 
unannounced inspection.  
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