
 

 REQUEST FOR VARIANCE 

CLOSED LOOP WELL SYSTEMS 

  

PHONE Number of Person Requesting Variance:  ________________________________ 

  

PRINT Name of Person Requesting the Variance:  ________________________________ 

 

SIGNATURE of Person Requesting Variance:  ___________________________________ 

 

PRINT CONSTRUCTION ADDRESS BELOW (Street, City, State, Zip):  

_________________________________________________________________________ 

_________________________________________________________________________ 

 
Reason for requesting approval: 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

Macon County Health Department 
Environmental Health 

 
1221 E. Condit Street, Decatur, IL 62521 

Phone (217) 423-6988     Fax (217) 423-0992 
 

  Email: mchd@maconcountyhealth.org   * * *    Website: www.maconcountyhealth.org 

 

REGISTRATION 

APPLICATION 

NUMBER: 

Health Department Use Only 
 
  
Decision of Health Department to grant or deny request for variance: 
  
□ approved         □ denied         
                                            
  ________________________________________________________________ 
               Signature of Director of Environmental Health                   Date 

 


