OGUNQUIT POLICE DEPARTMENT
VACANT HOUSE AND BUSINESS CHECK
OWNER INFORMATION

Name: Home Phone:
Street Address:
Date Leaving: Date of Return:

Where can you be reached while away? (Include phone number)

Is your home equipped with an alarm system? Yes No

Alarm company name: Phone #

Is alarm in service? Type of alarm: Monitored or Audible
Lights on Timers? []Yes No[]

Low temperature light or alarm? []Yes No[]

Plowing Service? [JYes No[] Name:

Heating Service? [JYes No[] Name:

Anyone holding keys? [JYes Nol[] Name & Phonet

Any damage to residence at this time? H Yes NOH Type:
Vehicles outside at residence? Yes No Description:

Should there be any visitors/guests? [CJYes Nol_] If yes, dates and names:

CARETAKER INFORMATION
Name: Phone #1:

Name: Phone #2:

Does Caretaker have a set of keys? |:|Yes No|:|

The Police Department will make every effort to contact you first then the caretaker in the event

of a problem.

The Ogunquit Police Department extends Vacant House and Business Checks to residents as a
courtesy and should not be misconstrued as an obligation on the part of the Department. The
Ogunquit Police Department is not to be considered as the caretaker or custodian of any property

and assumes no responsibility for loss or damage to any property listed above.

| hereby acknowledge that | have read, understand and agree to the above statement.

Resident/Property Owner’s Signature Date
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