						
  Copy Request Form 

Name of person requesting copies (Voluntary): ________________________________________________________________________
$0.10 per page 
Brief description of what is being requested: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: _GoBack]Total number of pages requested: ________________________________________________________________________
Payment is due at time of service
For Administrative Use
Person completing request: _______________________________________________
Department: ____________________________________________________________
Date completed: _________________________________________________________
Total amount due: _______________________________________________________
Payment type: __________________________________________________________ Revised 10/16/18 KS[image: Logo placeholder]
897 East Iron Avenue
Dover, Ohio 44622
TUSCARAWAS COUNTY GENERAL HEALTH DISTRICT 
Phone	(330) 343- 5555
Fax	(330) 343-1601
Email	director@tchdnow.org 
Web site	www.tchdnow.org 
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