
 

 

 

 

 

Business Name:_________________________________________________________________ 

Business Site Address:___________________________________________________________ 

Business Mailing Address:________________________________________________________ 

Owner Name:__________________________________________________________________ 

Owner Address:________________________________________________________________ 

Business Phone: _________________________Owner’s Phone: _________________________ 

E-mail________________________________________________________________________ 

Brief Description of Business: _____________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

State Registration Number (if required for proposed activity): ____________________________ 

Issuing Agency (i.e. Builders Board): _______________________________________________ 

Workman’s Compensation Carrier: _________________________________________________ 

Policy #:______________________________________________________________________ 

Federal Tax ID Number: ____________________________Number of Employees:___________  
(or SS# required if no Tax ID Number) 

The City has the right to revoke this business license if all applicable insurances or state and 

federal licenses are not obtained. 

Was there a prior business at this location?  Yes____ No ____  If yes, how long ago? _________ 

What is the current building occupancy allowed by the County? _________________________ 

Will business impact parking? Yes_____ No _____  If yes, give details: ___________________ 

______________________________________________________________________________ 

Number of off-street parking spaces: ________________________________________________ 

Tax Lot Number and Zone of Business Location: ______________________________________ 

Home Occupation:  Yes_____ No _____ (if yes, please answer the following three questions)  

Has a conditional use permit been obtained for Home Occupation? Yes_____ No _____   

Have you reviewed the Home Occupation ordinance? Yes_____ No _____   

Do you understand and agree to the terms that under the Home Occupation ordinance, your 

business license may be revoked if your business operation/activities generate complaints of the 

types outlined in the Home Occupation ordinance?  Please Initial:  Yes_____ No _____   

 

CITY OF VERNONIA 

1001 BRIDGE STREET, VERNONIA OR 97064 

PHONE (503) 429-5291 � FAX (503) 429-4232 
TTY 1-800-735-2900 

 

APPLICATION FOR CITY 

BUSINESS LICENSE 

 



I hereby certify that the above information is true and correct to the best of my knowledge and 

belief.  I also hereby agree to the terms and conditions of the business license application and the 

Ordinances of the City of Vernonia. 

 

Signature: ________________________________________ Date: _______________________ 

 

The following information is requested by the Federal Government in order to monitor compliance with Federal Laws prohibiting 

discrimination against applicants seeking to participate in this program.  You are not required to furnish this information, but are 

encouraged to do so.  This information will not be used in evaluating your application or to discriminate against you in any way.  

However, if you choose not to furnish it, we are required to note the race/national origin of individual applicants on the basis of 

visual observation or surname.” 

Race/Ethnicity: (Mark one or more) 

White ______  Black or African American ______  Native American/Alaska Native American ______  Asian ______  

Native Hawaiian or other Pacific Islander  ______ Hispanic or Latino ______ 

 

--------------------------------------------------------------------------------------------------------------------- 

For Staff Use Only: 

Is Business location zoned for described Business use/activity? ___________________________ 

Is occupancy lawful and approved by the Building Department? __________________________ 

Identify any questions/concerns: ___________________________________________________ 

______________________________________________________________________________ 

Identify any necessary restrictions/requirements based on the information provided by the 

applicant: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Date Received_________________________Amount Paid______________________________ 

Receipt No.____________________________________________________________________ 

 

Reviewed by: _____________________________________ _____________________________________ 

  Staff Signature    Staff Name 

 

 

Secondary 

Review by:    _____________________________________ _____________________________________ 

(If necessary) Staff Signature    Staff Name 

             

 

 

             

            Rev/08 


