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OKLAHOMA DEPARTMENT OF ENVIRONMENTAL QUALITY 

INSPECTION REQUEST FOR STORM WATER DISCHARGES 
ASSOCIATED WITH CONSTRUCTION ACTIVITY  

UNDER AN OPDES GENERAL PERMIT  

 
All Requested Information Must Be Provided On This Form.  See Instructions On The Back Of Form. 

 

I. Permit Information: OPDES 

Storm Water General Permit Authorization 
Number: 
______________________________ 

Check here if you are no longer the 
operator of the facility/site: 
                 

Check here if the storm water construction or 
industrial discharge is being terminated:  
         

 

II. Facility/Site Owner/Operator Information: 

Name: ___________________________________________ Phone:________________________ 

Address:_______________________________________________________________________ 

City: _____________________________ County:_________________  Zip Code:_____________ 

 

III. Facility/Site Location: 

Name:__________________________________________________________________________ 

Address: ________________________________________________________________________ 

City: ______________________________  County: __________________Zip Code:____________ 

Latitude: ___________________________________Longitude:_____________________________________________  

 

IV. New Facility/Site Information:  

If you are no longer the operator of the facility/site, provide the following information pertaining to the new operator at the 
facility/site: 

Name:______________________________________________________________________________ 

Address: ____________________________________________________________________________ 

City: ______________________________    County: _____________________ Zip Code:_____________ 

 

V. Owner/Operator’s Signature: 

 

Print Name: ________________________________________________  Date:_________________________ 

 

Signature:_______________________________________________   Title:________________________________ 

 


