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Environmental  Checkl ist  
(to be completed by applicant) 

 

Will the proposed project result in:  
Yes  No 

1. Change in existing features of any bays, tidelands, beaches, lakes 

or hills, or substantial alterations of ground contours?                       

2. Change in scenic views or vistas from existing residential areas, 

public lands or roads? 

3. Change in pattern, scale or character of general area of project? 

4. Significant amounts of solid waste or litter? 

5. Change in dust, ash, smoke, fumes or odors in vicinity? 

6. Change in ocean, bay, lake, stream or ground water quality or 

quantity, or alteration of existing drainage patterns? 

7. Substantial change in existing noise or vibration levels in the 

vicinity? 

8. Site is on filled land or on slope of 10 percent or more? 

9. Use or disposal of potentially hazardous materials, such as toxic 

substances, flammables or explosives? 

10. Substantial change in demand of municipal services: police, fire, 

water, sewer, etc.? 

11. Substantially increase fossil fuel consumption: electricity, oil, 

natural gas, etc.? 

12. Related to a large project or series of projects? 

 

 

If you answer yes for any of the items above, please discuss the details below.  If you need 

more space for your response, continue on a separate sheet. 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 
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