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This application is for dust control oiling due to a chronic respiratory condition.  Application is 

good for three (3) years.  Physicians Statement entitles patient indicated below to one dust oil 

application per year at no cost.  Please have your doctor mail or fax this application to the Public 

Works Department. 

 

This person is:    Resident             Patient              Both      (circle one) 

 

Name:_____________________________________________________________ 

 

Address:___________________________________________________________ 

 

City:____________________   Zip:___________  Phone:__________________ 

 

County Road Number: ______________________ 

 

Approximate distance resident is from county road: _________________________ feet 

 

Number of years lived at this residence: __________________________ years 

 

What side of the road is resident located?   North      South       East         West 

 

To be completed by: Primary Care Physician  

 

____ Allergy which interferes with breathing or is life threatening 

____ Interstitial                    ____ Pulmonary TB              ____ Pulmonary Fibrosis 

____ Lung Abscess              ____ Hypoxemia                   ____ Asthma 

____ Sarcoidosis                  ____ Bronchiolitis                 ____ Asbestosis 

____ Dyspnea                       ____ Emphysema                  ____ Cystic Fibrosis 

 

Other chronic/life threatening respiratory conditions: ______________________________ 

 

How long has patient had this condition: _____________ Last episode: _______________ 

 

Other comments: ___________________________________________________________ 

 

Physician Name (Please print): ________________________________________________ 

 

Physician Signature: ________________________________________________________ 

 

Date: __________________________ Physician Phone Number: _______________________ 

 


