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House Check Report

Date:  __________________  [CR #  ___________________  Officer:_______________________  ]
Property to check*:  ________________________________________________________________

Away Dates*:  From:  ______________________  To:  _____________________________________

Name*:  _________________________________________________________________________

Address  staying at (optional):  _______________________  Ph.#*:_____________________________

Vehicles:  _______________________________________________________________________

Lights:  __________________________________________________________________________

Alarms:  __________________________________________________________________________

Other  ____________________________________________________________________________

Person in Charge: Key:    Yes    No

Name:  _____________________________________________________________________

Address:  ________________________________  Ph.#  ______________________________

* Denotes required fields

Erica Linden
Typewriter
**Forms submitted electronically will not be processed until 9am the following business day**
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