DEPARTMENT OF PLANNING & ZONING

110 Vincit St., Suite 104 | Centreville, MD 21617
Telephone Planning: (410) 758-1255| Email Planning: PlanningApplications@gqac.org

Telephone Permits: (410) 758-4088 | Email Permits: PermitApplications@gac.org

Home Occupation Worksheet

A. Business Owner’s Information

Business Owner’s Name: Email:

Cell #: Home #: Work #:

B. Business Information

Name of Business: Sewer Account #:

Address of Home Occupation:

Describe the proposed home occupation or activity:

The home occupation will be conducted in:  [] Principle Dwelling [ Accessory Building

#of Employees: ~ Will anyone outside the household be employed? []Yes [INo Ifyes, how many?
Will the home occupation generate additional sewer or water use? []Yes [|No

Will there be noises, odors, or other nuisances that may disturb neighboring properties? []Yes [No

If yes, please explain:

Will there be an increase in neighborhood traffic due to the home occupation? []Yes []No

If yes, please explain:

Home Occupation: A business, profession, occupation, or trade employing no more than one (1) employee other than the
residents of the home, located entirely within a residential building or an accessory structure, the use of which is accessory,
incidental, and secondary to the use of the residential building for dwelling purposes, and does not change the essential
residential character or appearance of the lot.

1 hereby certify that the information provided in this worksheet is true and correct to the best of my knowledge.

Owner’s Signature Date

Last Updated: May 2025 Page 1 of 1



	Cell #:Cell #: 
	Home #:Home #: 
	Work #:Work #: 
	Address of Home Occupation:Address of Home Occupation: 
	Name of Business:Name of Business: 
	Sewer Account #:Sewer Account #: 
	# of Employees:# of Employees: 
	If yes, how many?If yes, how many?: 
	Business Owner’s Name: 
	Email: 
	Use: 
	Disturb: 
	Traffic: 
	Check Box0: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Date: 


