CITY OF

POWELL POLICE DEPARTMENT

HONESTY o INTEGRITY e DEPENDABILITY

PARADE OR ASSEMBLAGE PERMIT
(Powell Ordinance 311.02)

Name of Person / Organization:

Date of Parade / Assemblage: - -

Organization:

Contact Person:

Phone #: ( ) - Alternate #: ( ) -
Email Address:
Address:

Type of Parade or Assemblage (Purpose, Audience, & Description):

Starting Time: : AM / PM Ending Time: : AM/PM

Approximate Number of Participants:

Alcohol Present: Yes No (Note: Alcohol may only be consumed on private property.)

Person responsible for clean up:

Name: Phone #: ( ) -

Clean up plans:

List any Street(s) needing Traffic Control or closure:

Traffic Control Devices Required: Yes No

If yes, list:

Signature of Applicant: Date: - -

*Please Provide a Map Showing the Parade Route or Assemblage Area*
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An Internationally Accredited Law Enforcement Agency




Administrative Use Only

Departmental Authorization:

Community Affairs/Special Events: Approved Yes No

Parks & Recreation: Approved Yes No

Public Service: Approved Yes No
Special Duty: Approved Yes No
Approved Not Approved
Reason:
Police Department Signature: Date: -
L)
St

An Internationally Accredited Law Enforcement Agency
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