
RENTAL SURVEY 

   

 

BUILDING NAME:____________   ADDRESS_____________________

PHONE:____________ CITY, STATE,COUNTY,  ZIP:_____________________ 

LIST HOW MANY UNITS OF EACH BEDROOM SIZE:    

BEDROOMS:  1   _______  2  _______  3  _______  4 _______  5 _______  6 _______  7 _______ 

SQUARE FT:

RENT 
AMOUNT: 

OWNER NAME:___________________  ADDRESS______________________ 

PHONE:_________________   CITY, STATE, ZIP:________________________ 

ACCESSIBILITY:  

Bus Stop ____  School ____  Shopping ____    Mobility Accessible Units  

        Hearing Accessible 

 Vision Accessible 

 Wheel Chair Accessible 
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