
City of NORTH CANTON, OHIO 

145 NORTH MAIN STREET 

NORTH CANTON OHIO 44720-2587 

PH: (330) 499-5557 

FAX:  (330) 966-3630 

EMAIL:  permits@northcantonohio.gov 

 

APPLICATION FOR SHED PERMIT 

 

 

 

 

 

 

DATE:         PERMIT #        

LOCATION ADDRESS:             

SHED DATA: 

MATERIAL:        SIZE:     **If shed is over 200 square feet a 

LOCATION OF SHED:         building permit is also required** 

SIDE YARD       REAR YARD     

VALUE OF PROJECT $    

CONTRACTOR:       EMAIL:       

ADDRESS:          PHONE:        

CITY:           STATE:       ZIP        

 

PROPERTY OWNER:              

ADDRESS:          EMAIL:        

CITY:           STATE:       ZIP        

TENANT NAME:         TENANT PHONE:         

  

FEES OWED: 
 

APPLICATION FEE  $75.00   
 

CHECK   (PAYABLE TO: CITY OF NORTH CANTON)       

CASH      (EXACT CASH ONLY) 

CREDIT CARD **NOTE THERE IS A TRANSACTION FEE FOR ALL CREDIT CARDS** 
 

 

SIGNATURE:          

   Applicant, Agent, Owner 

 
The applicant, agent, owner of this property and the undersigned is/does (1) agree to conform to applicable ordinances of the 

City of North Canton, (2) responsible to verify all property lines, (3) responsible for making arrangements for all inspections. 
 

CALL BEFORE YOU DIG – OUPS – 1-800-362-2764  

 

PLOT PLAN  

Applicant must provide a survey or legible hand drawn plot plan, drawn to scale and showing all property pins, 

lot lines, building locations, streets and exact shed location. The shed must be at least five (5) feet from all 

property lines and at least ten (10) feet away from the principal building.   

APPROVED    DENIED   

 

              

Director of Permits & Development     Date 
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