
Anchorage Water & Wastewater Utility 

AWWU REQUIRED INFORMATION FOR PRE-PLATTING 

• Project Case Number or Subdivision Name:
• Project Location, Tax ID, or Legal Description:

• Is this parcel located within AWWU’s certificated service area? ------------------------  Y  /  N
• Is a water key box located on each parcel? --------------------------------------------------  Y  /  N

 Does this service meet DCPM Standard?  ---------------------------------  Y  /  N
• Is sewer stubbed to each parcel? ---------------------------------------------------------------  Y  /  N

 Does this service meet DCPM Standard?  ---------------------------------  Y  /  N
• Are there any water or sewer connections that require removal?  ----------------------  Y  /  N
• Are there any additional easements needed?  -----------------------------------------------  Y  /  N
• Have any Private System plans been submitted for review? -----------------------------  Y  /  N
• Are any of the lots subject to extended connection or other agreements? -----------  Y  /  N
• Does this platting action consolidate a previously connected (on-property)

parcel with an unassessed parcel?  ------------------------------------------------------------  Y  /  N
If the parcel or subdivision is within an assessment area, please populate the table below with
the relevant information (as balances may change year to year, this table represents a point in
time as specified in the column “Year”).

Levied Assessment Balance Year 

Water Lateral Y  /  N 

Water Transmission Y  /  N 

Sewer Lateral Y  /  N 

Sewer Trunk Y  /  N 

• Comments:

Verified By (AWWU):  Date: 
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