
Application for Parking Permit 

Addison Place HOA 

Resident (Owner) Name: _____________________________________________________________________________ 

If Guest or Tenant Name: _____________________________________________________________________________ 

Address:___________________________________________________________________________________________ 

Vehicle Make: ___________________________ Model: ______________________ Color: ________________________ 

License Number: _________________________ State: __________________ 

Reason for Request: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Number of Days: __________________ Start Date: ___________________ End Date: ____________________________ 

Approval Resident / Owner:  

Approval Guest or Tenant:  

NOTE: By checking the box above I understand that my Parking Permit application is not guaranteed for approval and 
will be reviewed on a case-by-case basis. Additionally, I understand that should the application be denied, I will 
comply with the community bylaws as they are currently written. 

HOA Approval Signature: __________________________________ 

Submit to: addisonplacebd@gmail.com  

If you are unable to submit digitally, please send to the following: 

Ms. Misty Salinas 
FirstService Residential 
14951 N. Dallas Pkwy – Suite 800 
Dallas, TX 75254 
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