Coal Combustion Residue Monofill
Financial Assurance Report Form

SECTION 1: FACILITY INFORMATION
(please print or type)

Information Requested

Facility Name: Permit Number:

Permitted Agency/Entity:

SECTION 2: CLOSURE/POSTCLOSURE OR CORRECTIVE ACTION COST ESTIMATES

Information Requested Cost Estimate Date of Cost Estimate
Updated Closure Cost Estimate S
Updated Postclosure Cost Estimate S
Initial or Updated Corrective Action Cost Estimate | S

*Attach closure/postclosure cost estimate(s) signed and certified by an lowa-licensed professional engineer. Cost estimates shall
include, at a minimum, each of the cost line items defined in 103.3(3)“c” for closure and 103.3(4)“c” for postclosure. Please provide
closure and/or postclosure site area acreage information with the estimates.

Provide a cost estimate for corrective action only if corrective action is required and a corrective action plan has been approved by
the Department. Attach the corrective action cost estimate signed and certified by an lowa-licensed professional engineer. The cost
estimate shall account for total costs of the activities described in the approved corrective action plan for the corrective action
period.

SECTION 3: FACILITY WASTE TONNAGE INFORMATION
Information Requested Tons

Remaining permitted capacity as of the beginning of permit holder’s current fiscal year

Amount of waste disposed of at the facility during the prior year

SECTION 4: PROOF OF COMPLIANCE

Publicly Owned Coal Combustion Residue Monofills (ATTACH AUDIT REPORT)

Owner’s Most Recent Annual Audit Report

Prepared by:

For fiscal year ending:

Privately Owned Coal Combustion Residue Monofills (ATTACH AFFIDAVIT)

Attach owner/operator’s affidavit indicating that an annual review has been performed by a certified public accountant
to determine whether the privately owned monofill is in compliance with IAC 567 Chapter 103. The affidavit shall state
the name of the certified public accountant, the dates and conclusions of the review, and the steps taken to rectify any
deficiencies identified by the accountant.
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SECTION 5: FINANCIAL ASSURANCE INSTRUMENT

Type and Value of Financial Assurance Instrument(s)

(ATTACH INSTRUMENT(S))

Assurance Instrument

Establishment Date

Mechanism Covers

Instrument Value*

Closure [_]

Trust Fund
567 IAC 103.3(6)“a” Postclosure |:| S
Corrective Action |:|
Closure [ ]
Surety Bond
Postcl
567 IAC 103.3(6)“b” ostclosure |:| S
Corrective Action [_]
Closure [ ]
Letter of Credit
567 IAC 103.3(6)“c” Postclosure |:| S
Corrective Action |:|
Closure [ ]
Insurance
P [
567 IAC 103.3(6)“d” ostclosure |:| S
Corrective Action [_]
Closure [ ]
Corporate Financial Test
567 IAC 103.3(6)“e” Postclosure [_] $
Corrective Action |:|
Closure [ ]
Local Gov’t. Financial Test
P [
567 IAC 103.3(6)“f” ostclosure |:| S
Corrective Action [_]
Closure [ ]
Corporate Guarantee
567 IAC 103.3(6)“g” Postclosure [] $
Corrective Action |:|
Closure []
Local Gov’t Guarantee
P [
567 IAC 103.3(6)“h” ostclosure [_] $
Corrective Action [_]
Closure [ ]
Local Gov’t. Dedicated Fund postclosure [ ;

567 IAC 103.3(6)"“i"

Corrective Action |:|

SECTION 6: FUND PAYMENTS

(only if using dedicated or trust fund)

Completion of the following fund information complies with the annual financial statement requirements of IAC 567
103.3(3)“a” and 103.3(4)“a” by indicating the current balance(s) of the dedicated/trust fund and the projected
amount(s) to be deposited in the fund(s).

Under “Beginning Balance”, please state the fund balance 30 days after the start of the previous fiscal year, for “Ending
Balance”, indicate the fund balance 30 days after the close of the previous fiscal year, and for “Projected Deposit”,
indicate the amount to be deposited within 30 days of the close of the permit holder’s fiscal year.
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Information Requested Beginning Balance Ending Balance Projected Deposit

Dedicated Fund Balance $ $ $
(see formula below)
Trust Fund Balance $ $ $

(see formula below)

Formula for Projected Deposits
Dedicated/Trust Fund

Where “CE” is the closure or postclosure cost estimate, “CB” is the balance 30 days after close of the previous fiscal
year, and “Y” is number of years remaining in the pay-in period.

If needed, the space below can be used to show calculations for projected deposits

SECTION 7: PERMIT HOLDER ENDORSEMENT
Submittal of this completed and endorsed form along with all required documentation establishes Notification and
Proof of Permit Holder Compliance with IAC 567 Chapter 103.

Name of Official: Title:

Agency/Entity:

Address:

City: State: Zip:
Telephone: Fax:

Email Address:

Signature of Official: Date:

Questions? Contact Mary Klemesrud at (515) 802-8835 or Mary.Klemesrud@dnr.iowa.gov
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