Return Application to:






                                 Phone: 410-770-6880

Talbot County Environmental Health



                                               Fax:      410-770-6888

28712 Glebe Road, Suite 4

Easton, MD 21601

Application For License To Operate A Food Service Facility In Talbot County

Application is hereby made to operate a food service facility in accordance with COMAR 10.15.03 Regulations Governing Food Service Facilities.

(PLEASE PRINT OR TYPE)

FACILITY NAME__________________________________________________________________________________

OWNER OF BUSINESS______________________________________________________________________________

OWNER OF PROPERTY (If different from above)________________________________________________________

MAILING ADDRESS________________________________________________________________________________

CITY________________________________  STATE____________________________  ZIP CODE________________

LOCATION (911 Location Address) ____________________________________________________________________

FACILITY #________________________  OWNER’S #_________________________  FAX #____________________

CONTACT PERSON E-MAIL ADDRESS____________________________________

TYPE OF FACILITY______________________________________________________


[  ]  Permanent


[  ]  Seasonal
From________  To_________


[  ]  Temporary
From________  To_________

DAYS OF THE WEEK______________________
OPERATING HOURS_______________________

SEATING NUMBER INSIDE___________
SEATING NUMBER OUTSIDE____________

PUBLIC RESTROOM AVAILABLE 

WATER SUPPLY   [  ]  Public    [  ]  Private
[  ] Yes                  [  ] No



SEWERAGE
      [  ]  Public    [  ]  Private

ALCOHOLIC BEVERAGE LICENSE


[  ] Yes   #_____________
        [  ] No       


Signature of Applicant_____________________________________     

Signature of Owner of Business______________________________

Amount of Fee enclosed____________________

__________________________________________________________________________________

OFFICE USE ONLY

ID Number____________________





Priority Assessment__________

Date Issued____________________
Date Expires___________________
Workers Comp. Statement_____

Comments__________________________________________________________________________________________

