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APPLICATION FOR FOOD ESTABLISHMENT PERMIT PLEASE FILL OUT APPLICATION IN ENTIRETY

OPERATION TYPE: □ Full Service □ Fast Food □ Carry-out □ Caterer □ Hospital □ School 

□ Concession □ Daycare □ Mobile Unit □ Other (please explain) _______ 

APPLICATION INFORMATION □ New Establishment □ Name Change □ Change of Ownership □ Renewal 

Establishment Name: 
--------------------------------

Street Address: 
----------------------------------

City: _____________ _ State: 
-------

Zip code: _______ _ 

Phone Number: FaxNumber: 
------------ ----------------

Legal owner type: D Corporation D LLC D Association D Partnership D Individual or D Other Legal Entity: 

Legal Owner Name: -------------------------------
Street Address or Post Office Box: 

----------------------------

City: ____________ _ State: 
-----

Zip Code: ________ _ 

Phone Number: _______ _ FaxNumber: 
------

E-Mail Address:
--------

Local registered agent (required for out of State Corporations - must identify registered agent for Virginia) 

Registered Agent Name: -------------------------------
Street Address or Post Office Box: ___________________________ _
City: _______________ State: Zip Code: ________ _ 

Phone Number: Fax Number:. _______ E-Mail Address: _______ _ 

Billing/Mailing Address: 

Name: -------------------------------------

Billing Address: ----------------------------------

City: ________________ State: ___ _ Zip Code: ________ _ 

Phone Number: Fax Number: 
------

E-Mail Address: 
--------

PERSON DIRECTLY RESPONSIBLE FOR THE ESTABLISHMENT (ie: Manager, Executive Chef, Food Service Director, etc.) 

Primary Contact Person Name: Title: 
--------------- -------------

Address or Post Office Box: ______________________________ _
City: _____________ State: _____ Zip Code: ___________ _ 

Phone Number: ________ Fax Number: E-Mail Address: _______ _ 

IMMEDIATE SUPERVISOR OF THE PERSON DIRECTLY RESPONSIBLE FOR THE ESTABLISHMENT 

Name:. _________________ Title: _________________ _ 

Address or Post Office Box: ______________________________ _ 

City: _____________ State: _____ Zip Code: ___________ _ 

Phone Number: ________ Fax Number: E-Mail Address: _______ _ 

TURN PAGE OVER TO COMPLETE APPUCATION 
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NAME OF COMMISSARY: 
------------------------------

NA ME OF MOBILE UNIT OR CATERING BUSINESS: 
---------------------

ADDRESS: _______________ CITY: _________ ZIP CODE: __ _ 

NAME OF FACILITY OWNER (Commissary) PLEASE PRINT: 
------------------

NAME OF MOBILE UNIT OWNER/CATERER: 
-----------------------

STATEMENT OF INTENT AND UNDERSTANDING 

I/We have read and understand and agree to the rules and regulations governing mobile food units, caterers and 
commissaries. Knowing these conditions and provided health requirements are met, pennission is granted to: 

COMMISSARY OWNER/OPERATOR (Signature) ___________________ _ 
Signature Date 

MOBILE UNIT/CATERER OWNER OPERA TOR (Signature): ________________ _ 

FOOD STORAGE 

YES 

Designated area D 

Adequate space D 

Meets temperature requirement D 

UTENSILS/EQUIPMENT & STORAGE 

Designated area 

Adequate Space 

CLEANING/SANITIZING 

YES 

□

□ 

Wash - Rinse & Sanitize Facilities D 

Observations/Comments: 

NO 

□ 

□ 

□ 

NO 

□ 

□ 

□ 

Signature Date 

FOOD PREPARATION FACILITIES 

YES NO 

Designated area □ □ 

Adequate space □ □ 

SERVICING FACILITIES 

YES NO 

Potable water supply □ □ 

Hot/cold water under pressure □ □ 

Mobile unit cleaning area □ □ 

Wastewater disposal area □ □ 




