INSTRUCTIONS FOR FOOD SERVICE FACILITY CHANGE OF OWNERSHIP
WITH NO CHANGES TO OPERATION, EQUIPMENT, OR FACILITY

Dear Prospective or New Food Service Facility Owner:

Pursuant to Code of Maryl and Regul a ttbetmansféri@dOmA R 0
one person to another person or from one food service facility to another. Therefore, you must submit an
application, applicable food facility license fee ($200.00 ifpaekaged foods only or $300.00 if anything
otherthanprpak aged f oods only) and Workersd Compensat.i
County Health DepartmeBEFORE you operate a food service facility.

The Department may approve the uninterrupted operation of an existing food serviceQadiltyF you
certify, in writing, prior to the transfer of ownership of the food service facility that

NO CHANGES WILL OCCUR IN ANY OF THE FOLLOWING:

Menu

Equipment including replacement, change out, vent hoods;iwalbolers/freezers, etc.

Equipment arrangemetdcation

Structural facility including plumbing, HVAC, vent hood, floors, walls, ceilings, lighting, etc.

The documentatlon above must include the former and new names of the food service facility, address of the
facility, signature and printed or typedme of the new owner or agent, and date.

rwne

~

I n addition to the documentation of fiNo Changeso
must provide:

A) A proposed menu or list of foods served/offered for sale at your facility.

B) A diagram ofcurrent floor layout/equipment pladrawn to scale (i.e. ¥ inch = 1 foot). You may use the
enclosed graph paper. Sample scale drawn plans are enclosed for your convenience.

C) A numberedequipment list with model numbers that correspond to the floor laglagram. You may
use and/or make as many copies as necessary of the enclosed equipment list form.

D) A Hazard Analysis Critical Control PoindACCP) plan for all potentially hazardous foods on your
menu. You may use and/or make as many copies as neethedeoictosed HACCP plan form for your
use. Sample HACCP plans are provided for your convenience.

ATTENTION

ANY CHANGES TO ITEMS 11 4, LISTED ABOVE, REQUIRE A PLAN REVIEW AND WRITTEN
APPROVAL BY THE DEPARTMENT PRIOR TO BEGINNING A LTERATIONS, INSTALLA TION

OF EQUIPMENT, CONSTRUCTION, OR OPERATION OF THE FACILITY . Properly prepared plans,
specifications, plan review fee, and a completed plan review application must be submitted to the Departmen
facilitate review and approval of construction or matexigerations.
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WICOMICO COUNTY HEALTH DEPARTMENT
ENVIRONMENTAL HEALTH
108 East Main Street, Salisbury, Maryland 21801
Phone (410) 548446
Application for License to Operate a Food Service Facility

Application is hereby made to operate a food servidétiain accordance with COMAR 10.15.03, Regulations Governing Food Service Facilities

THE YEARLY FEE FOR COMMERCIAL FACILITIES WITH HIGH OR MODERATE RISK ASSESSMENT IS $300.00
THE YEARLY FEE FOR COMMERCIAL FACILITIES WITH LOW RISK ASSESSMENT IS $200.00

THERE IS NO FEE OR LICENSE FOR EXCLUDED, BONAFIDE NONPROFIT ORGANIZATIONS AS DEFINED BY
COMAR 10.15.03.02B(6) & (20)

PLEASE PRINT OR TYPE

FACILITY NAME PHONE NUMBER

FACILITY STREET ADDRESS

CITY STATE ZIP

MAILING ADDRESS

CITY STATE ZIP
CONTACT PERSON PHONE NUMBER

OWNER PHONE NUMBER

EMAIL ADDRESS NEAKBER

IF OWNED BY A CORPORATION, PROVIDE NAMES AND ADDRESSES ON THE BACK OF THIS FORM

(CHECK ALL THAT APPLY)

PRE-PACKAGED ONLY CARRY-OUT ONLY FULL SERVICE CATERING NON PROFIT
SEATING CAPACITY NORMAL HOURS & DAYS OF OPERATION
WATER SUPPLY: PUBLIC PRIVATE SEWAGE: PUBLIC PRIVATE
SIGNATURE OF APPLICANT DATE

PLEASE PRINT APPLICANT NAME

OFFICE USE ONLY FACILITY NUMBER

DATE LICENSE ISSUED SANITARIAN

PRIORITY ASSESSMENT: HIGH MODERATE LOW

DATE PAID AMOUNT PAID RECEIPT# CHECK #
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STATEMENT OF WORKERS6COMPENSATION INSURANCE

Maryland Code Annotated, Health-General Article, 81-202 requires that an employer must file with
the issuing authority: (1) a certificate of compliance with the Maryland Workers Compensation Act; or
(2) a workers' compensation insurance policy or binder number before any license or permit is issued.

Please circle the number of the option below which best applies to you, provide the requested
information, sign, date the form, and return it with the attached application.
1.1 have workerds compensation insurance.

Insurance Company

Policy or Binder Number

2. |1 do not have any covered employees as defined by Maryland Code Annotated, Labor and
Employment Article 89-202, and therefore, am exempt from having workers' compensation
insurance.

3. lam self-insured. Approvalofselfi nsur ance has been received f
Compensation Commission. (ATTACH A COPY OF THE CERTIFCATE OF COMPLIANCE).

Signature of Attester Title

Printed Name of Attester

Business Name Date
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EQUIPMENT LIST

Equipment Description

Model #

O ONOO A WNF
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