
 

 

DATE RECEIVED 

OFFICIAL 
USE ONLY 

 
 SUBMIT COMPLETED FORM TO THE BOARD OF HEALTH 

  

Town of Truro 
 

                              Application for Food Service Permit  

  
PART I - TO BE FILLED IN BY APPLICANT 

  

Applicant: (check one)    □   New               □ Renewal                            Date: ___________ 

 

Type of Food Service Establishment :  

□ Food Service (restaurant or take out)                                                      

□ Retail Food   (commercially prepared foods) 

□ Residential Kitchen 

□ Bed & Breakfast 

□ Continental Breakfast 

□ Mobile Food Vendors or Pushcart  

□ Catering 

□ Frozen Dairy Dessert Machine 

□ Ice Cream Truck **Please note, a food service permit for an Ice Cream Truck cannot be 

issued until an Ice Cream Truck Vendor Permit is obtained from the Chief of Police** 

 

Name of Food Establishment: ______________________________________________________                                                                                                                                     

Address of Food Establishment: ____________________________________________________                                                                                                                  

Address  for Base of Operations for Caterers and Mobile Food or 

Pushcarts:______________________________________________________________________ 

Authorized    Name:                                                                                                                       

Representative 

or Contact    Address:                                                                                                                    
  

Telephone Days:  (        )                                          Evenings:    (        )        

 
Number of Seats:          Inside: _______  Outside ________         
 
Annual or Seasonal Operation:     _________________________ 

 

Hours of Operation  Mon-Fri:      ______:______  To ______:________            

 

Days Closed Excluding Holidays: 
____________________________________________________ 

 

If Seasonal: Approximate Dates of Operation:  _____/____/____  To ____/____/____      

 

Food Service Establishments Conducting Food Preparation (excludes retail food establishments 

that don’t prepare food and continental breakfast).  

List Names of all staff with a Food Manager Certification: 

 

1. ______________________________________________ Exp. Date: _____/_____/_____ 

 



2. ______________________________________________ Exp. Date: _____/_____/_____ 

3. ______________________________________________ Exp. Date: _____/_____/_____ 

4. ______________________________________________ Exp. Date: _____/_____/_____ 

 

List Names of all staff with a Allergen Awareness Certification: 
 

      1.______________________________________________ Exp. Date: _____/_____/_____ 

      2.______________________________________________ Exp. Date: _____/_____/_____ 

 
      3.______________________________________________ Exp. Date: _____/_____/_____ 

      4.______________________________________________ Exp. Date: _____/_____/_____ 

 

List Names of all staff with a Choke Saver Training: 
 

      1._________________________________________Date of Training: _____/_____/_____ 

      2._________________________________________Date of Training: _____/_____/_____ 

 

MOBILE FOOD VENDORS ONLY- List fixed or stationary location(s) where food 

will be sold: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Has your menu changed from last year? □ Yes  □ No  

If yes please attach copy of menu or provide description of food to be prepared and sold: 

________________________________________________________________________

_______________________________________________________________________ 

 

  I agree to any conditions specified by the Board of Health, and all local, state and federal 

rules and regulations. 

 

__________________________________________________ 
Signature of Authorized Representative                         Date 

 

  
PART II - TO BE FILLED IN BY AUTHORIZED TOWN AGENT 

 

Board of Health Comments or Conditions:   

 

______________________________________________________________________________

______________________________________________________________________________ 

 

Approved _______  Denied________ 

 

__________________________________________________ 

Signature of BOH or Agent                         Date 
 

Rev. 10/3/13 


