Public Health

Prevent. Promote. Protect.

JO DAVIESS COUNTY HEALTH DEPARTMENT

9483 US RT. 20 WEST e P. O. BOX 318 ¢ GALENA, ILLINOIS 61036 o (815) 777-0263

www.jodaviess.org/health

APPLICATION FOR RETAIL FOOD ESTABLISHMENT LICENSE

The undersigned hereby makes application for a permit to operate a food establishment and/or retail

food store in the County of Jo Daviess.

NAME OF ESTABLISHMENT:

ADDRESS:

(Street) (City) (Zip)
PHONE: FAX:
EMAIL:
OWNER: PHONE:
ADDRESS:

(Street) (City) (Zip)
MANAGER: PHONE:

TYPE OF ESTABLISHMENT:

WATER SUPPLY:

HOURS OF OPERATION:

() PUBLIC

( ) PUBLIC

() PRIVATE (INDIVIDUAL WELL)

() PRIVATE (SEPTIC SYSTEM)

PERMIT FEES: Fees are based on a risk assessment chart completed by the Health Department.

High Risk Establishment’s: $450/year (Inspect 3 times a year)

Medium Risk Establishment’s: $225/year (Inspect 1 time a year)

Low Risk Establishment’s: $225/year (Inspect 1 time a year

Seasonal Establishment’s: $125/year (Inspect 1 time a year)



DOES THE ESTABLISHMENT EMPLOY A CERTIFIED FOOD MANAGER? YES NO

IF YES, NAME: CERTIFICATE#:

NEW CERTIFIED FOOD MANAGER ADDITION:

NAME: CERTIFICATE #: EXPIRES ON:

| affirm that the above information is true to the best of my knowledge and belief:

DATE: SIGNATURE:

~OFFICE USE LY -

Priority Assessment: By:

Permit Issued On: By:

Establishment Number: By:
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