
 

The Township of Ewing Board of Health
MUNICIPAL COMPLEX: 2 JAKE GARZIO DRIVE, EWING, NJ  08628  (609)8832900 X 7691 HEALTH DEPARTMENT FAX 6098830215

2016/2017 APPLICATION TO OPERATE A TEMPORARY / MOBILE FOOD ESTABLISHMENT

ESTABLISHMENT NAME: _________________________________________________________________________________ 
LICENSE #: _______________________   (FOR DEPT. USE ONLY)

                                                                                
ADDRESS: __________________________________________________________ZIP CODE: __________________
PHONE #: ____________________________________

OWNERSHIP:  INDIVIDUAL         PARTNERSHIP            CORPORATION           

 PHONE AFTER HOURS: ___________________________________

OWNERS NAME: _______________________________________________________

ADDRESS: _____________________________________________________________

EMAIL ADDRESS: _____________________________________________________

DATE OF APPLICATION: _______________________                  INSPECTOR: ____________________________________        

TYPE OF BUSINESS:      (PLEASE CIRCLE ONE)            TEMPORARY        MOBILE           
IF TEMPORARY: NAME OF EVENT: _____________________  LOCATION OF EVENT: ____________________________

DATES OF EVENT: ___________________
  
Temporary Retail Food Establishment: $50.00 Fee Weekdays (MF)                                ________

  
                                                                       $80.00 Fee Weekend (S/S & Holidays)  ________

IF MOBILE:  LICENSE PLATE NUMBER: _________________________________STATE:  ______

        CAR INSURANCE INFORMATION  _____________________________________

        CAR REGISTRATION INFORMATION __________________________________

Mobile Unit:    (Make ___________ Model _________ Year _____    $60.00 Fee _____

MENU: 
____________________________________________________________________________________________________________________
______________________________________________________________________________________________________________



I CERTIFY TO THE BEST OF MY KNOWLEDGE ALL FACTS AND DATA SUPPLIED ARE TRUE AND 
CORRECT.
SIGNATURE OF APPLICANT: _____________________________________________________DATE ____________________

****COMPLETE BOTH SIDES
FOOD SUPPLY INFORMATION: Provide food supplier information for PREPARED FOOD not prepared 
on the Mobile Food Unit or at the Temporary Event on site.  Information must be provided for each food 
item if more than one food establishment provides prepared food.  Attach extra information if needed.

Business Name of the Prepared Food Supplier: 
_______________________________________________________________________________________________

Street: ________________________________________________________________________________ 
Phone: ___________________________________________________

City: ________________________________________________________________________ 
State: _____________________________________ Zip: __________________

COMMISSARY/SERVICING AREA INFORMATION
1. Do you operate from a commissary on a daily basis? _____YES_____NO
If no, explain: 
____________________________________________________________________________________________________________________
_______________
2.  Do you report back to the commissary at the end of the day for all cleaning, 
servicing operations and waste disposal?  _____YES _____NO

If no, explain: 
____________________________________________________________________________________________________________________
_______________
3. Is this commissary inspected by the Ewing Township Health Department? _____YES_____NO
4. If no, please provide a copy of a recent inspection report for the commissary.
Name of regulatory agency that inspects the commissary: 
_______________________________________________________________________________________

Business Name or Commissary Owners Name: 
_______________________________________________________________________________________________

Street: _____________________________________________________________________________________

Phone: _______________________________________________

City: ____________________________________________________________________________

State: ______________________________ Zip: __________________

The above Commissary is used for the following:

_____Food _____Water _____Supplies
_______  Cleaning of equipment/utensils
_______     Storage of vendor unit 
_______ Waste disposal
_______    Repairs of vendor unit

Note: COPY OF COMMISSARY AND/OR INSPECTION REPORTS MUST BE AVAILABLE FOR HEALTH 
DEPARTMENT REVIEW.



Date: _______________________ 
Signature of Commissary Owner/Operator:  
_______________________________________________________________________________


