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Food Establishment Permit Application                
Page Two - Supplemental Information 

 
 

Establishment Name:  ______________________________________ 

Establishment Address: _____________________________________   Fax: ________________ 

 

WAC 246-215, as referenced in Section 8-302.14 of the Washington State Retail Food Code 

Working Document, requires that Spokane Regional Health District obtain the following 

additional information regarding your food establishment: 
 

Food Establishment is:    Mobile or Stationary          Permanent or Temporary             
 

Food establishment is owned by an:   Individual    Partnership   Association   

     Corporation Other legal entity __________________ 
 

Name and birth date of permit applicant:  ____________________________________________ 
             Name                                                   Birth date 

 

List the names, titles, and addresses of all persons comprising legal ownership of this 

establishment (including the owners, officers, and local resident agent) even if they are listed on 

page one of the application.  Attach additional sheets as necessary: 

Name: ________________________________ Name: ______________________________ 

Title: _________________________________ Title: _______________________________ 

Address: ______________________________ Address: ____________________________ 

______________________________________ ____________________________________ 

 

Provide the following information for the person directly responsible for this food establishment: 

Name: ________________________________      Title: _______________________________ 

Address: ______________________________ Phone:  _____________________________ 

______________________________________ Email: ______________________________ 

 

Provide the following information for the supervisor of the above person (e.g., district manager): 

Name: ________________________________      Title: _______________________________ 

Address: ______________________________ Phone:  _____________________________ 

______________________________________ 

 

Note to Permit Applicant: By signing this form, you attest to the accuracy of the information 

provided, affirm that you will comply with WAC 246-215, and will allow Spokane Regional 

Health District access to the establishment and its records as specified in WAC 246-215 and/or 

as referenced in the Washington State Retail Food Code Working Document. 

 
 

__________________________________________________ ________________________ 
Signature of Permit Applicant       Date 
                                                              

___________________________________________________ ________________________ 
Print Name         Phone 


