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Mobile Reciprocity License Application 
Application is hereby made to operate a food service facility in accordance with the Code of Maryland Regulations (COMAR) 10.15.03 

and all applicable state and local laws and regulations. 

  

The following documentation must be provided with this application in order to qualify:  

• Maryland “County of Origin” issued Food Service Facility License  
• Commissary or Base of Operation Authorization Form  
• Menu and approved HACCP plan  
• Copy of Vehicle Registration and photo of mobile unit (showing entire exterior of vehicle)  
• $300 Mobile Reciprocity License Fee payable to the Talbot County Health Department  

Facility name: __________________________________________________________ 
Owner name:___________________________________________________________             
Owner mailing address:____________________________________________________ 
Phone: _____________Fax: ____________ E-mail:_____________________________ 

Contact person (if different from owner): ________________________________________ 

 Contact person mailing address:______________________________________________ 

Phone: ______________Fax: _________________E-mail: _______________________ 

Vehicle License Plate Tag # __________________________  

Dates of Operation (month): From ____________________ to ______________________ 
or Year-round  

Applicant signature: _________________________________Date: _________________ 

Applicant printed name:____________________________________________________ 

__________________________________ 
Office use only: Establishment ID: _________               HACCP Approval Date: ____________ 
EH Specialist: __________________________            Last Inspection: _________________ 
 
Date received ________ Fee: ___________                 Date License Issued _________________                   
                                                                                                       
Priority Assessment:      High       Moderate         Low               
 
Date Paid________________ Amount Paid__________________ Receipt #____________ 

http://www.talbothealth.org/

