FRANKLIN COUNTY HEALTH DEPARTMENT

L]

T NUMBER: DATE:
SPLICANT: OWNER:
| TELEPHONE:
COMMENT: DESCRIPTION: 5 YEAR CIFETIVE:

[

LOCATION [/ DIRECTIONS:

FEE:

SIGNATURE OR OWNER OR AUTHORIZED AGENT:

THE ABOVE SIGNATURE INDICATES THAT I HAVE READ, UNDERSTAND, AND AGREE WITH ALL PROVISIONS AND INFORMATION AS OUTLINED ON THE

BACK SIDE OF THIS FORM




