Lafayette County Health Department
547 South Business Hwy 13
Lexington, MO 64067
660 259 4371 ext. 124
2026 TEMPORARY EVENT FOOD PERMIT APPLICATION:
1.  Non-profit organizations.  Must fill out application.
2.  Return completed and signed application, include the appropriate fee at least 10 business days prior 
      to plan event to the email address: carol.wells@lpha.mo.gov or business address above.
Fees may be paid by credit card by calling 660 259 4371 ext. 114
Make checks payable to Lafayette County Health Department.
              _____1-3 days/events in the county per year, cost is $35.00.
              _____unlimited days/events in the county per year, cost is $125.00.
              _____Non-Profit Organizations—No Charge - must follow food code guidelines and  
                         complete application.
Failure to submit application 10 business days prior to the event- additional fee $25.00
3.  Complete application:  Attach a copy of the Food Safety Training Certificate/Serve     
     Safe/applicable training.
4.  Please note: Filling out this application does NOT guarantee you permission to operate. All  
     fees are non-refundable.
5.  If you will be operating more than one food stand, please copy this application or indicate 
     the same of each food stand on this form enclose additional fee.
6. Signature states you agree to abide by the Temporary Mobile Food Truck Guidelines

Applicant Name: __________________________Business/Organization___________________

Address: __________________________City________________________State____________

Zip Code: ____________ Phone Number ___________________Email_____________________

Event Name________________________Location/Address_____________________________
Food prepared on site: _Y _____N ____Location of Commissary for Food Prep______________
Type of foods prepared and sold on location: 
___________________________  __________________________   ______________________

Applicant’s Signature ___________________________________________________
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Signature: EPHS/Designee _______________________________________  Date ________________________________
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