
 
    APPLICATION FOR LICENSE TO MANUFACTURE           FEE: $50.00 

    FROZEN DESSERTS AND/OR ICE CREAM                              
 
In accordance with the provisions of section 65H of Chapter 94 of the M.G.L., as amended, and the regulations made 
thereunder, the undersigned hereby applies for a license for the manufacture of frozen desserts and/or ice cream mix 
and submits the following information: 
 
Name of Applicant_____________________________________________________________________________ 
 
Business Address_____________________________________________________________________________ 
 
Mailing Address_______________________________________________________________________________ 
 
Business Phone_______________________________________________________________________________ 
 
Business Contact Name________________________________________________________________________ 
 
E-Mail_______________________________________      Emergency Phone______________________________ 
 
Hours of Operation____________________________________________________________________________ 
 
Is the mix purchased?      Y          N      If so, from whom? _____________________________________________ 
 
Is the mix pasteurized?     Y         N       Public Water?    Y       N 
 
Are you aware that all manufacturers/retailers must have bacteriological tests performed on at least one dairy-based 
frozen dessert product (ice cream, sherbet, frozen yogurt) per month by a DPH approved laboratory?   Y             N 
Note: Laboratories should not run SPC test on frozen yogurt containing live culture bacteria.  Coliform test 
should always be conducted on all frozen desserts. 
 
Name of DPH approved testing laboratory:  
_____________________________________________________________________________________________ 
I hereby certify that the frozen desserts and /or ice cream mix I sell in Raynham will be manufactured in 
compliance with all laws of the Commonwealth of Massachusetts pertaining thereto and all rules and 
regulations promulgated by the Department of Public Health made thereunder and will be manufactured under 
sanitary conditions.  I attest that the information stated in this application is true and accurate under the pains 
and penalties of perjury. 
     
Applicant’s Signature/Title____________________________________________Date__________________________ 
 
Pursuant to MGL Ch. 62C, Sec. 49A, I certify under the penalties of perjury that I, to my best knowledge and 
belief, have filed all state tax returns and paid state taxes required under law. 

Social Security Number or Federal ID:          
Signature of Individual or Corporate Name:        
Please Note: SSN or FID numbers shall be redacted if this application is included in a FOI Request 

TOWN OF RAYNHAM 
Selectmen and Board of Health 

558 South Main Street 
Raynham, MA  02767 
Tel:   508-824-2766 
Fax:  508-824-1540 

 


