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APPLICATION IS HEREBY MADE FOR A PERMIT TO OPERATE. THE APPLICANT AGREES TO COMPLY WITH THE RELEVANT PROVISIONS OF TITLE 51 OF THE LOUISIANA
ADMINISTRATIVE CODE AND ALL OTHER APPLICABLE LAWS AND REGULATIONS. THIS ESTABLISHMENT SHALL BE AVAILABLE FOR INSPECTION BY REPRESENTATIVES OF THE STATE

HEALTH OFFICER AT ALL REASONABLE TIMES, IN ACCORDANCE WITH THE PROVISIONS OF LSA R.S. 40: 5 AND 40: 615. BY SIGNING BELOW, THE APPLICANT CERTIFIES THAT ALL
INFORMATION GIVEN IN THIS DOCUMENT IS TRUE AND ACCURATE TO THE BEST OF HIS/HER KNOWLEDGE AND UNDERSTANDING.
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