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INDIANA STATE DEPARTMENT OF HEALTHPRIVATE 


Division of Weights and Measures


2525 North Shadeland Avenue, STE D3


Indianapolis, Indiana  46219-1791


Telephone (317) 356-7078

Fax (317) 351-2877


APPLICATION FOR REGISTRATION OF 

MOTOR FUEL OUTLET

MOTOR FUEL INSPECTION PROGRAM
	OFFICE USE ONLY

Registration Number________               
Receipt Number. ________________

Date______________________


	PRIVATE 
[  ] Business office address:

Telephone AC (  )_____________________________

County_______________________________________
	
[  ] Location of motor fuel outlet:


Telephone AC (  )_______________________


County       ____________________________



Pursuant to the provisions of IC 16-44-3 of the Indiana Motor Fuel Inspection laws and rules, the following is an application form for registering a motor fuel outlet.  Such registration expires January 1 of each year and must be renewed by March 31 of each year. Please complete this form and return it together with the required $50.00 registration fee.  Each location must file a separate application.  

Number of nozzles at this location _____________________
 Total number of storage tanks_______________

Each motor fuel to be marketed should list name, brand name or trademark.  

	PRIVATE 

Name of Fuel
_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________


	
Octane Level

_________________________


_________________________


_________________________


_________________________


_________________________


_________________________


	
Capacity of Storage Tank

__________________________


__________________________


__________________________


__________________________


__________________________


__________________________




Registration fee $50.00 is enclosed: (  ) Check      (  ) Money Order

Please make check or money order to INDIANA STATE DEPARTMENT OF HEALTH and mail to the above address, ATTENTION:  CASHIER, PLEASE DO NOT SEND CASH.  

Signature
_______________________________________
Title ______________________________



_______________________________________
Title ______________________________



(Type or Print Name)
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