CITY/COUNTY HEALTH DEPARTMENT

DIVISION OF ENVIRONMENTAL HEALTH

MASSAGE ESTABLISHMENT PERMIT

APPLICATION



Business Permit #: _________________

This application is for a permit to conduct the business, trade or profession of massage therapy and for the operation of the business, commonly known as massage establishment as defined in the Laramie county Board of Health Regulations (Section A, item iii).

(    )  New Fee:     $100.00

(    )  Renewal Fee:   $50.00
(    )  Transfer Fee:   $100.00 

(If a license is issued, the application must notify the City/County Health Officer of any change in any change in any of the data required within this application within ten (10) days after such change occurs.  No permit shall be transferable except with the consent of the City/County Health Officer, ratified by the Laramie County Board of Health, with an application being filed and fees paid as required for an initial application of a permit.  No person granted a permit shall operate the establishment under a name not specified in the permit.)

ATTACHMENTS REQUIRED WITH THIS APPLICATION:

___  Current photographs of each applicant (at least two inches X two inches - 2" X 2").

___  Proof of age of applicant.

___  Floor plan of building showing treatment room, equipment and toilet facilities.

___  Tuberculosis skin test results and statement of examination by a Wyoming Certified Physician.

PERSONAL INFORMATION REQUIRED:

Applicant's Height __________     Weight ________      Sex ______     Date of Birth _________________________

Hair Color ________________      Eye Color ______

Driver's License #: ___________________________     State _________

Social Security #: ____________________________

The applicant and manager, or other person principally in charge of the operation of the business, must be over the age of eighteen (18).

APPLICANT NAME: __________________________________________________________________________

BUSINESS NAME: ____________________________________________________________________________

PROPOSED BUSINESS ADDRESS: ______________________________________________________________

BUSINESS PHONE: ___________________________________________________________________________

MAILING ADDRESS: _________________________________________________________________________

WILL ANY OTHER TYPE OF BUSINESS BE OWNED OR OPERATED BY THE APPLICANT AT THE SAME LOCATION OR ADJOINGING PREMISES? 
______ YES

______NO

If so, what type(s) of other business(es) will be conducted? _____________________________________________

_____________________________________________________________________________________________

HAS APPLICANT EVER HAD A BUSINESS LICENSE OR PERMIT OF THIS NATURE REVOKED OR SUSPENDED?  If so, provide date, location and reason for suspension or revocation.  Include information as to business/occupation subsequent to the suspension or revocation.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

HAS APPLICANT EVER BEEN CONVICTED OF A CRIME OTHER THAN A MISDEMEANOR TRAFFIC OFFENSE?  If so, provide dates, location and nature of conviction.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

LIST APPLICANT'S EMPLOYMENT RECORD FOR THE PAST THREE (3) YEARS:

_____________________________________________________________________________________________

(Position Title)

______________________________________

___________________________________________

                        (Employer) 



                                 (Address)

______________________________________

___________________________________________

               (Name of Supervisor)




          (Telephone Number)

_____________________________________________________________________________________________

                                                                                  (Position Title)

______________________________________

___________________________________________

                         (Employer)





    (Address)

______________________________________

___________________________________________

                (Name of Supervisor)



                        (Telephone Number)

_____________________________________________________________________________________________

(Position Title)

______________________________________

___________________________________________

                       (Employer)





                 (Address)

______________________________________

___________________________________________

                (Name of Supervisor) 




          (Telephone Number)

LIST NAMES AND RESIDENT ADDRESSES OF MASSAGE THERAPISTS TO BE EMPLOYED UNDER THIS PERMIT:

_____________________________________________________________________________________________

            (Last)



         (First)


                     (Middle)

_____________________________________________________________________________________________

     (Residence Address)                                           (City)


                       (State)

_____________________________________________________________________________________________


(Last)



       (First)



    (Middle)

_____________________________________________________________________________________________

     (Residence Address)                                         (City)



     (State)

                               (If needed, attach sheet to provide additional information.)

INDIVIDUAL:

If applicant is being made as an individual, state:

APPLICANT NAME:

_____________________________________________________________________________________________


(Last)



     (First)



   (Middle)

_____________________________________________________________________________________________


(Residence Address)
 
     (City)



     (State)
SOCIAL SECURITY #: ______________________________________

ALIAS NAME: _____________________________________________

HOW LONG AT PRESENT RESIDENCE?: _________(Years)     
Current Phone #: _____________________

LIST 2 PREVIOUS HOME ADDRESSES (Immediately prior to address listed above):

1)   STREET: ______________________________

2)    STREET: ______________________________

       CITY: ________________________________

       CITY: _________________________________

       STATE: _______________________________

       STATE: ________________________________

PARTNERSHIP:

If application is being made on behalf of a partnership, state:

NAME OF PARTNERSHIP: _____________________________________________________________________

PARTNERSHIP ADDRESS: _____________________________________________________________________

NAME AND RESIDENT ADDRESS OF EACH PARTNER (INCLUDING LIMITED PARTNERS):

_____________________________________________________________________________________________


(Last)



(First)



               (Middle)

_____________________________________________________________________________________________

 (Social Security #)





        (Date of Birth)

_____________________________________________________________________________________________

 (Residence Address)


(City)




(State)

_____________________________________________________________________________________________


(Last)



(First)



               (Middle)

_____________________________________________________________________________________________

 (Social Security #)





        (Date of Birth)

_____________________________________________________________________________________________

 (Residence Address)


(City)




(State)



(If needed, attach sheet to provide additional information.)

CORPORATION:
If application is being made on behalf of a corporation, state:

NAME OF CORPORATION: ____________________________________________________________________

CORPORTAION ADDRESS: ____________________________________________________________________

IS CORPORTATION QUALIFIED TO DO BUSINESS IN WYOMING?  _____Yes 
______No

DATE OF INCORPORATION: ___________________________________________________________________

List the following information for each officer, director and stockholder owning more the 10% of corporate stock:

NAME: ______________________________________________________________________________________

RESIDENT ADDRESS: _________________________________________________________________________

CORPORATE POSITION: _______________________________________________________________________

DATE OF BIRTH: ____________________________
SOCIAL SECURITY #: _______________________

NAME: ______________________________________________________________________________________

RESIDENT ADDRESS: _________________________________________________________________________

CORPORATE POSITION: _______________________________________________________________________

DATE OF BIRTH: ____________________________
SOCIAL SECURITY #: _______________________

NAME: ______________________________________________________________________________________

RESIDENT ADDRESS: _________________________________________________________________________

CORPORATE POSITION: _______________________________________________________________________

DATE OF BIRTH: ____________________________
SOCIAL SECURITY #: _______________________

NAME: ______________________________________________________________________________________

RESIDENT ADDRESS: _________________________________________________________________________

CORPORATE POSITION: _______________________________________________________________________

DATE OF BIRTH: ____________________________
SOCIAL SECURITY #: _______________________

AFFIDAVIT/AUTHORIZATION

The undersigned applicant hereby authorizes the City/County Health Officer and his agents and employees to seek information and conduct investigations into the truth of the foregoing statements as set forth in this application, and agrees to comply fully with rules and regulations of the Laramie County Board of Health, governing the permit requested, and further declares that the foregoing information contained in this application is true and correct.








__________________________________________









        (Signature of Applicant)

Subscribed to before me this ______day of ___________________, 20____

(SEAL)






__________________________________________








 

Notary Public







My Commission Expires: ____________________________

APPROVALS:

The Laramie County Board of Health will provide written approval only after all other approvals have been obtained.

LARAMIE COUNTY SHERIFF: _______________________________________________________________







1910 Pioneer Ave.      778-3700

FIRE DEPARTMENT: _______________________________________________________________________

ZONING OFFICER: _________________________________________________________________________







2507 E. Fox Farm Rd.     638-4303

CITY/COUNTY HEALTH OFFICER: ___________________________________________________________







100 Central Ave.      633-4000

*******************************************************************************************

FOR USE BY COUNTY HEALTH OFFICER

Date of Photographs: _______________________

Board of Health Action:    _____Approved

_____Denied

IF APPROVED:

Fee Paid:  $_______

Term Of Permit:   _____/_____/_____

_____/_____/_____







             From



To

COMMENTS:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

APPLICATION & FEE REQUIRED FOR ANNUAL RENEWAL.

1

