[image: ]100 Village Center Drive, Suite 230
North Oaks, MN 55127
P: 651-792-7750 Fax: 651-792-7751


[bookmark: _GoBack]2016 LICENSE APPLICATION for Therapeutic Massage Establishment

Company:		  MN Tax ID #	
					                     REQUIRED
		
Company Address	City  	State	Zip

		
Contact Number/s                                                            Fax Number                            Email Address (for renewal information)

________________________________________________________________________________________________________
Applicant’s Name			last				first				    middle

_________________________________________________________________________________________________________
Present Address		street								apt. #

_________________________________________________________________________________________________________
City						state	zip code					telephone #

	If a corporation, list the names and addresses of the officers:

_______________________________________________________________________________________________________
Name						address
_______________________________________________________________________________________________________
Name						address
_______________________________________________________________________________________________________
Name						address

	Name and address of the establishment where massage therapy will be conducted:

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________
	Massage therapy may only be practiced in an establishment licensed by the City of North Oaks.

I swear that all information provided above is true to the best of my knowledge, and that I am at least 18 	years of age as of the date of this application.  I have received a copy of Section 113 of the Municipal Code of the City of North Oaks and understand the conditions set forth for holders of a Massage Therapy Establishment license.  The undersigned applicant makes this application pursuant to all laws of the State of Minnesota and such rules and regulations as the Council of the City of North Oaks may from time to time prescribe and understands that this license will expire on December 31, 2015.


	______________________________________________________________		__________________________________
	Signature of applicant						Date

	The application is incomplete without proof of insurance and an application fee of $50.  Allow at 	least one month from date of application submittal for processing application.  


For Office Use Only:   Application Fee received ______________     Check #____________________     Receipt #_________________________

Date Insurance Expires:  _______________________   Investigation completed ______________
City of North OaksCity of North Oaks 
Massage Therapist
 License Application

100 Village Center Drive, Suite 230
North Oaks, MN 55127
Phone:  651-792-7750 Fax:  651-792-7751
northoaks@cityofnorthoaks.com

Print in ink or type:
One application is required for
each individual Massage Therapist

Applicant’s Name _______________________________________________________________________________________________________________
				Last				First				    Middle

	Other names by which applicant has been known (maiden name, names from previous marriages, or aliases:

	________________________________________________________________________________________________________________________

	Present Address: __________________________________________________________________________________________
				Street								Apt. #

	____________________________________________________________________________________________________________________________________
		City						State 	Zip Code			Telephone #


	___________________________________________________
	FEIN, MN Tax ID or required documentation

	Driver’s license number: ___________________________________________________  State of issue:  ____________

	Name of establishment where massage therapy will be conducted:

	______________________________________________________________________________________________________________
	Massage therapy can only be practiced in an establishment licensed by the City of North Oaks.

I swear that all the information provided above is true to the best of my knowledge, and that I am at least 18 years of age as of the date of this application.  I also swear that I hold a comprehensive certificate of massage from a school recognized by the Minnesota Higher Education Board and am a member of good standing of the Minnesota Therapeutic Massage Network of the American Massage Therapy Association or other organization possessing the same or similar standards and having an enforceable code of ethics.  I have received a copy of Section 113 of the Municipal Code of the City of North Oaks and understand the conditions set forth for holders of massage therapist license.  In addition, I swear that I have not had any therapeutic massage licenses denied, revoked, or suspended.


	____________________________________________________________________________		________________________________
	Signature of applicant							  Date
	
	The application is incomplete without proof of insurance and an application fee of $50.00.   Allow at least 
	one month from date of application submittal for processing of application.

	

	For Office Use Only:   Application Fee received ______________     Check #____________________     Receipt #_________________________

	Date Insurance Expires:  _______________________   Investigation completed ______________





City of North Oaks
Consent for the Release of Information
In Accordance with MSA 13.05, subd. 4(d)



		I, ______________________________________________________________, authorize the Ramsey County Sheriff’s
		Office to release criminal history data, as defined by Minnesota Statute 13.87, subd.1 and driver’s
		license and traffic record data to the City Administrator for the City of North Oaks.  I understand
		that some of this data may be classified as private data under Minnesota statues and I hereby
		give my informed consent to the release of that private data by the Ramsey County Sheriff’s 
		Office to the City Administrator for the City of North Oaks.

		This consent for the release of data is for the purpose of obtaining a permit or license with the
		City of North Oaks.  This information cannot be used for any other purposes.

		This authorization may be revoked in writing by me at any time and in no event will be valid
		for more than one year from the date below.


		________________________________________________________________		________________________________
		Signature of individual authorizing release			Date

		Please complete the following information:
	
		Full Name (please print) _____________________________________________________________________________
						First                              Full middle name		     Last		

		Home Address ________________________________________________________________________________________

		Date of Birth  ______________________________________    Sex _____________

		Driver’s License State & Number ____________________________________________________________________

		Please list any other names you are or have been known by ______________________________________

		__________________________________________________________________________________________________________

		I certify that all statements by me on this form are true and complete.  I understand that any false
		Statements or omissions on this form shall be sufficient cause for rejection of my permit or license.

		I hereby authorize the City of North Oaks to use this information to determine my suitability for 
		Obtaining a license or permit.


		_________________________________________________________________      ______________________________________
		Signature of Applicant					        Date











Have you ever been arrested?
         	         No      	      Yes     If  yes, explain:
Have you ever been subject of a disciplinary action by the Office of Unlicensed Complementary and Alternative Health Care Practice in the MN Department of Health or from a similar State agency?
       	             No      	      Yes     If  yes, explain:

Massage Therapy Practice Phone Number:		Hours of Operation:


As an applicant for a license from the City of North Oaks, I have voluntarily supplied data about myself which may be public and/or private in nature.  I understand that, as part of the licensing process, I am requested to supply this information.  I understand that failure to provide accurate and adequate data may result in my license being denied.  I further understand that this information will be used by the City of North Oaks in order to conduct a police background investigation.  Finally, I understand that the data which I have provided may be shared in whole, or in part, by other agencies, by other private and public entities, and by other persons, for the purpose of conducting a background investigation.  I, therefore, release the City of North Oaks and any of its agents or employees, from any and all liability or claims for any injury or damage which I may experience as a direct or indirect result of the intended use of this information.  I authorize investigation of all statements contained in this application.  I understand that the misrepresentation, or the omission of facts called for, will be just cause for denying me a license.
Applicant’s Signature:						Date:



	




TENNESSEN WARNING
Diploma or Certificate of Completion
Proof of Course Work showing hours for:
Theory  ___________hrs.
Anatomy and Physiology _________ hrs.
Hygiene and Sanitation __________ hrs.
Business Practices and Ethics _________ hrs.

Submit the following items with your application:
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