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Massage Facility License Application

INSTRUCTIONS

(Please allow up to 60 days for application review)

APPLICANT:

D Complete the Massage Facility License Application (TYPED OR PRINTED) and include the
following attachments:

L]

[]
[]
[]
[]

Evidence of current valid premises liability, workers compensation and general liability

insurance for the massage facility, in an amount of $250,000 or more.

Payment $700.00 each facility (cash, charge card, debit card, check or money order

made payable to “City of Troy”)

All Massage Therapists employed by the facility must provide a copy of their State

Massage License, driver license, state ID or work visa & Massage Facility Employee

Application

All Employees of the facility that are NOT a Massage Therapist must provide a copy of

their driver license, state ID or work visa & Massage Facility Employee Application

Required attachments listed below apply to each applicant, partner, officer, director and

resident agent (if corporation)

[ ] Copy of driver license or government-issued photo ID or work visa

[ ] Current front-face 2”"x2” photograph

[ ] (3) Notarized written references (not relatives or business associates) including
name, address, phone number of each reference (Notary service provided in Clerk’s
Office-no charge for reference letters)

D Submit the completed Massage Facility License Application to the City Clerk’s Office

CITY CLERK’S OFFICE:

Provide notary service (if necessary)
Review accuracy of the completed application and documentation

Retain original copy of completed application w/photo for internal processing

D Make a copy of the driver license if a copy is not provided

Process payment; print receipt for the applicant; write receipt info on bottom of application

[]
[]

[]

APPLICANT MUST BE FINGERPRINTED: The receipt for application fee plus photo
identification must be presented in order to be fingerprinted
Direct applicant to Police Dept. Records Section for fingerprinting

Route application electronically to approving department(s) for approval/denial

APPROVING DEPARTMENT(S):

D Reviews application and notifies City Clerk’s office of approval/denial

CITY CLERK’S OFFICE:

[ ] Denial - Notifies applicant
D Approval - Prepares permit and mails to contact listed on application
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Massage Facility License Application

FEE $700.00 - per facility
(Not per applicant)

Facility Name

Date

Facility Address

Mailing Address

City State Zip

Business Phone

City State Zip
Alternate Phone Number

Email Address

Types of Services Provided

Is the Facility a Corporation? [ ] Yes

Is the Facility a Partnership? [ ] Yes

[ ] No

[ ] No

If Yes, attach a separate sheet detailing the names and
permanent addresses of each officer, director, resident agent,
10% stockholder; list the address of the corporation or resident
agent in Oakland County.

If Yes, attach a separate sheet detailing the name, height, weight,
sex, eye color, hair color and permanent address of each partner.

APPLICANT INFORMATION:

Applicant Name

Date of Birth

Home Address

Home Phone #

City State Zip

Cell Phone #

Driver’s License #:

Email

Applicant’s Last (2) Home Addresses:
1)

Address

Address

City/State/Zip

Applicant Height:

Hair Color:

REVISED: 10/18/2021

City/State/Zip

Weight: Sex:
Eye Color:

Page 1 of 2


mailto:CLERK@TROYMI.GOV

‘ F é CITY OF TROY | CITY CLERK'S OFFICE | 500 WEST BIG BEAVER | TROY, Ml 48084
II .i ‘uf‘ifis” 248.524.3316 | FAX: 248.524.1770 | E-MAIL: CLERK@TROYMLGOV

Massage Facility License Application

MICHIGAN

List applicant’s employment for the last (3) years (attach separate sheet if needed)

Has applicant owned, operated or managed other massage facilities? [ |Yes [ |No
If yes, name and address of facility or facilities

Has applicant ever had a business license revoked, suspended or denied? [ ]Yes [ ]No

Reason(s) for the suspension, revocation or denial

Any prior or pending criminal convictions for any applicants, partners or officers (if corporation)? [ ]JYes [ ]No
(If Yes, attach a separate sheet for each individual detailing the dates of conviction(s), nature of the crime(s) and
court or tribunal where the matter was adjudicated. Do NOT include misdemeanor traffic violations unless they
involved a controlled substance or alcohol)

Name and address of any other business owned, operated or managed by applicant:

(Attach separate sheet if needed)

Provide a brief description of any other business(es) to be operated on the same premises or adjoining
premises ALSO owned or controlled by the applicant(s)

l, , do hereby acknowledge and subscribe to the foregoing
instrument and declare all statements to be true. | authorize the City, its agents and employees, to seek
information and conduct an investigation to verify the veracity of the information provided, including LEIN
records checks of all individuals listed on this application.

Applicant’s Signature

For more information, please view the City of Troy Code of Ordinances:
o Chapter 98A, Massage Facility License

Approval of this application is determined by the following departments:

Building, Fire, Planning, Police, Purchasing, Treasurer
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Sample Certificate for Low and Medium Hazard Projects

AC ORD° DATE {MMDOIYYYY)
\ CERTIFICATE OF LIABILITY INSURANGE e

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTVIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER,

IMPORTANT: [f the ceriificate holder Is an ADDITIONAL INSURED, the policy{ies) must have ADDITIONAL INSURED provisions or be endorsed,
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policles may require an endorsement. A statement on

PPy

this certificate does not confer rights to the cettificate holder in lleu of such endor (s)
PRODUCER gﬁgcr
ABC Insurance Agency PHONE . B55-555-1234 | 8% nop, 555-555-5678
123 Main Strest s -
Anywhere, USA WISURER{S) AFFORDING COVERAGE NAIC ¥
surer A: ABC Insurance Company 00000
INSURED surer 8; DEF Insurance Company 00000
XYZ Construction Company INSURER G :
456 Maln Strest \NSURER D
INSURER €:
Anywhere Ml INSURERF ¢
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANGE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED, NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE I1SSUED OR MAY PERTAIN, THE INSURANCE AFFORDED 8Y THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

R TYPE OF INSURANCE e POLICY NUMBER R T | oon LTS
A | X | COMMERGIAL GENERAL LIABILITY Y 00-00-00-00 00/00/00 | 00/00/00 | gacnoccurrence s 1,000,000
[ DAMAGE TO RENTEC
| Jetamsmace OGCUR PAAES A oot s 50,000
- MED EXP {Any one person) | § 5,000
| PERSONAL & ADVIHIURY  |S 1,000,000
GENL AGGREGATE LIMIT APPLIES PER: GEMERAL AGGREGATE s 1,000,600
| | poucy D & D Lo PRODUCTS - COMPIOP AGG | § 1,000,000
OTHER: s
A | AUTOMOBILELIABILITY Y 00-60-00-00 00/00/00 | 00/00/00 | SONAINED SINGLE UK 1,000,000
| X ] an auto ) BODILY INAURY (Pet person) | $
|| sty SCHEQULED BODILY INJURY (Per accident) | §
OH-OWNED PROPERTY DALAGE S
|| Autos oty AUTOS ONLY (Per sccident)
s
| |UMBRELLALIAB | | occur EACH OCCURRENCE s
EXCESSLIAB CLAIMSMADE AGGREGATE 5
pep | | erenmons s
R 1oN PER A
A D CMPLOYERS LIABILITY . 00-00-00-00 00/00/00 00700700 [ X [Ekwre | &8 [
AHYPROPRIETORPARTHER/EXECUTIVE EL EACHACCIDENT $ 100,000
OFFICERMEMBER EXGLUDED? NIA
{Mandatory In iH) EL DISEASE . EAEMPLOYEE| S 100,000
B B S P ERATIONS below EL DISEASE . POLICY LIMIT | § 500,000
DESCRIFTION OF GPERATIONS / LOCATIONS /YEHIGLES (AGORD 101, Addtional Remarks Schedule, may be aitached I more space s sequired)
Additional Insured - See Endorsement
Cancellation Notice - See Endorsement
Primary & Non-Contributory - See Endorsement
Project name:
CERTIFICATE HOLDER CANCELLATION
Entity Name | SHOULD ANY OF THE ABOVE DESCRIBED POLIGIES BE CANGELLED BEFORE
Attn; Contact Name THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIERED IN
Entity Address AGCORDANCE WITH THE POLICY PROVISIONS,
City, State Zip AUTHORIZED REPRESENTATIVE
\ AGENT SIGNATURE

© 19852015 AGORD GORFORATION, All rights reserved.,
ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD
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	$700.00 - per facility
	FEE
	(Not per applicant)
	Date
	Facility Name
	Facility Address
	Zip
	State
	City
	Mailing Address
	Zip
	State
	City
	Alternate Phone Number
	Business Phone
	Email Address
	Types of Services Provided
	If Yes, attach a separate sheet detailing the names and permanent addresses of each officer, director, resident agent, 10% stockholder; list the address of the corporation or resident agent in Oakland County.
	Is the Facility a Corporation?
	 Yes      No
	If Yes, attach a separate sheet detailing the name, height, weight, sex, eye color, hair color and permanent address of each partner.
	Is the Facility a Partnership?
	 Yes      No
	APPLICANT INFORMATION:
	Date of Birth
	Applicant Name
	Home Address
	Zip
	State
	City
	Cell Phone #
	Home Phone #
	Email
	Driver’s License #:
	Applicant’s Last (2) Home Addresses:
	2)
	1)
	Address
	Address
	City/State/Zip
	City/State/Zip
	Sex:
	Weight:
	Height:
	Applicant
	Eye Color:
	Hair Color:
	Has applicant owned, operated or managed other massage facilities?   Yes      No
	Has applicant ever had a business license revoked, suspended or denied?
	 Yes      No
	Reason(s) for the suspension, revocation or denial
	Any prior or pending criminal convictions for any applicants, partners or officers (if corporation)? Yes  No
	(If Yes, attach a separate sheet for each individual detailing the dates of conviction(s), nature of the crime(s) and court or tribunal where the matter was adjudicated. Do NOT include misdemeanor traffic violations unless they involved a controlled substance or alcohol)
	Name and address of any other business owned, operated or managed by applicant: 
	(Attach separate sheet if needed)
	Provide a brief description of any other business(es) to be operated on the same premises or adjoining 
	premises ALSO owned or controlled by the applicant(s)
	I, __________________________________, do hereby acknowledge and subscribe to the foregoing instrument and declare all statements to be true. I authorize the City, its agents and employees, to seek information and conduct an investigation to verify the veracity of the information provided, including LEIN records checks of all individuals listed on this application.
	Applicant’s Signature
	Approval of this application is determined by the following departments:
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