CITY OF GRANDVIEW

Office of the City Clerk
1200 Main Street

Grandview, Missouri 64030-2498
www.grandview.org

Main (816) 316-4800

Direct (816) 316-4811

Fax (816) 763-3902

Email mpaith@arandview.ora

Application for Massage Facility

Date of Application: ‘ ‘
Business Name:
Business Address: ‘ City: ‘ ‘ State: ‘ ‘ Zip: ‘
Phone #: ‘ Phone #: ‘
Applicant Name:
Home Address: ‘ City: ‘ ‘ State: ‘ ‘ Zip: ‘
Phone #: ‘ Phone #: ‘
Has applicant previously held a permit in the City of Grandview? ‘ O Yes O No
If yes, for what? (Please indicate approximate dates and permit numbers.)
Was the permit ever suspended or revoked? ‘ O Yes [0 No
List any similar permits held currently or previously in another municipality:
Permit Type Municipality Date(s) Suspended/Revoked?
O Yes O No
O Yes O No
O Yes O No
Massage Busines Certification/License Number issued by Missouri State Board of
Therapeutic Massage:
Has applicant ever been convicted of any felony, misdemeanor or infraction,
except for non-moving traffic violations? O Yes O No
If yes, please indicate below (1) City, County, State; (2) the offense; (3) the sentence:
City County State Offense Sentence
Are there any pending criminal charges against the applicant, except for non-
moving traffic violations? O Yes O No
If yes, please indicate jurisdiction (City, County, State):
City County State
I, the undersigned, do hereby declare the following: that to the best of my knowledge (1) the above information,
submitted to the Grandview City Clerk for the purpose of obtaining a massage facility business license, is true and
correct; and (2) the applicant complies with all applicable state and federal laws, regulations, and administrative
rules. | understand the license issued by the city is issued to me at the above address and is not transferrable.
Print Applicant Name:
Applicant Signature: Date:




Required Documents

Copy of Missouri Driver’s License

Copy of License Issued by Missouri Board of Therapeutic Massage
City of Grandview Occupational License

Fee of $100.00

Planning and Zoning Approval

Building Official Inspection
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