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City of Holyoke
                             Sean Gonsalves                                                                        Board of Health  

                     Director



 
  
              City Hall Annex, Room 306












Holyoke, MA  01040













Tel 413-322-5595













Fax 413-322-5596

APPLICATION TO OPERATE A MANICURING ESTABLISHMENT
APPLICATIONS MUST BE SUBMITTED TO OUR OFFICE NO LESS THAN 30 DAYS BEFORE OPENING DATE 
PLEASE SUBMIT ALL REQUESTED PAPERWORK.  INCOMPLETE APPLICATIONS WILL BE RETURNED.  
NO PERMITS WILL BE ISSUED IF TAXES ARE OWED.

DATE_____________________________





 
     PERMIT FEE $100.00
PURSUANT TO THE HOLYOKE BOARD OF HEALTH REGULATIONS ENTITLED MANICURIST SALON REGULATIONS: BOARD OF HEALTH REGULATIONS PERTAINING TO MANUCURISTS AND THE OPERATION OF MANICURING SALONS, SECTION 4, I HEREBY SUBMIT THIS APPLICATION TO OPERATE A MANICURING SALON.

NAIL SALON OWNER INFORMATION

NAME OF SALON OWNER ______________________________________________________________                                                                                           

HOME ADDRESS OF SALON OWNER _____________________________________________________                                            

CITY, STATE, ZIP OF OWNER ____________________________________________________________
MAILING ADDRESS (If different)___________________________________________________________

HOME TELEPHONE NUMBER OF OWNER  _________________________________________________
SIGNATURE OF APPLICANT _____________________________________________________________

EMAIL ___________________________________________________________
NAIL SALON ESTABLISHMENT INFORMATION

NAME OF SALON  _____________________________________________________________________

ADDRESS OF SALON   _________________________________________________________________
CITY, STATE, ZIP OF SALON ____________________________________________________________
TELEPHONE NUMBER  _________________________________________________________________

SSN/FID # _XXX_-_XX_-________      ___   
__       NO. MANICURING STATIONS  _____________ 
              NO. OF MANICURISTS EMPLOYED_________________NO.  PEDICURE EMPLOYED ______________        
-----------------------------------------------------------------------------------------------------------------------------------------------------------

THE FOLLOWING MUST BE ATTACHED TO THE APPLICATION AND RETURNED TO THE HOLYOKE BOARD OF HEALTH:

PLEASE INCLUDE COPIES OF STATE LICENSES FOR ESTABLISHMENT AND FOR EACH MANICURIST

All Payments Due With Application
	For Office Use Only-Make all checks payable to the City of Holyoke

	Date Received
	Amount Received
	Check No.
	Received by:
	Invoice: 


