
THERAPEUTIC MASSAGE LICENSE 
APPLICATION 

CITY OF                                                                                      

SHOREWOOD                           
5755 COUNTRY CLUB ROAD 
SHOREWOOD, MINNESOTA 55331 
(952) 960-7900  

  
Date:_______________________________ 

 

*Owner Name__________________________________________ *Birthdate______________________ 
 First  Middle   Last 

*Other Name(s) known by:_______________________________________________________________  

*Address:_____________________________________________________________________________ 

Business 
Address:__________________________________________________________________________ 
 
 
*  If a partnership, or corporation, the names, addresses and dates of birth for all owners must be provided. 
This may be attached on a separate sheet.  
 

If Owner, Partners, or Officers have been convicted of a felony, crime, or ordinance violation other than 
minor traffic offenses, provide the date, place and conviction. This information may be attached. 

Has Owner, Partners or Officers been convicted?           YES         NO 

If YES, provide details or attach:  

_______________________________________________________________________________ 
 
Attach:  Floor Plan of the premises in which the massage therapy services will be conducted, showing 
areas where massage therapy will be performed. 
 
Attach:  If an individual, proof the individual completed the necessary coursework, training and hours required to 
be a certified massage therapist from a certified massage therapy school, pursuant to City Code section 311.06. 
 
Provide proof of general liability insurance of at least $1,000,000. 
 
All Owners must sign: 
 
 
_____________________________________________  ____________________________________________ 
SIGNATURE       SIGNATURE 

City Code Chapter 311 
$100 Annual Fee payable to City of Shorewood; may 

be prorated upon initial application 
Office Use Only 

Receipt No._______________________________ 

License Year___________  Permit No_______________  

License expires the last day of December of each year. 
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