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                      G e n e r a l  P e r m i t  A p p l i c a t i o n   

 

Renewal ____    New*____   *New businesses must meet with Health Director & file application at least 30 days prior to opening. 

 

Business Name (if applicable) 

                                         

Owner Name or Corporation/Manager Name: 

                                        

Street Address:                                                                              Email Address: 

 

Mailing Address (if different): 

                                        

Telephone No.:                                                                             Fax No.: 

 

Pager No.:                                                                                     Car Phone No.:                                         

 

If any changes have occurred since our last review, please describe:_______________________________________________ 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________ 

 

 

TYPE OF BUSINESS – Fee Schedule: 

□ Funeral Director     $ 50.00          □ Recreational Camps/Cabins/Parks    $  75.00 

□ Massage Establishment     $100.00          □ Rubbish Hauler     $125.00 
   Please list Therapists currently on staff: 

    ______________________________ 
          □ Septage Hauler    $125.00

 
       
     ______________________________________________  

                     Location where equipment is stored: 

                _________________________  

□ Massage Therapist  $  50.00          □ Septic Installer    $125.00 
      Base of operation: 

    ______________________________  
                        Location where equipment is stored: 

                _________________________  

□ Motel     $  75.00      

□ Tanning Salon     $100.00   
 

                                                    

 

Pursuant to MGL Chapter 62C § 49A, I certify under the penalties of perjury that I, to my best knowledge and belief, have 

filed all state tax returns and paid state taxes required by law. 

 

 

Signature of Applicant: _____________________________________________   Date: ___________________________ 

 

 

Social Security Number or Federal ID: __________________________________________________________________ 

 

 

T O W N  O F  H A R W I C H  
BOARD OF HEALTH 

732 Main Street, Harwich MA  02645 

508/430-7509  Fax: 508/430-4703 

Email:  health@town.harwich.ma.us 

FOR BOARD OF HEALTH USE ONLY  

Date Rec’d: ____________  Amt. ____________   

Pymt. Type: ___________   □  W/C     

Reviewed by initials:  ______    ______    ______ 

□  Ok   □  Hold  ___________________________                                                                                                                                        


