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MASSAGE THERAPIST PROVIDER CERTIFICATION 
 
 
Provider Name (Please print)  
 
 
Name of Massage Therapy Establishment 
 
 
Address 
   
   
Telephone Number  Fax Number 
 
I certify that I am a licensed Massage Therapist in the State of Hawaii and meet all of 
the following requirements: 
 

1. I have a current State of Hawaii Massage Therapist License; 
______________________________  _____________________ 

 License No.     Expiration Date 
 

2. I have a current State of Hawaii General Excise Tax License; 
______________________________  _____________________ 

 License No.     Expiration Date 

______________________________        
 Federal ID No.     Expiration Date  

 
3. I provide services in a “massage therapy establishment” as defined 

under the Hawaii Revised Statutes (HRS) Chapter 452-3; and, 
______________________________  _____________________ 

         Establishment No.     Expiration Date 
 

4. I am a therapist who has been in practice as a full-time licensed 
massage therapist for a minimum of two (2) years. 

 
I hereby certify that all of the above information is true and correct.  I understand that 
the Trust Agreement, policies and the rules and regulations adopted by the Board of 
Trustees are the final authorities in all matters related to the Hawaii Electricians 
Health & Welfare Fund. 
 
       
Provider’s signature Date 


	6: 
	7: 
	8: 
	9: 
	10: 
	12: 
	11: 
	13: 
	15: 
	14: 
	16: 


