
North Central District Health Department 
 Enfield—31 North Main Street, Enfield, CT 06082 * (860) 745-0383 Fax (860) 745-3188
 Vernon—375 Hartford Turnpike, Room 120, Vernon, CT 06066 * (860) 872-1501 Fax (860) 872 1531
 Windham—Town Hall, 979 Main Street, Willimantic, CT 06226 * (860) 465-3033 Fax (860) 465-3034
 Stafford—Town Hall, 1 Main Street, Stafford Springs, CT 06076 * (860) 684-5609 Fax (860) 684-1768 

✻ SERVING:  EAST WINDSOR * ELLINGTON * ENFIELD * STAFFORD * SUFFIELD * VERNON * WINDHAM * WINDSOR LOCKS

In accordance with State Health Department Regulations developed under Chapter 54 of the Connecticut 
General Statues, we must be provided with the name, address, and Connecticut License Number of the 
supervising physician for each tattoo studio. In accordance with the North Central District Health Department 
Sanitary Code, there is a $100.00 fee that must be submitted to this office with that information.  

Also, you must provide a signed statement from the physician, on his/her letterhead, stating that he/she has 
trained the technicians. The statement must include original signatures and printed names of each technician at 
your facility that has been trained to administer the tattooing procedure by the physician. These signatures must 
be on the same paper that the physician signs.  

The above information is required on a yearly basis – due by January 31st. 
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____________________________    _________            ____________________________    _________ 

____________________________    _________            ____________________________    _________ 

____________________________    _________            ____________________________    _________ 

You must attach a signed statement from the supervising physician, on their letterhead, stating that they have 
trained your technicians. The statement must include original signatures and printed names of each technician at 
your facility that has been trained to administer the tattooing procedure by the physician. These original signatures 
must be on the same document the physician signs.  

ANNUAL FILING - $100.00 
Failure to provide documentation by February 1st annually, along with the filing fee, shall result in immediate closure of 
the tattoo establishment. A penalty of $100.00 annual filing fee and physician’s documentation, and all legal costs incurred 
by this department shall be paid to the Health Department prior to approval to re-open.  

Payments can be made via check/money order or credit/debit card by phone, or online. Checks/Money orders should be 
made payable to NCDHD and mailed to:  

North Central District Health Department, 31 North Main Street, Enfield, CT 06082. 

If mailing your application, and you’ve paid online, please add your confirmation number on your application. 

Click HERE to pay online Online Confirmation# ____________________

Tattoo Registration Form 

Name of Establishment: ____________________________________________________________________ 

Address: ________________________________________________________________________________ 

Phone No:  ______________________ Website Address: _________________________________________ 

Days/Hours of Operation:  __________________________________________________________________ 

________________________________________________________________________________________ 

Name of Owner: __________________________________ Phone No. ______________________________ 

Address: ________________________________________________________________________________ 

Emergency No. ____________________________ Email Address: _________________________________ 

Signature of Owner: ____________________________________ Date: __________________ 

Supervising Physician: _____________________________________ Letter Rec’d: ________________ 

Technicians & CT License No. 

Rev 6/30/26

Expires annually January 31st

https://payments.municipay.com/6330094f0f12b4503f3801705ee0f746/search/6330094f0f12b4503f3801705ee0f746
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