
FUNERAL DIRECTOR ANNUAL PERMIT APPLICATION 

City of Springfield, Massachusetts 

Department of Health & Human Services 

APPLICATION INFORMATION 
This application is for licensed funeral directors seeking a new or renewed annual permit 

within the City of Springfield, Massachusetts. 

• Annual Permit Fee: $100.00

• Permit Term: Annual

• Submission Requirement: This application must be completed annually to maintain

accurate contact and employment information with the Department of Health & Human

Services.

For assistance, contact DHHS at 413-784-4810. 

APPLICANT INFORMATION 
Applicant Full Name: 

________________________________________________ 

Date of Application: ______________________ 

Mailing Address: 

_________________________________________________ 

_____________________________________________________________ 

City: ____________________ State: ______ ZIP: __________ 

Primary Phone Number: __________________________________________ 

Alternate Phone Number: ________________________________________ 

Email Address: _________________________________________________ 



MASSACHUSETTS FUNERAL DIRECTOR LICENSE 

INFORMATION 
State License Number: ___________________________________________ 

License Expiration Date: _________________________________________ 

CURRENT PLACE(S) OF EMPLOYMENT 
Please list all funeral homes where you are currently employed or affiliated. Check the 

location where you would like your annual permit mailed. 

Funeral Home #1 

☐Mail Permit to This Location

Funeral Home Name: _____________________________________________ 

Address: ______________________________________________________ 

_____________________________________________________________ 

Phone Number: ________________________________________________ 

Funeral Home #2 

☐Mail Permit to This Location

Funeral Home Name: _____________________________________________ 

Address: ______________________________________________________ 

_____________________________________________________________ 

Phone Number: ________________________________________________ 



Funeral Home #3 

☐Mail Permit to This Location

Funeral Home Name: _____________________________________________ 

Address: ______________________________________________________ 

_____________________________________________________________ 

Phone Number: ________________________________________________ 

Funeral Home #4 

☐Mail Permit to This Location

Funeral Home Name: _____________________________________________ 

Address: ______________________________________________________ 

_____________________________________________________________ 

Phone Number: ________________________________________________ 



APPLICANT CERTIFICATION 
I certify that the information provided on this application is true and accurate to the best 

of my knowledge. I understand that it is my responsibility to notify the Department of 

Health & Human Services of any changes to my contact information, license status, or 

place of employment. 

Applicant Signature: ____________________________________________ 

Date: ______________________ 

OFFICE USE ONLY 
Date Received: ______________________ 

Payment Received: ☐ Yes ☐ No 

Permit Issued: ☐ Yes ☐ No 

Permit Number: _________________________________________________ 

Processed By: _________________________________________________ 


