
CITY OF STE. GENEVIEVE 
165 S. Fourth Street 

Ste. Genevieve, MO 63670 
573.883.5400   

(fax) 573.883.8105 
APPLICATION FOR BUSINESS LICENSE 

 
Date Premise Occupied______________________________ Business License Fee __________  
 
1st Time Application __________  Renewal _________ Date ______________ 
 
(If “renewal” fill out information in this box and sign and write “same” for unchanged information in other sections of this 
application) 
 
Name of Business (dba): _________________________________________________________________  
 
Location:______________________________________________      _____________________________  
  Street           City  State  Zip           Business Phone Number 
 
Mailing Address (if different from above) __________________________________________________  
      City   State  Zip Phone #  
 
Name of owner of business OR (if a corporation), Name and Title of Company Officer responsible 
for above business: 
 
Name: _______________________________________________Title: ____________________________  
 
Home Address: ________________________________________________________________________  
 
City: _____________________________ State: ________ Zip: _______ Home Phone: ______________  
 
If Business location shown above is a branch office, list name, address and phone number of parent 
corporation: 
 
Name:__________________________________ Address:______________________________________  
  
City: _______________________________State: _________Zip: _________ Phone: _______________  
 
What is the relationship of the Ste. Genevieve location to the parent corporation? 
 
Sales _________ Subsidiary _________ Division _________ Other: ___________  
 
If business occupies other locations in Ste. Genevieve City, please list all addresses: _______________  
______________________________________________________________________________________  
   
Name, Address and phone number of the rental agent or owner of the property:   
______________________________________________________________________________________ 
 Name  Address   City  State  Phone Number  
 
Federal Employer ID No. ________________________________________________________________ 
             (Please submit Social Security No. of Business Owner if FEIN is not applicable) 
 
Missouri Retail Sales and Use Tax No. _____________________________________________________  
 
 
 



Description of business, trade and/or occupation: ____________________________________________  
______________________________________________________________________________________  
______________________________________________________________________________________  
 
Number of Employees Full Time: _________       Part Time: __________    Total: ________ 
  
If hotel/motel or Bed & Breakfast, total number of rooms available: ______________ 
 
If apartment complex, total number of units: ___________ (4 or more is considered an apt. complex) 
 
Do you sell a product subject to retail sales tax?  [   ] yes    [  ] no 
 
Do you serve/sell alcoholic beverages? [  ] yes  [  ] no 
 
Do you have vending machines on the premises [  ] yes  [  ] no  list owners of the machine:__________ 
______________________________________________________________________________________  
______________________________________________________________________________________  
 
Do you prepare food on the premises to be sold? [  ] yes   [  ] no (If “yes” answer question a.) 
 a.  Have you been inspected by the County Health Department? [  ]  yes    [  ]  no 

(Health Department Certificate of Compliance is required.) 
 
Does your business have an alarm? [  ] yes      [  ] no   (If “yes” answer question a.) 

a. Is the alarm registered at City Hall?  [  ] yes   [  ] no  
(If no, please be advised that the alarm must be registered at City Hall before a business license will be issued) 
 
 

CHECK WHERE APPLICABLE: 
 
DO YOU:  Use _____ Store _____, or Generate______: Poisonous or infectious substances________ Chemicals _______ 
Corrosives ______ Ignitable Materials ______ Oxidizing Substances______ Radioactive Substances_____ Explosive substances 
on your premises or in the Operation of your Business_______________. 
 
 
 
 
THE INFORMATION GIVEN ABOVE IS TRUE, CORRECT AND COMPLETE AND TO THE 
BEST OF MY KNOWLEDGE AND BELIEF: 
 
 
 
______________________________________________     ___________________________   _________ 
  Signature of Principal Officer    Print or type name & title Date 
 
 
The City of Ste. Genevieve reserves the right to verify any information provided on this application. 
 
 
FOR OFFICE USE ONLY: 
 
 ZONING ADMINSTRATOR    __________  
  

COUNTY HEALH INSPECTION VERIFIED  __________ 
  
 CITY COLLECTOR   __________  
 
 FILE     __________  
 
 
 
 APPROVED _______   DATE: _______________                    

**PLEASE CALL CITY HALL FOR APPLICABLE FEE** 


