
Complex Name: _________________________________________________________________________ 

Building Address ________________________________________________________________________ 

Owner Name: ___________________________________________________________________________ 

Owner Address:__________________________________________________________________________ 

Owner Phone:  _______________________________________Email:______________________________ 

Applicant Name:  _____________________________________Phone: _____________________________ 

Applicant Address: ____________________________________Email: _____________________________ 

** Caretaker or Contact for Inspection Purposes:   ______________________________________________ 

Contact Phone Number: _______________________ Email: _______________________________ 

Minnesota Tax ID Number: __________________________  Federal Tax ID Number _________________ 

If a Minnesota Tax ID is not required please explain: ____________________________________________ 

Social Security Number (If Applicable) _______________________________________________________ 

EDINA HEALTH DIVISION 

4801 WEST 50TH STREET 

EDINA, MINNESOTA 55424-1394 

952-826-0370 

Office Use Only, Approved by: 

Health: ________ Date:_____________ 

City Clerk: ________ Date: __________ 

APPLICATION MULTI-RESIDENTIAL PARKING GARAGE LICENSE 

THE MINNESOTA DATA PRACTICES ACT requires that we inform you of your rights about the private data we are request-

ing on this form. Private data is available to you, but not to the public. We are requesting this data to determine your eligibility for a 

license from the City of Edina. Providing the data may disclose information that could cause your application to be denied. You are 

not legally required to provide the data, however, refusing to supply the data may cause your license to not be processed. Under MS 

270.72, the City of Edina is required to provide the Minnesota Department of Revenue your MN Tax ID Number or Social Security 

Number. This information may be used to deny the issuance, renewal or transfer of your license if you owe the Minnesota Depart-

ment of Revenue delinquent taxes, penalties, or interest. The Department of Revenue may supply information to the Internal Reve-

nue Service. In addition, this data can be shared by Edina City Staff, the State of Minnesota Driver License Section, Hennepin 

County Auditor, Bureau of Criminal Apprehension, Hennepin County Warrant Office,  Ramsey County Warrant Office, the Minne-

sota State Auditor and if required by a court order.  Applicant’s residence address and telephone number will be considered public 

data unless you request this information to be private and provide an alternative address and telephone number. Applicant’s signa-

ture on this application indicates applicant has read and understands their right regarding Data Practices. Please sign below to indi-

cate that you have read this notice: 

Signature 

I request that my residence address and telephone number be considered private data.  My alternative address and telephone num-

ber are as follows: 

Address   Telephone Number 

ANNUAL LICENSE FEE: NUMBER OF GARAGES _______ X $100.00 = ______ TOTAL LICENSE FEE 

Date ___________________________ Applicant’s Signature ________________________________ 

Title ______________________________________________ 



MN LIC 04 (11/08) 

Certificate of Compliance 
Minnesota Workers’ Compensation Law

PRINT IN INK or TYPE. 

Minnesota Statutes, Section 176.182 requires every state and local licensing agency to withhold the issuance or renewal 
of a license or permit to operate a business or engage in any activity in Minnesota until the applicant presents 
acceptable evidence of compliance with the workers' compensation insurance coverage requirement of Minnesota 
Statutes, Chapter 176. The required workers’ compensation insurance information is the name of the insurance 
company, the policy number, and the dates of coverage, or the permit to self-insure. If the required information is not 
provided or is falsely stated, it shall result in a $2,000 penalty assessed against the applicant by the commissioner of the 
Department of Labor and Industry. 

A valid workers’ compensation policy must be kept in effect at all times by employers as required by law. 

BUSINESS NAME (Individual name only if no company name used) LICENSE OR PERMIT NO (if applicable) 

DBA (doing business as name) (if applicable) 

BUSINESS ADDRESS (PO Box must include street address) CITY STATE ZIP CODE 

YOUR LICENSE OR CERTIFICATE WILL NOT BE ISSUED WITHOUT THE 
FOLLOWING INFORMATION.  You must complete number 1, 2 or 3 below. 

NUMBER 1  COMPLETE THIS PORTION IF YOU ARE INSURED: 
INSURANCE COMPANY NAME (not the insurance agent) 

WORKERS’ COMPENSATION INSURANCE POLICY NO. EFFECTIVE DATE EXPIRATION DATE 

NUMBER 2  COMPLETE THIS PORTION IF SELF-INSURED: 

 I have attached a copy of the permit to self-insure. 

NUMBER 3  COMPLETE THIS PORTION IF EXEMPT: 
I am not required to have workers’ compensation insurance coverage because: 

 I have no employees. 

 I have employees but they are not covered by the workers’ compensation law. (See Minn. Stat. § 176.041 for a list of 
excluded employees.) Explain why your employees are not covered:      . 

 Other: . 

ALL APPLICANTS COMPLETE THIS PORTION: 
I certify that the information provided on this form is accurate and complete. If I am signing on behalf of a 
business, I certify that I am authorized to sign on behalf of the business. 

APPLICANT SIGNATURE (mandatory) TITLE DATE 

NOTE:  If your Workers’ Compensation policy is cancelled within the license or permit period, you must notify the 
agency who issued the license or permit by resubmitting this form. 
This material can be made available in different forms, such as large print, Braille or on a tape. To request, call 1-800-342-5354 (DIAL-DLI) 
Voice or TDD (651) 297-4198. 


