
 
STATE OF CONNECTICUT 

DEPARTMENT OF PUBLIC HEALTH 
 

                          MASSAGE THERAPY VERIFICATION OF COURSE OF STUDY  
 

TO BE COMPLETED BY APPLICANT 
 
Applicant:  Please complete the top portion of this form and forward to educational institution for 
official verification of completion of a course of study in massage therapy. 
 
Name of Applicant:  __________________________________  Date of Birth: _____/_____/_____ 
 
Identification information (i.e. social security number) if required by verifying entity _________ 
 

INFORMATION BELOW TO BE COMPLETED BY VERIFYING AUTHORITY ONLY 
The applicant listed above is applying for massage therapy licensure in Connecticut.  Please provide 
the following information regarding the course of study that such individual completed at your 
institution. 
 
How many classroom hours of study, with the instructor present, did this individual satisfactorily 
complete in your program/institution? ___________ (Please note that on-line instruction is not 
acceptable towards meeting the 500 classroom hours.) 
 
Where was such instruction completed? _______________________________________________ 
 
Dates of attendance: from _______/_______/_______ to _______/_______/_______ 
 
At the time of this individual's graduation, was your school of massage therapy accredited by the 
Commission on Massage Therapy Accreditation?   Yes   No. 
 
At the time of this individual’s graduation, was your school of massage therapy accredited by your 
state board of postsecondary technical trade and business schools?   Yes   No  If yes, what 
agency? ______________________________________________________________________ 
Please attach appropriate documentation of accreditation. 
 
At the time of this individual's graduation, was your school of massage therapy accredited by an 
agency recognized by the United States Department of Education?   Yes   No.  If yes, what 
agency? ______________________________________________________________________ 
 
_____________________________________        _______________________________________ 
Name and Title of Person Completing Form     Name and Address of Institution 
 
_____________________________________        _______________________________________ 
Signature of Authorized Representative                                                   Date 
 
Day Time Telephone Number  ________________________________________ 
 
Thank you for your assistance.  Please return this form directly to: 
 
Department of Public Health • MT Licensure • 410 Capitol Ave., MS #12APP • P.O. Box 340308 • 
Hartford, CT  06134-0308 • (860) 509-7603 •  
 


