




Application for Hair Braiding Registration
1. Name: ________________________________________________________________________________

Last                                                                            First                                                                      Middle/Maiden

2. Home Address: _________________________________________________________________________
Street

_______________________________________________________________________________________
City                                                                  State                              Zip Code                        County

3. Home Telephone Number: (_____) __________________________
4. Mailing Address: ________________________________________________________________________

Street or Post Office Box

_______________________________________________________________________________________
City                                                                  State                              Zip Code                        County

5. Business Telephone Number: (_____) __________________________
(If different from home phone)

6. Social Security Number: _________-________-___________
7. Date of Birth: _________-________-___________
8. Email Address: __________________________________________________________________________

__________________________________________
Signature of Applicant Date
Complete form, enclose $25.00 money order, copy of driver’s license or state id and mail to:
Mississippi State Department of Health
Hair Braiding Registration
Professional Licensure
Post Office Box 1700
Jackson, Mississippi 39215-1700

For Office Use Only

M.O. or Ck No. _______________
Amount $ ____________________
Date ________/_______/________
Registration #: ________________
Date Mailed: _____/_____/_____
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