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BODY PIERCING PLAN REVIEW PROCESS 
Body Piercing is governed under WV 64 CSR 80 and enforced by local health 

departments. A body piercing facility is defined as: A room, shop, space, or vehicle where body 

piercing is performed. Please read this document to understand the requirement to apply for and 

operate a body piercing studio.  

 

Submission Timeline 

• New Construction or Remodeling: Plan Review (SG-86) is due at least 45 days prior 

to the start of construction or remodeling.  

• New Establishment in an existing Structure: Plan Review (SG-86) is due at least 45 

days prior to desired opening date.  

• Application for Permit to Operate (SG-49) is due at least 10 days prior to your desired 

opening date.  

• Once received, a Sanitarian shall review the submitted materials and schedule an 

opening inspection. 

• Facility must pay for permit to operate and receive a passing opening inspection to 

receive a permit.  

Fees for Service 

• Plan Review Fee: $200 

This is a one-time fee that covers the service of reviewing plans to verify compliance with 64 

CSR 80 and conduct an opening inspection of the facility.  

• Permit to Operate: $200 or prorated depending upon date of application.  

This is your annual permit fee. Each year, the facility is responsible for renewing their permits. 

Permits run January 1st through December 31st of each year. Permits are not transferrable 

between owners.  

Submission 

• Email: JeffersonLHD@wv.gov 

• Mail: 1948 Wiltshire Rd Kearneysville, WV 25430 

• Fax: 304-728-3314 

• In Person: Monday Through Friday 8am-4pm 

 

See payment options on last page of this packet 
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Payment Options and Authorization 

 
Check Payments: Please make checks payable to the Jefferson County Health 

Department and include a phone number at the top of the check. Mail to 1948 Wiltshire Rd 

Kearneysville, WV 25430. You may also drop off your check in person during our business 

hours or utilize the locked box on our back entrance for after hours.  

 

 

Credit Card Payments: Credit card payments can be made directly online by requesting 

a payment link. Payment links will be sent via our payment vendor Hyfin and will arrive via 

email. A 3.99% Fee will be added to your balance to use this payment method.  

I AM REQUESTING A PAYMENT LINK (CHECK HERE): __________ 

 

Payment Form: Complete the credit card section below and email, fax, mail, or drop off form.  

Applications & Plan Reviews: JeffersonLHD@wv.gov 

Well and Septic Information Requests: JeffersonENV@wv.gov 

Well and Septic Applications & Forms: Christina.M.Pope@jchdwv.org 

 

 

 

 

 

 

 

Credit Card Payment  

There is a 3.99% fee added to your invoice amount for credit card payments 

 

Card Holder Name: ___________________________________________________ 

 

Account #: __________________________________________________________ 

 

Expiration Date: _______        Security Code: _______      Zip Code: ____________ 

 

Amount Authorized: ___________ 

 

Signature: ___________________________________________________________ 

Alexis Davy
Line



SG-86     West Virginia Department of Health and Human Resources
Rev. 5/03                                   Bureau for Public Health

___________________ Health Department

BODY PIERCING STUDIO
PLAN REVIEW INFORMATION REPORT

NOTE : A floor plan showing the location of all equipment, including toilet rooms and fixtures provided therein; and
specifications of all equipment including manufacturer and model number MUST accompany this report.

Name of Studio :                                                                                                                                                        

Studio Address :                                                                                             Telephone :                                         

Studio Owner :                                                                                                                                                           

Owner Address :                                                                                            Telephone :                                         

Architect/Engineering Firm :                                                                                                                                       

Address :                                                                                                        Telephone :                                         

Date construction is proposed to start                       , end                         .  Proposed opening date                       

GENERAL
1.  Number of workstations in studio :                      
2.  Number of technicians on any given shift :                      
3.  Yes           No            All doors self-closing?
4.  Yes           No            All outer openings protected against entry of insects and rodents?
5.  Yes           No            Openings in floors, walls, ceilings for pipes, cables and conduits caulked or otherwise     

                            protected?

CLEANING ROOM
Make and model number of ultrasonic machine :                                                                                          
Make and model number of autoclave :                                                                                                         

1.  Yes           No            Separate sink provided, reserved for instrument clean up activities only?
2.  Yes           No            Designed to provide distinct, separate areas for cleaning equipment, and for handling      
                                       and storage of sterilized equipment?
3.  Yes           No            Ultrasonic cleaning unit provided, properly labeled, and placed away from sterilizer          
                                       and workstations?
4.  Yes           No            Approved autoclave provided?

FLOORS, WALLS, & CEILINGS
List type of materials used or covering:

Floors :                                                                               
Walls :                                                                                
Ceilings :                                                                            

1.  Yes           No            Made of smooth, nonabsorbent and nonporous material, easily cleanable?
2.  Yes           No            Concrete block or other masonry surfaces covered or made smooth and sealed?
3.  Yes           No            Light in color?
4.  Yes           No            Floor/wall junctures sealed and coved in toilet rooms, workstations, and cleaning room?

LIGHTING
1.  Yes           No            Artificial light sources provide 20 foot-candles throughout the facility?
2.  Yes           No            Artificial light sources provide 50 foot-candles in workstations?
3.  Yes           No            Will spot-lighting be utilized to achieve required illumination in workstations?
4.  Yes           No            Artificial light sources shielded or shatterproof in workstations?



REFUSE STORAGE & DISPOSAL
1.  Yes           No            Foot-operated receptacles provided in each workstation, sufficient number?
2.  Yes           No            Approved sharps container provided in each workstation?
3.  Yes           No            Other approved infectious medical waste containers available?
4.  Yes           No            Storage of refuse designed to eliminate insect and rodent infestation?
5.  Yes           No            Disposal of infectious medical waste by an approved method?

SEWAGE AND LIQUID WASTE DISPOSAL
1.  Yes           No            Served by public sewage system?
2.  Yes           No            Served by individual sewage system?
3.  Yes           No            If yes, is individual sewage system approved by health department?

     Date approved :                               
4.  Yes           No            Exposed overhead sewage lines?

TOILET FACILITIES
Number of toilets :                    
Number of lavatories :                    

1.  Yes           No            Toilet rooms completely enclosed and doors self-closing?
2.  Yes           No            Vented to outside air by mechanical exhaust?
3.  Yes           No            Hand sink located inside restroom facility?
4.  Yes           No            Located convenient and accessible to technicians and patrons?
5.  Yes           No            Provided with hot and cold running water, soap, and single-use towels?

VENTILATION
1. Type of ventilation provided :                                                                                                                                 
2.  Yes           No            Windows to be used for ventilation purposes?
3.  Yes           No            If yes, windows appropriately screened?

WATER SUPPLY
1.  Yes           No            Served by public water system?
2.  Yes           No            Served by individual water system?
3.  Yes           No            If yes, is individual water system approved by health department?
                                       Date approved :                               

WORKSTATIONS
1.  Yes           No            Separated by solid wall from all other activities?
2.  Yes           No            More than one piercing station in one work room?
3.  Yes           No            Hand sink with hot and cold running water, operated by wrist or knee action provided       
                                       in each area?
4.  Number of hand sinks provided :                    
5.  Yes           No            All surfaces made of smooth, non-absorbent, non-porous materials?
6.  Yes           No            Cabinet or tightly covered container provided for storage of sterilized instruments only?
7.  Yes           No            Storage of chemicals in an approved manner?

Plans and information submitted by :                                                              
            (Signature)

Title :                                                    

Date :                                                    

Telephone :                                          



SG-49 (rev. 3/2024) 

West Virginia Department of Health 
_____________________Health Department 

APPLICATION FOR A PERMIT TO OPERATE 

In accordance with applicable West Virginia Department of Health Legislative Rules, application is hereby made for a permit to 
operate a: 

  Adult Day Care Center   Institution, School   Park, Playground 

  Bed & Breakfast Inn   Labor Camp  Recreational Water Facility 

  Body Piercing Studio   Mass Gathering, Fair, Festival 
  Residential Care Facility 

       (Shelter/Group Home) 

  Campground 
 No. of sites ________ 

  Manufactured Home Community 
 No. of sites ________

  Tattoo Studio 

 Child Care Center 
  Motel / Hotel 

 No. of rooms ________ 
  Other: _____________________________ 

  Correctional Facility   Organized Camp Max Occupancy: ________________________ 

Certified Pool Operator Name: Certification Expires: 

Facility Name 

Physical Location 

Facility  
Mailing Address 

City State Zip Code 

Facility Phone/Cell Facility Fax Number 

Email 

Primary Contact      Primary Contact Phone 

Licensee /Owner 

Licensee/Owner 
Mailing Address 

City State Zip Code County 

Licensee Email Licensee/Owner Phone 

Rental/Leasing Agency Agency Contact 

I hereby certify that I have received a copy of the applicable rules and that I am familiar with the contents and requirements therein. 

 Date       Signature  
(   ) Licensee/Owner      (   ) Agent 

For Health Department Use Only 
Date application received: Permit no.  
Date issued:           By: Expiration date: 
Date inspected:      By: Date denied:   By: 
Permit Fee: $    Date paid: 



SG-89         West Virginia Department of Health and Human Resources
Rev. 5/03             Office of Environmental Health Services

Public Health Sanitation Division

CLIENT INFORMATION AND NOTIFICATION FORM

    NOTE: THIS IS A SAMPLE OF MINIMUM INFORMATION THAT MUST 
      BE RECORDED FOR EVERY BODY PIERCING PERFORMED

Business Name :                                                                                                                                
Address :                                                                                                                                           
                                                                                          Phone Number :                                      

Client Information

Client Name :                                                                       Date Of Birth :                                     
Address:                                                                                                                                            
                                                                                                                                                           
Type And Location Of Procedure :                                                                                                   
                                                                                                                                                           

Client Drug And Alcohol Verification
I hereby certify that I am not under the influence of any drugs or alcohol.     Client Initials : ___________

Health Risk and Aftercare Notification Verification

I hereby certify that I freely and voluntarily submit myself to this body piercing procedure after receiving
both oral and written notification of the health risks associated with this piercing which includes pain, bleeding,
swelling, infection, scarring, and nerve damage.  I also certify that I have received both oral and written piercing
after care instructions.

____________________________________ ____/____/____
Signature of the person receiving the piercing          Date

____________________________________ ____/____/____
Signature of guardian if a minor          Date

I certify that I have provided the person who’s signature appears above with oral and written notification
of the health risks associated with the piercing they are about to receive and that I have provided them with both
oral and written after care instructions appropriate to the piercing received.

___________________________ ____/____/____
Signature of Piercing Technician          Date



Public Notice 64-80A 
 

 

 

Public Notice 
 

 

Body Piercing Disclosure Statement 

 

 
 THE WEST VIRGINIA BUREAU FOR PUBLIC HEALTH 

AND YOUR LOCAL HEALTH DEPARTMENT DO NOT 

ENDORSE OR RECOMMEND BODY PIERCING IN ANY 

FORM. 
 

 HEALTH DEPARTMENT PERMITS SIGNIFY 

SANITATION OF EQUIPMENT AND THE UTILIZATION 

OF PROPER PROCEDURES ONLY.  
 

 

As with any invasive procedure, body piercing may involve possible health risks.  

Body piercing could result in: 

 

 Pain, bleeding, swelling, infection, scarring of the pierced area and nerve 

damage. 

 

 

The Piercing Technician should: 

  
 Properly cleanse the piercing site before piercing; 

 Use sterilized equipment; 

 Use sterile piercing techniques; and 

 Inform the client of proper aftercare of the pierced area. 
 

 

  

For complaints or comments please contact the Bureau for Public Health at (304) 558-2981, your 

local health department, or mail comments to 350 Capital Street, Suite 313, Charleston, WV 

25301. 
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