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Town of Miami Lakes              6601 Main St, Suite 101, Miami Lakes, Fl. 33014         Tel:(305)-364-6100         Fax: (305)-558-9884        www.miamilakes-fl.gov 

Certificate of Use Application 
 

Date: ______________              Folio: ______________________________                               CU#:_________________      
 

Business Information 
 
Location Address: ______________________________________________________ Unit/Suite: __________________________ 
           
City: ___________________________________ State: _______________________ Zip Code: _____________________________ 
 
Mailing Address: ___________________________________________________________________________________________ 
 
City: ___________________________________ State: ________________________ Zip Code: ____________________________ 
 
Name of Business/DBA: ______________________________________Corporate Name: _________________________________ 
 
Corporate Officer/Owner: ________________________________________ Title: ______________________________________ 
 
Previous Business Name and/or use____________________________________________________________________________ 
 
Phone Number: _____________________________ Size of Space (Sq. Feet) ________________ Number of Employees________ 
 
Cell Number: _____________________________________ Fax Number: _____________________________________________ 
 
Email: ___________________________________________ 
 
Are you sharing spaces with another business?                 Yes_______   No _______ 
Will used merchandise be sold on the property?               Yes_______   No _______ 
 
Describe the type of business ________________________________________________________________________________ 
□ Office       □ Home Office        □ Apt       □ Retail     □Warehouse   □ Other_______________________________________ 
 
Applicant’s Signature: ___________________________________________ Date: ______________________________________ 
 
***Fill out this portion only when directed by Department *** Detailed statement describing use (please include: hours of 
operation and number of employees) __________________________________________________________________________ 
_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________  
 
 
X________________________________________________                 X_______________________________________________ 
              Print Name               Signature 
_________________________________________________________________________ 

 

Departmental Use Only 
 
Inspection Required:        □Yes       □No                                      Inspected By: _____________________________________________ 
 
Approved By: ____________________________________  Zoning District: ____________________________________________ 
 
Conditions under which approved: ____________________________________________________________________________ 
 
Inspection Date: __________________________________   Approval Date: ___________________________________________ 
 
Denied By: _______________________________________  Denial Date: _____________________________________________ 
 
Denial Comments: _________________________________________________________________________________________ 

Signature of application verifies the above information is true and correct. I understand the conditions under which my Certificate of Use is being approved and 
accepted that no charges or refunds can be made once issued. I am authorized to sign for the business and understand that any misrepresentation of 
information on this application may result in the revocation of the Certificate of Use. And or possible enforcement action being initiated against the business 
and or its authorized representatives. I further understand that a separate Certificate of Occupancy is also required and is obtainable from the Planning, Zoning 
and Code Compliance Department. 
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Town of Miami Lakes              6601 Main St, Suite 101, Miami Lakes, Fl. 33014         Tel:(305)-364-6100         Fax: (305)-558-9884        www.miamilakes-fl.gov 

 

     
 
 
 
 

TOWN OF MIAMI LAKES 
6601 Main Street ● Miami Lakes, FL   33014 
Office: (305) 364-6100 ● Fax: (305) 558-8511 

Website: www.miamilakes-fl.gov  
 

Permit #:_______________Date: _____________ 
Address: _________________________________ 

 

CERTIFICATE OF USE CHECKLIST 
Medical Office or Clinics, Medical or Dental Laboratories, and Pain Management Clinics 

 
Pursuant to Ordinance 11-133 of the Town of Miami Lakes: Medical offices or clinics, medical or dental laboratories, and pain 
management clinics shall, in addition to all other information required by the Town’s Code, shall provide as part of the certificate of 
use application: 
 

□ A detailed statement of the nature of the proposed practice, inclusive but limited to information such as: 
• Type of medicine practiced 
• Hours of operation 
• Number of doctors 
• Licenses of doctors 
• Locations of other branches, if any.  

 
Any applicant for a certificate of use for a medical office or clinic, medical or dental laboratory or pain management clinic, shall also 
address the following in writing (Please circle yes or no, when required provide additional information): 

 
 
The Director shall determine whether or not the proposed medical office or clinic, medical or dental laboratory or pain management clinical shall 
be classified as a pain management clinic based on the information provided at the time of the application for the certificate of use. A pain 
management clinic shall be subjected to the requirements of Division 6.10(b) 
 
Applicant’s Signature_____________________________  

http://www.miamilakes-fl.gov/
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