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BOARD OF ALDERMEN
93 HIGHLAND AVENUE

;Q.l: Ty
[/ "
5 | SOMERVILLE, MA 02143
£ (617) 625-6600
¥ APPLICATION TO RENEW GARAGE LICENSE
License #: 730
FELLSWAY AUTO REPAIR CO. Clty #G209
693 MCGRATH HWY Fee: 550.00
SOMERVILLE, MA 02145 NGB D 613
Reference #: 730
7005

Review and update the information below. If you have workers compensation insurance, attach proof showing the insurer
and policy number. Then sign the Acknowledgment and return this form with your fee to the City Clerk’s Office.

CHANGES: (Note below or explain on a separate sheet)

INFORMATION ON FILE:

Business/DBA Name: For FELLSWAY AUTO REPAIR
Business Location: 693 MCGRATH HWY
Business Phone: 617-628-0806

License Holder: FELLSWAY AUTO REPAIR CO.
693 MCGRATH HWY

SOMERVILLE, MA 02145

617-628-0806

Mailing Address: FELLSWAY AUTO REPAIR CO.
SOMERVILLE, MA 02145

Business Type: CORPORATION (INC. LLC)

PRESIDENT - JAMES TIVINIS
SECRETARY - JAMES TIVINIS

FID: 043415996
Food Manager/Emergency Contact:

JAMES TIVINIS 978-304-1029

Hours: MO-FR 7AM-6PM, SA 8AM-1PM

OPEN TO THE PUBLIC

1 AUTO BODY WORK
1 MECHANICAL REPAIRS
15 VEHICLES

Description of Location and/or Other Conditions:
Originally Issued 3/12/1988, 10 Ft. Fence Dividin
Bui?din . Soundproof Inside 8f Building Facin ?(ennsin
Directeg l.?p Ove? Building Via Duct Wo?k. No Sgpray Paing

8/10 Kennsingto 2
ton Ave. No Idlin 3
ng. No Washing Vehicles. No

Conditions: (to change any conditions, submit a new application. Contact the City Clerk’s Office for more information)

5 VEHICLES INSIDE
10 VEHICLES OUTSIDE

12/12A Kennsington From Mcgrath Hw
Vehic‘egtln ot. Exhagst Of Ca}r’s Be
perating Tow Vehicles.

| hereby certify up@ar the penalties of perjury that the following is true:

-All information ¢
-Any changes ap
-I have filed all $t3

n above is true and accurate.
approval of the BOARD OF ALDERMEN.

e are subject to t { _ )
,‘ tax returns a aid all State taxes required by law for this business.
: Date o ki 1 4 /.3
e/} 28 -0d0C

Signature:

Print Name: [f\]’&m 23 'T;a/ Mo f

Phone




The Commonwealth of Massachusetts
Department of Industrial Accidents
Office of Investigations
600 Washington Street
Boston, Mass. 02111

Workers’ Compensation Insurance Affidavit- General Business

Applicant information:

Name: ff’”&w‘&y ,Ig/)i{d Loy og e

Address: 6 43 M¢ 6‘ (] J"l{ /'7‘1‘() {:/

cit: Some cu |\ e state: /) A~ Zip: 01 4S Phone #: (of 7+ 6 AE -0

m I am an employer with _i employees Business Type: Retail '
_(full and/or part time). Restaurant/Bar/Eating Establishment
[ ] am a sole proprietor or partnership and have no Office and/or Sales (real esiate, auto, eic.)
employees. Nonprofit
[C1 We are a corporation that has exercised our right of Entertainment
exemption per ¢152 s1(4), and have no employees. Manufacturing
[[] We are a nonprofit organization staffed by Health Car
volunteers and have no employees. Other .AU Q e{){m As

Workers’ compensation insurance information (if applicable):

Insurance Company Name: ZUJ’ i]C ]’l

Address: ) Lot "25’77

City: 6’@/(/ fquﬂr ds State: /LF Zip*9S6) - asPhone #: / €855 -KCl @i 7S
Policy #: MO} GFc 2387 -G0/ - 0600 [ Expiration Date: /ed “(C =l

Applicant certification:

Failure to secure coverage as required under Section 25A of MGL 152 can lead to the imposition of criminal penalties of a fine up
to $1,500.00 and/or one years’ imprisonment as well as civil penalties in the form of a STOP WORK ORDER and a fine of
$100.00 a day against me. I understand that a copy of this statement may be forwarded to the Office of Investigations of the DIA

for coverage verification.

5 periury that the information provided above is true and correct.

Date: S RG-LS

Ido

B

Signature:

Print Nama{nf}m#i Trvivi§

3-'.':_\':“‘.‘ Eir A o o it . v do: i i i § = . Fist o i “' ."‘A.\.. Bhiye T %S v‘i‘

Official use only. Do not write in this area. To be completed by f:izjz or town official.

City or Town: Permit/License #: Board of Health
Building Department

City/Town Clerk
Licensing Board
L] Selectmen’s Office

Contact Person: Phene #: Clother

(revised Jan. 2008)



1248 @

Workers Compensation and Employers Liability
Insurance Policy

ZURICH

NORTHERN INSURANCE COMPANY OF NEW YORK
Information Page

NCCI Company No.: 13765 ACCOUNT NUMBER: M019802257-001-00001
Branch Policy Number Producer Code Previous Policy Number | RENEWAL
S4 CONNECTICUT OFFICE WC 04576023 02 19952175 WC 04576023 01
Servicing Address P.O.BOX 10197 JACKSONVILLE, FL 322470197
ITEM 1. Name Insured and Mailing Address Producer Name and Servicing Address
FELLSWAY AUTO REPAIR CO INC WATER STREET INSURANCE AGENCY
693 MCGRATH HWY 27 WATER ST
SOMERVILLE MA 02144 WAKEFIELD MA 01880-2914
(781) 245-0888

This Information Page. with policy provisions and endorsements, if any, completes this policy.

Insured 1s:  CORPORATION

Risk 1.D. No: FEILN.: 043415996

Other Workplaces Not Shown Above: SEE SCHEDULE OF INSUREDS AND LOCATIONS

ITEM 2. Policy Period: From: 12062012  To: 12/06/2013  12:0] a.m. Standard Time at the Insured’s Mailing Address

| ITEM 3.
! A, Workers Compensation Insurance: Part One of the policy applies to the Workers Compensation Law of the states listed here

- B. Employers Liability Insurance: Part Two of the policy applies to work in each state listed in Item 3A. The limits of our

MA

liability under Part Two are:

Bodily Injury by Accident S 100,000 Each Accident
Bodily Injury by Disease § 500,000 Policy Limit
Bodily Injury by Disease S 100,000 Each Employee

C. Other States Insurance: Part Three of the policy applies to the states, if any, listed here:
ALL STATES EXCEPT ND, OH, WA, WY AND THOSE LISTED IN 3A.

D. This policy includes these endorsements and schedules: SEE FORMS AND ENDORSEMENTS APPLICABLE LIST

ITEM 4.

The premium for this policy will be determined by our manuals of rules, classifications, rates and rating plans. All information
required on the following Classification Schedule (s) is subject to verification and change by audit.

SEE CLASSIFICATION SCHEDULE

é

otal Esimated Standard Brecsim: S 2,259.00 | Ifindicated below, adjustments of premium shall be made:
“remium Discount S
=xpense Constant S 338.00 ] Annually
Fremium for Endorsements S 36.00 ] Semi-Annually
~:count Completion Credit S [ 1 Quarterly
“ssociation/Safety/Group Tier S [] Monthly
223 and Surcharges S 112.00
. Estimated Annual Premium g 2,745.00




City of Somerville, Massachusetts
Finance Department, Treasury Division

CERTIFICATE OF GOOD STANDING

Exact name of taxpayer/applicant’s business: 7‘4 64 //S way }Q() %(‘ Z‘(@/Z?l i

Address of taxpayer/applicant’s business in Somerville: G 43 Me é*fq %4 /6/ w C]/ .

Address of taxpayer/applicant’s home in Somerville:
Taxpayer/applicant’s phone: day: Gl7-0IS O&0G evening: 47§ R0Y-/2 o 7

. ’ ./ .
L, (print name) Names J1vions , the undersigned Taxpayer, do
hereby certify that all the information contained herein is true and correct and all taxes and fees
due the City have been paid or that the Taxpayer has entered into an agreement to pay all taxes

and fees and is current on said agreement.

MAre h 2013

DATE OF ISSUANCE: INCLUDES RELEVANT POSTINGS THROUGH:

TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

[ Real Estate O Water/Sewer | 0 Personal Property (J Other;
1 a % ¢+ [JUspo i
NOTES:

CLERK’S INITIALS: k% ORIGINAL STAMP: EL'?;% i ﬁgws

SOMERVILLE CITY HALL e 93 HIGHLAND AVENUE ® SOMERVILLE MASSACHUSETTS 02143
(617) 625-6600 EXT. 3500 e TTY: (866) 808-4851 ¢ FAX: (617) 666-9682
WWW.SOMERVILLEMA.GOV



