CITY OF SOMERVILLE
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LEINS AUTO REPAIR INC.
65 BOW ST

93 Highland Avenue
Somerville, MA 02143
(617)625-6600

@i ry i1 A 3b

Application to Renew Used Car Dealer Licensg .
SOMERVILLE, MA
License #: BL15-000997
File #: 15-479
Fee: 550

SOMERVILLE MA 02143

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 retumn this form with your fee to the City Clerk's

Office.

iNFORMATION ON FILE:

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

Business/DBA Name: LEINS AUTO REPAIR
Business Location: 69 BOW ST
Business Phone: 617-623-9000

License Holder: LEINS AUTO REPAIR INC.
65 BOW ST
SOMERVILLE MA 02143

65 BOW ST
SOMERVILLE MA 02143

Mailing Address: LEINS AUTO REPAIR INC.

Business Type: Corporation
LUIS LEINS
LUIS LIENS
LUIS LEINS

FID: 542080683

Emergency Contact: LUIS LEINS
Phone:

Dealership Class: Class 2
# of Vehicles Kept Inside: 0
# of Vehicles Kept Outside: 17

Proposed Hours of Operation if operating outside
standard hours: mo-fr 8 am - 6 pm, sa 8 am -

2 pm

I hereby certify under the penalties of perjury that the following is true:

-All information shown above is true and accurate.

-Any changes above are subject to the approval of the BOARD OF ALDERMEN.

-I have filed all State tax returns and paid all State taxes required by law for this business.

Signature: M

Date: = 17 =15

Printed Name: "2/ ¢ //-’/«-“'/f

Phone: é//]’" ¢23- 7/f[9




Phone: 1-888-858-2566
Fan: 1-805-335-0357
Email: uwservices@cnasuraiy.com

Uunin....r"'w C‘ﬁé'ﬂ
Bond/Policy#: @Qﬁuﬁ’ig
Billing Date:  10/30/2015

Due Date: g1/01/2018
LEINS AUTO REPAIR Bremium: S
85 1/2 BOW ST. LU $280.00
SOMERVILLE, MA 02143
Amounti Due: $250.00

Company#:
Bond/Policy#:
Effective Date:
Bond amount:

18 Anniversary Date: 01/01/2017
5,000.00

MNamsa: LEINS AUTO REPAIR
Description:  MA SECOND HAND MOTOR VEHICLE DEALER

wm_m, By: WESTERN SURETY COMPANY

Your agent has ra:;uesteci that we biil your bond/po
INDICATED to CNA Surety. If this is 2 renewal, §
date to ensure propsr and timely renswai of your bon C?/pO:-.Og’ Cﬂ‘!’“'ad’:.

‘
!
!
|

If you have any questions, please contact your

-

agent with whom the bond/policy was written.
Phone: (508)378-1188 Colburn Group, LL C

- Agenoy Code: 2018385 P.0. Box 18
Marion, MA 02738

YOU CAN PAY ONLINE BY VISITING ¢

)
Q

NLINEPAY.CNASURETY.COM

Piease detach and rsiurn the coupo:

1 below with your payment. Please send payment o the address below.
For overnight paymenis please caii 1

bl ;
-288-255-2555.
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City of Somerville, Massachusetts
Finance Department, Treasury Division

CERTIFICATE OF GOOD STANDING

i
Exact name of taxpayer/applicant’s business: 74 £s 75 //f/r’zf / T LA Inc
sS7

Address of taxpayer/applicant’s business in Somerville: (& f 7/ [97 ow

Address of taxpayer/applicant’s home in Somerville:

Taxpayer/applicant’s phone: day: é 7 77 < 5,? 7 7/Z’K) evening:

I, (print name) L Vi S /é 2,25 . 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.

SIGNED UNDER THE PAINS AND PENALTIES OF PERJURY, this / ? day of

-

A//l? Ve y /jf/ ,20 /5 . ‘_—7M ‘
Taxpayer’s signature)

CITY’S ACKNOWLEDGEMENT

DATE OF ISSUANCE: INCLUDES RELEVANT POSTINGS THROUGH:

TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

O Real Estate OWater/Sewer O Personal Property Other:

y |8 55 423205500/ & /15 #’%\/

NOTES:

CLERK’S INITIALS: ORIGINAL STAMP: Hl 7’6

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




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

Workers’ Compensation Insurance Affidavit - General Businesses

Applicant information:

Name: L(f”’-’ﬁ 40/7‘7—” J% cf'f/')ﬁ;// I nc
Address: 55 Zﬁ B@LU 5’,%’

P i / B
City,. Dper Ville state: A4 Zip: £.2/%7 Phone #: //7 ~ 425 - //ﬂ[)
(] 1 am an employer with employees Business Type:| | Retail

(full and/or part time). Restaurant/Bar/Eating Establishment

[]1am a sole proprietor or partnership and have no FOffice and/or Sales (real estate, auto, etc.)
employees. Nonprofit
[C] We are a corporation that has exercised our right of Entertainment

Manufacturing
Health Care
Other

exemption per c152 s1(4), and have no employees.
[C] We are a nonprofit organization staffed by
volunteers and have no employees.

LI TIRTCT]

Workers’ compensation insurance information (if applicable):
[

Insurance Company Name: (//7/' 1 LA l//ﬂf/-c’f’/?éf/ f}"’ SVyan e S F e f

Addisss: 12720 (entSee S7
City: //f“/ ’/[}/47/7"[:&/0/ State: /f/// Zio: 134/3  Phone#: 3/5 ~ ;37—2ﬂc75/

Policy #: ‘yg 55773 Expiration Date: /=25 ‘A'?f/fé'

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. 1 understand that a copy of this statement may be
forwarded to the Office of Investigations of the DIA for coverage verification.

I do hereby certify under the pains and penalties of perjury that the information provided above Is irue and correct.

Signature: é’d%’ Date: H' / 7 = /5

. < i 4 =
Print Name: A/fs //'; = 4

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

Permit/License #: (] Board of Health
Building Department
City/Town Clerk

(| Licensing Board
Selectmen’s Office
Other

City or Town:

Contact Person: Phone #:

(revised Jan, 2008)



[ Insurance Company

TIONAL INSURANCE GF

= EAWE 8 BE ET W ARJS
EMPLOYE ILITY INS

informaticn Page

4. The Insured and Address:
LEINS AUTO REPAIR, INC.
85 1/2 BOW STREET

ailing

SOMERVILLE
Entity of Insured: Corporation

s not shown above:

A F
P ¥

URANCE PO

Policy Number: 4285993

Prior Poilcy Number:
Producer: Prescott & Son Ins Agey
963 ’:Sstem Avenue

Malden, MA 02148

Producer Numbe

2. The poiicy | to 11/25/20186 12:01
3. A. Workers Compensation insurance: Part One of the policy 2pplies to the Workers Comp
iISIEd here: Vizssachusetis
B. Employers Liability Insurance: Part Two of the policy appiies to work In each state listed in item 3.A.
The limits of our liability under Part Two are:
Bodily Injury by Accident $500,000 Each Accident
Bodily Injury by Disease $500,000 Policy Limit
Bodily Injury by Disease $500,000 Each Employes
C. Other States Insurance: Part Three of the policy applies to the states, if any, listed here:
All States except those listed in ltem 3.A., ND, OH, WA, WY
D. This policy includes these endorsements and schedules:
4. The premium Tor this policy will be determined by our Manuals of Ruies Ciassn'ic:a‘:scr‘s R

All information reguired below is subject o verification and change b

A

WC 0000014

i S i s - | Premium Basis | Rate Per $100 S —
o = - Co Q Annual
| | See Exten scnio, nformation Page 1 8 | Torarest. Afinial oF ;:—;m”m a
f Classifications | NO | Remuneration | Remuneration TR
| | i
| ‘ |
i ‘ F | |
| : | 1‘
i ’ ;
|
‘
{ |
i |
1
Minimum Premium: §$ 273 MA | Expense Constant s
| " s m 2 a P
Employer's Lizb Minimum Premium: $ g Total Estimated Annual Premium | § 2,070
| If indicated below, interim adjustments of premium shall be made: i Deposit Premium | § 2070 |
| | |
1 ;
° A I i I
lssuing Office: New Hartford, NY 13413 Date of Issue: 09-11-2015 Countersigned by T lne i L...
P F

8-D-WC Ed. 08-2008
UNIBILL NC. 100813251

Copyright 1288 National Council of Compensation Insurance



