IMPORTANT .y

peg BSH

Dear License Holder;

Itis time to renew the license issued by the Somerville Board of Aldermen. We are converting
to a new software system, and you will see below the information we have on file for your
license. Please fill out all six boxes below with the correct information so we can update our
records, and return all of the pages with your fee to the Clty Clerk’s Office. Call us at 617 625-

6600 x4100 if you have any questions.

License Type: Extended Operating Hours
License Number: #191319

Business Name: Hess #21521
Location: 709 McGrath Hwy
Special Conditions (if any): Su-Sa, 24 Hrs,

Renewal Fee (Return with this application): $550

PLEASE FILL IN ALL SIX BOXES BELOW:

pi7 o & T

4

The DBA Name of the Business: \'\6 5SS asal

Somerville Address and Zip Code: -’100‘ 'N\c, Grm\\h \-\Lu Ul
Phone Numbe_r of the Business: (.99\% 28 \

The Legal Name of the License Holder:

Street Address of the License Holder:

Woodbri idge, NJ

City, State and Zip Code of the License Holder: 732»?’59»—5350 -

Phone Number of the License Holder:

Fmail Address of the License Holder:

Y lahecu@® Wess. cor;q

‘Where We Should Send Mail: Name:
Street Address:

HESa CORPGRATI@N
aﬁ e T2

City, State and Zip Code:

Woodbridge, N3 07085
T3Z-TR0B350
Email: NS \o.\nerArq @ Yess. com

Phone Number:

Federal ID # (Do Not Give a Social Security #): \'3-4921002

Emergency Contact and Phone (For Fire Dept. Use):

\L3~\\\Qm LLATAY 6®nad0 Le {1~ %- (]
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Type of Business (Check Only One and Give the Names Indicated):

___Sole Proprietor: Name of Owner:

__ Partnesship (inc. LLP): Names of All Partners Who Own More Than 10%:

___Trust: Names of All Trustees Who Own More Than 10%:

_;’\{ Corporation (inc. LLC): Name of President: QS L_aw\or N \O

Name of Secretary: G’C/ %D\N‘Ul

Name of Treasurer: L Orr\&)ﬁ\n 7

Other (Attach a Description of the Form of Ownership and the Names of Owners)

ACKNOWLEDGEMENT: I hereby certify under the penaities 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 Somerville Board of Aldermen.

-1 have filed all State tax returns and paid all State taxes required by law for this business.

License Holder Signature: !..j ?'@/ : Date 3 \3‘% ' ia
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City of Somerville, Massachusetts
Finance Department, Treasury Division

WARNING: TREASURY NEEDS FIVE BUSINESS DAYS T0 PROCESS THIS FORM.
CERTIFICATE OF GOOD STANDING

- Exact name of taxpayer/applicant’s business: \-\@53 __CQ i ¢ .
Address of taxpayer/applicant’s business in Somerville: _ 10§ e Coratty Yoy

Address of taxPayer!appiicanf’s homne in Somerville: _
Taxpayer/applicant’s pheﬁe: day:ﬂ?ﬂ-"?m"ﬂw evening:

I, (printname)  ®3_ Lawudoe, VP . 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 agre.emcnt 10 pay all taxes and fees a,nd i
current on said agrasment . !

SIGNED UNDER THE PAINS AND PENAL’I‘IES OF PERIURY, this #_c’z\b__. day of

Moenh 2019,

| CITY’S ACKNOWLEDGEMENT -

DATE OF ISSUANCE: : INCLUDES RELEVANT FOSTINGS THROUGH:

TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERT[FICATE: |

[ Real Fatste [(Water/Sewer (] Personal Prc%ty [ Other: ___
RY55155 4144005l 4 ¢
. NOTES: %‘W |

CLERK’S INITIALS: / /( . ORIGINAL STAMP:
N

SoMERVILLE CITY HALL » 93 HIGHLAND AVENUE ¢ SOMBRVILLE MASSACHUSETTS (2143
(617) 625-6600 Ex1, 3500 » TTY: (B66) B0B-4851 » Fax: (617) 666-2682
WWW SOMER VILL M A, OOV
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The Commanwealth of Massachusetts
- Department of Industiial Accidents
Office of Investigations
. 600 Washington Street
Boston, MA 02111
www.mss.gov/dm
Workers Compensatwn Insurance Afﬁdavxt General Busmesses-

Please Print Legbiz

: Applicant Infarmg’aon.

. Business/Organization Name:_ HE-SS | 3\53\
Address: | ""[OQ W\Q/é-vo%\'\r\ \lywul

pl7]- La’a% 38:1)

City/StaterzZip: SpweecvMe. it CBNS) Phone
Aye you an employer? Check the appropr[ate box: " Bustness Type (required):
5. {iRetall -

1.[&]' I am a employer with ,g ~LlO _ employees (full and/ :
E] Restaurant/Bar/Eating Esmbhshmmt

- .. orpat-time}* . 6.
2.[] Tamasole propnetor ot partnershxp md b.ave no 7. [] office and/ar Sales (mcl real ssta'ts auto, ete.)
8 [ Non-praﬁt ' S

G...

employses working forms inany- capacity.
1 Entmmment

[No workers’ comp. insurance required]

3 [ Weues corporation dnd:its-officers have exercised -

theirright of exemption per . 152, §1(4), end we have 10.[J Manufe cluring

. no employees. [No workers’ comp. insurance required]** | .. 1 g v
4.["] We are a ion-profit organization, staffed by volunteers, | 11. g g;:ith Care

12. T

. with'no employees. [No woikers' comp. insurance req.]-
: “‘Any epplicant that checlky box #1 must also £l out the section below showing their wotkers’ compmsaﬂnn pahcy m:ﬁ)rmatmn
. WATf the corporate officars have exenipted themiselves, but the corpormtion bas other employm, ¢ workers' compensation poﬂdj’ is reqmred and such & Y
e

————

organization should check box #1, :
Tam an empfayer timttr providing workers’ campmaﬁan insurance far my er@layegs Belaw ts tke palicy tnfannaﬂan. '

: - Insurance Compa.ny Name:: beer‘%—q W\u\'uq\

':_InsurersAddress @O %O'?(‘ 3034 _
 Bale L,U\nwr-m ”ﬁ-‘s tGood - RN
Policy # or Self-ns. Lic, # Uh 102D - 004?:3‘3; -0 1§ Expiration Date: q\ 12

Attach a copy of the workers’ compensation policy declaration page (showing the policy number and exp iration date).

- Faiture to secure coverage as required undsr Section 25A of MGL c. 152 cen fead to the imposition of criminal penilties of @
as civil penalties in the form of & §TOP WORK ORDER and 2 f‘me

fine up to $1,500,00 and/of one-year imprisonment, as well
of up to $250.00 a day against the violator, Be advised tiat & copy of this statement may be forwarded to the Office of - -
. Invesfigations of the DIA for insurafice coverage verification. .
Te is tr?e and' correct.

City/State/Zip:

ﬁzby eertlfy, under the pa;n_s_-—#_ks of perjury- that fiat the hzformatlon provtded ab
Signature: | _ ] ﬁp / ‘ Date: |

Phone &’ '-]'3{9-" "7%0 - o BSO

'—Bﬁ‘icm{ iuse Von.{y. Do not write In this ared, fo be completed by city. or town affictal,

: Permit/License #

City or Town:

Issuing Authority (eircle one)s o s . N '
1. Board of Health 2. Bullding Department 3, Cify/Town Clerk 4. Licensing Board 5. Selectmen’s Office

G. Other

Phoue #

Contact Person:
' www.mess.gov/dia
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bRéDUCER THIS CERTIFICATE 15 ISSUED AS A MATTER OF !NE%RM%I:(S)N ONLY AND
' X CONFERS NO EIGHTS UPON THE CERTIFICATE HOLD CERTIFICATE

WILLIS OF NEW YORK’ lNC-' DOES NOT AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE

ONE WORLD FINANCIAL CENTER _ POLICIES BELOW.

200 LIBERTY STREET. 6™ FLOOR : " COMPANIES AFFORPING COVERAGE

: ’ ' COMPANY 7

NEW YORK, NY 10281 A " LIBERTY MUTUAL INSURANCE CO. - NAIC#23043

INSURED ' COMPANY

HESS CORPORATION B  LIBERTY MUTUAL FIRE INSURANGE CO. - NAIC#23035

ANDITS § i . COMPANY

1::;5 A\S,ESNUUBES g;iiéiﬁzmc AS : C LIBERTY INSURANGE CORPORATION - NAIC#42404

NEW YORK, NY 10036 - COMEANY B

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED, NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTR?\CT OR OTHER DOCUMENT WITH RESPECT TQO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, EXCLUSIONS
AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

co TYPE OF INSURANCE POLICY NUMBER POLICY EFFECTIVE POLICY EXPIRATION LIMITS
LTR DATE (MM/DD/YY) DATE {MM/DD/YY} :
A | GENERAL LIABILITY ' EB1—621;004329- oM/2011 - 9Mf2012 GENERAL AGGREGATE $ 5.000,000
X | COMMERGIAL GENERAL LIABILITY 061 PRODUCTS-COMPIOP AGG | $*4,500,000
;" CLAIMS MADE CCCUR PERSONAL & ADV INJURY 3 *4,5()(),'()00
OWNER'S & CONTRACTOR'S PROT .| ' EACH OCCURRENCE $ *4,500,000
7 SIR - $500,000 FIRE DAMAGE (Any One Fice} $
) 7 MED EXP (Any Cne Person) $
B | AUTOMOBILE LIABILITY T ASZ-621-004329- T Y20 T T gR2012 | COMBINED SINGLE LMIT $5600000 -
| x| AN AUTD 011
| X| ALL OWNED AUTOS - BODILY INJURY $
| | scHEpuLED AUTOS ' (Fer Person) -
| X| HIRED AUTOS | sooILY BUURY $
| x ] NON-OWNED AUTOS _ {Per Accident)
X | SEE BELOW .PROPERTY DAMAGE $

AUTO ONLY —EA ACCIDENT $
"OTHER THAN AUTQ ONLY:

GARAGE LIABILITY

ANY AUTO
EACH ACCIDENT | §
] AGGREGATE | §
|_EXCESS LIABILITY EACH OCCURRENCE $
UMBRELLA FORM AGGREGATE §
OTHER THAN UMBRELLA FORM . 3
- WORKERS COMPENSATION AND _62D-004329- | 1/2011 i ' X | wg STATU- ! I
G EMPLOYERS’ LIABILITY WAT7-6 021 829- 9/1/201 9112012 TORY LIMITS -ER
) . EL EACH ACCIDENT $ 5,000,000
THE PROPRIETOR/ ) .
PARTNERS/EXECUTIVE INCL EL DISEASE-POLICY LIMIT 3 5,000,000
OFFICERS ARE: -
EXCL El. DISEASE-EA EMPLOYEE $ 5,000,000
OTHER

DESCRIPTION OF OPERATIONS/LOCATIONSIVEHICLES/SPEGIAL ITEMS
ALL OPERATIONS OF THE INSUREDR AND ALL OWNED, HIRED AND NON-OWNED VEHICLES
* ABOVE LIMITS OF LIABILITY APPLY EXCESS OF A $500,000 SELF INSURED RETENTION

SHOULD ANY OF THE ABOVE DESGRIBED POLICIES RBE CAMNCELLED BEFORE THE
EXPIRATION DATE THEREOQF, THE ISSUING COMPANY WILL ENDEAVOR TO MAIL 30 DAYS
WRITTEN NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT, BUT FAILURE TO
MAIL SUCH NOTICE SHALL IMPOSE NOQ OBLIGATION OR LIABILITY OF ANY KIND UPON THE
COMFANY ITS AGENTS OR REPRESENTATIVES.

AUTHORIZED REPRESENTATIVE




