NOTE: COMPLETE FORM AND FOWARD WITH FEE TO CITY CLERK' OFFICE.
DO NCOT RETURN FORM TO DEPARTMENT CF PUBLIC SAFTY.

THE COMMONWEALTH OF MASSACHUSETTS

DEPARTMENT OF PUBLIC SAFETY - DIVISION OF FIRE PREVENTION
1010 COMMONWEALTH AVE. BOSTON

RENEWAL APPLICATION FOR STORAGE OF FLAMMABLES LICENSE

In accordance with the provisions of Chapter 148, Section 13, of the
General Lawsg, the undersigned hereby certifies that:
TRUSTEES OF TUFTS UNIVERSITY, RONALD ESPOSITO
520 BOSTON AVE

MEDFORD- MA 02155 4444
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Is the e _of--tte llcense originally granted Ul/UL/ Y . /
for the lawful use of the building (s) or other structure (s) situated or
to be situated at 00037 LATIN WY
as related to the KEEPING, STORAGE, MANUFACTURE, OR SALE OF FLAMMARLES OR
EXPLOSIVES. City of Somerville.
Note: Thig Certificate of Registration must be signed by the holder of the
license if said license was granted prior to July 1, 1936, otherwise by the
owner or occupant of the land licensed.

KINDLY CORRECT ANY ERRORS LISTED ON OUR CURRENT RECORDS ABOVE,

AND COMPLETE THE LOWER SECTION OF THIS RENEWAIL APPLICATION.

Company Name: TUFTS UNIVERSITY TEL: 617-627-3281
Company Address: 00037 TLATIN WY :
BETWEEN TILTON & LEWIS HATI
City: SOMERVILLE State: MA Zip: 02144
Check One: ) Gov't Partner
Individual: _ Co: Corp: _X Trust: __  Agency _ _ Ship _ __ Other

Ownef Name: TRUSTEES OF TUFRTS UNIVERSITY, RONALD ESPOSI TEL: 617-627-3496
Cwner Address: 520 BOSTON AVE

Owner City: MEDFORD State: MA Zip: 02155
FID#: 042103634

This Application must be signed and filed with the required fee no later than
April 30, 2011. The respon81b111ty for filing on time is yours.
If the renewal application is not returned to the City Clerk’s Oﬁﬁéﬂeﬁa

04/30/2011 please advise this office at once. 2=/
This renewal application must -be signed by the holder of the licengh
Check_One: Own Occupant Holder
DM\L{A ** Office Use
Slgnature of Applicant Mailed: © ™
: Taken -
580 Boshow o

Address Received:

Medlord A oSS ‘%f

City ' State Zip City Clerk




MASSACHUSETTS DEPARTMENT OF REVENUE

REVENUE ENFORCEMENT AND PROTECTION (REAP) ATTESTATION

I certify under the penalties of perjury that I, to my best knowledge and belief, have filed all
State tax returns and paid all State taxes required under law.

Trustees of Tufts Universi
* Signature of Individual or Corporate Name (Mandatory)

Darleen Karp

By: Corporate Officer (Mandatory, if a corporation)-
04-2103634

** Social Security Number (Voluntary) or Federal Identification Number (Mandatory, if a
corporation}

* This license will not be issued unless this certification clause is signed by the applicant.

** Your Social Security Number will be furnished to the Massachusetts Department of Revenue
to determine whether you have met tax filing or tax payment obligations. Licensees who fail to
correct their non-filing or delinquency will be subject to license suspension or revocation. This
request is made under the authority of MGL Chapter 62C Section 49A.




City of Somerville, Massachusetts
Finance Department, Treasury Division

WARNING: TREASURY NEEDS FIVE BUSINESS DAYS 70 PROCESS THIS FORM.

CERTIFICATE OF GOOD STANDING
Exact name of taxpayer/applicant’s business: TRUS‘;QQ§ @'PTT»D-F& tpN aepeity

Address of taxpayer/applicant’s business in Somerville: 37 Letow M;/ 3@7&@1}?(\@} >

Address of taxpayer/applicant’s home in Somerville:
Taxpayer/applicant’s phone: day: ((,) Vl ’“66:1 -3 QQ& evening: (?@"1 '6 Qfl - 3080

L, (print name) Dmm %z Q?\)AMS , 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 !S day of

Qpa) 20— e P Ondtg

! (Taxpayer’s signature)

CiTY’S ACKNOWLEDGEMENT

DATE OF ISSUANCE: __ INCLUDES RELEVANT POSTINGS THROUGH:

- TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

[ Real Estate [1Water/Sewer [.] Personal Property L1 Other:
tOZAPA30 .. 4 hwedT ¢ i

Y3 Talbot Aye | |

NOTES:

2

CLERK’S INITIALS: __/\ ORIGINAL STAMP:

SOMERVILLE CITY HATL » 93; HIGHLAND AVENUE e SOMERVILLE MASSACHUSETTS 02143
(617} 623-6600 EXT. 3500  TTY: (866) 808-4851  FAX: (617)666-9682
WWW,SOMER VILLEMA. GOV
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Boston, MA 02111
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Waorkers’ Compensation Tusurance Affigavit: General Businesses

Applicast Information Pleage Print Legibly
K aad el :
Business/Organization Namﬂ:w«;{“ al (jﬂ}wj’ﬁl{ {/ S8 e ﬁ)%f /s

{
Address: dﬁ j‘-f K Mﬁ /o7 M @W*?jdﬂm
City/State/Zip:_ O 14 Mﬁ QLMY Phone#: 2/ 7 é 27w3;_?fsf’m-,,

Are you an employer? Chock the appropriate box: Business Type (veguived):
17T 1 am a employer with Mﬁ_{_ emplayees (full and/ 5. [ Retadl
oI pait-time).* 6. [[] Restaurant/Bav/Eating Establishment
2. Tama sole proprietor or partaesship aud have no 7. ) Office and/or Sales (fucl. real estate, auto, etc.)

employees working for me in any capacity.

[Né» wotkers’ comp. insurance yequired) 8. [ Non-profit
3.{1 We axe a corporation and its officers have exevcised 9. {] Bntertainment
their right of exemption per 6. 152,41(4), and we have 10.7] Mannfacturing

- no employees, [N6 workers® comp. insurance reguired]** ST
4.{ ] We ace a non-profit organization, staffed by velunteers, 11.L] Health Care
with no exmployees. [No workers’ corap. mewance req.] 12 JX] Other (S WA f‘-f

= Any spplicant that chiecks box #£ naust abso (i} out the section below showing thelr workers® compensalion policy inforadtion.
2f the gorpovate officers have exempied themselves, but tie corparation has ather employees, a workers® compensation policy is reguived and such an
organization should cheek box #). .

——— S =

Tam an employer that is providing workers® compensation insurance for my employees. Below is the policy informarion,

Insmance Cowppany Name;__

PR =t nrrm

Insuwrer’s Addross: e e I

City/Stawe/Zip:

. .
Policy # or Seif-ins, Lic. # AI [ H’ ’702,— Expiration Date: 74//{/

Attach a copy of the workers’® corapensation policy declaration page (showing the policy number and expiration date).
Failute to gecure coverage as required under Section 254 of MGL ¢. 152 can lead to the imposition of criminal pepalties of a
fine up to $1,500.00 and/or one~year imprisonment, as well as civil penaltics in the form of a STOP WORK ORDER and a fine
of up to $250.00 a day against the violator. Be advised that & copy of this statement may be forwarded to the Office of
Investigations of the DIA for insurance coverage verification.

Signature
Phone #: __/__é’/?éé 7 u??f‘ /

Official use only. Do not write in this ares, to be completed by city or iown official

1 dg hereby GW?’WMGM&& of petjury that the information previded above is true and covrect,
V‘J Date; 4;//}’/) /

City ov Town: Permit/License #

Issuing Authority (circle one):
1. Board of Flealth 2. Building Department 3. City/Town Clerk 4, Liceusing Board 5. Selectmen’s Oifice
6. Othey

Contact Person: FPhone #:

"
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