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CITY OF SOMERVILLE
BOARD OF ALDERMEN

93 HIGHLAND AVENUE
SOMERVILLE, MA 02143
(617) 625-6600

APPLICATION TO RENEW FLAMMABLES LICENSE

License #:
TRUSTEES OF TUFTS UNIVERSITY
DANA P. ANDRUS Fee:
520 BOSTON AVE Account ID:

MEDFORD, MA 02155
Reference #:

1040

City #F143
550.00
816

1040

Review and update the information below. If you have workers compensation insurancge, 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.

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

Business/DBA Name: For TUFTS FACILITIES SERVICES DEPT.
Business Location:  37R LATIN WAY
Business Phone: 617-627-3992

License Holder: TRUSTEES OF TUFTS UNIVERSITY
DANA P. ANDRUS

520 BOSTON AVE

MEDFORD, MA 02155

617-627-3992

Mailing Address: TRUSTEES OF TUFTS UNIVERSITY
520 BOSTON AVE
MEDFORD, MA 02155

Business Type: CORPORATION (INC. LLC)

FID: 042103634

Food Manager/Emergency Contact:
DANA ANDRUS 617-627-3450

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

Hours: MO-SU 5 AM - MIDNIGHT

Description of Location and/or Other Conditions:
Originally granted 7/1/1936. Storage only, 20,000 gallons Fuel Oil #6.

| 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 a proval of the BOARD OF ALDERMEN.

-l have filed all mrnp pai aII State taxes required by law for this busi
Signature: Date 9-7 /QO[E

Print Name: 7/#\)1% p Q'UQ]NS (ﬁﬁm/ﬁ Phone 6[ 7‘6{? -« m‘/)'




City of Somerville, Massachusetts
Finance Department, Treasury Division

CERTIFICATE OF GOOD STANDING

Exact name of taxpayer/applicant’s business: _[ Rustees of Tl Dnnrsrly

Address of taxpayer/applicant’s busine\iéﬁ gf&l@%ﬁtﬂ% Lhy Way Sémfﬂﬂq, W okl
Address of taxpayer/applicant’s home in Somerville:_D 20 B e Wd@%«ég WE 0SS
Taxpayet/applicant’s phone: day: O(7-C37~3%72 evening: _ o[ {037 ~3030

I, (print name) th\m P Q?f[ms‘ @@MB , 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 Oi PERJURY, this [ 2~ day of

JC}J??;" f/ ,20/ L 4"&//0,. CB’XQ{'L&Q \ﬁgﬁepﬂl )

(Taxpayer’s signature)

CITY’S ACKNOWLEDGEMENT

DATE OF ISSUANCE: INCLUDES RELEVANT POSTINGS THROUGH:

TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

[0 Real Estate CWater/Sewer [J Personal Property O Other: ___

4 07260 230 #_}M@ﬁé}?]// y

sores: | 100V 7 A
CLERK’S INITIALS: ORIGINAL STAMP: Liiyi
5 = C{ 5+ "/j

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



T}ze Comnrornwealth ofMassac}zuseifS
Departmezzt of Industricl Accidents
Office of Investigations
600 Washkington Street
Boston, MA 02111
| www.mass.gov/dia
Workers Comp ensation Tnsurance Affidavit: General Businesses
: : Please Print Legibly

Apphcant In;fnrmatton _
Business/Organization Name: 'T'F.usTéé'S ',,/ TUPTS CoweEaE & WaLnwvT Hiw PROPERTID CDZF
rddress;_ |0 7 Hotermp STREET

City/State/Zip: _S&Hgtz.w_cc & _Mft OR/Y Prone it 4 [7- LR7 - 325/
Are you an employer? Check the appropriate box: Business Type (required):

L. Qlam a employer with 2; 55 enaployees (full and/ 5. [] Retatl
6.'[_] Restaurant/Bar/Bating Establishment

- or pari-time).*
2.[] Iamascle propnetor or ps.ri:nmshlp and have no 7. [] Office and/or Sales (incl. real éstats, ato, etc.)
employees working for me in any capatity, g E\Non—proﬁ‘t UNIE

[No workers’ comp. insurance required] .
3. Wearea corporation and its officers kave exercised 9. [[] Entertainment
their right of exemption per c: 152,,§1(4), and we have 10.[ ] Manufacturing
+no employees. [No workers” cemp. insurance required]*¥ ;
4[] Wearea non-profit organizatidn, staffed by volunteers, 11.[ ] Health Care
with no eniployees, .TNo workers’ comp. fhsurance req.] 12.[ ] Other

*Any apphcant tHatchecks. box #¥ romst also Al out the sect:on ‘below showing their workers® cornpensation pohcy mformatxon
**Ifthe corparate officers hatre, exempted thermselves, but the corporation has other employees, a workers’ ¢ompensation policy is required and su:‘h an

crgm:zaﬁou should check box#l

I am an employer that is providing workers’ compensation insurance for my employees.: Below is the policy information.

Insurance CompanyName NEw voR¥, Masnec & GENFRAL.. FPOSCRANCES M’V

Tnswer's Address:_ 5 7 MRIDEN L, S8 Q700 , NYA‘J/C/ /00;’3*—6/49/?-

' City/State/Zip: /VV, VY [Joo38-ve¥ A = 52

" poc T died -
Policy # or Self-ins. Lic. # Ralﬁflpﬁ' OC‘JDé = é Expiration Date; ?‘///M/S
Attach a copy of the Workers’ compensation pelicy declaration page (showing the policy mumber and éi;jiraﬁnn'date)

Failre to secure coverage as required Imder Section 25A of MGL c. 152 can lead to the- “imposition of criminal psnalttcs ofa "
fine up to $1,500.00 arid/or one-year Imprisonriient, as well as civil psnalnes in the fotm of 2 STOP WORK ORDER atid 4 fine
of up to $250.00 2 day against thé violator. Be advised that a copy of this statement may be forwarded'to the Office of

~Tavestigations of the DIA for insurance coverage vericatan.

I do hereby certify, under the pains and penalties of perjury that the information provided above is true and correct.’
Sw-namre. WW Date: 7/4/&/020/ )
g 0 .

Phone #: ;//'/’7 ’&27"31? z/

Official use only. Do notwrite in this area, to be camplefed by city or town official

Permit/License #

City or Tovwn:

Issuing Authority (circle one)
1,Board of Health 2. Buxldmg Department 3: CIty/ToWn Clerk 4. ]'.acensmgBoard 5 Selecf:men s Office

-6. Other ) _ _

Phéne #

Lantact Person:

Www.mass.goy/dia



SPECIFIC EXCESS & AGGREGATE EXCESS WORKERS
COMPENSATION AND EMPLOYERS LIABILITY INDEMNITY POLICY

New York Marine And General Insurance Company
59 Maiden Lane, Suite 2700 New York, New York 10038-4647
212-551-0600; Fax 855-888-8967
(hereafter referred to as the “Company”)

Policy No. _WC2012EPP00063

Item 1. Insured: Trustees of Tufts College and Walnut Hill Properties Corporation

item 2. (a) Mailing address: 169 Holland Street
Somerville, MA 02144

(b) Principal place of business: same as above

ltem 3. Named State(s):Massachusetts
item 4. Excluded State(s):None
Item 5. Policy Period:

(@) From: guly 1, 2012
(b) To: July 1, 2013

Both days at 12:01 A.M. standard time at the Insured's address shown in Item 2 of
these Declarations.

Item 6. Loss Reporting Period: Quarterly
ltem 7. Insured’s Specific Retention;
(a) Each accident: $450,000
(b)  Each employee for disease or cumulative injury: $450, 000
Item 8. Company's Limit Each Accident:
(a) Policy Part One, Worker's Compensation: Statutory
(b)  Policy Part Two, Employers Liability: $1, 000, 000
Item 9. Company’s Limit Each Employee For Disease Or Cumulative Injury:
(a)  Policy Part One, Worker's Compensation: Statutory
(b)  Policy Part Two, Employers Liability: $1, 000, 000
Iltem 10. Insured’s Retention For Aggregate Coverage:
(a) Rate as a percentage of Normal Premium: NIL
(b)  Estimated Normal Premium: NIL

(c) Minimum Retention: NIL

XSWC 00010106 Page 1 of 17
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