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RenNewine GRIACE Ctagse
RESURM ITTER 5’f<%/ff

TO ROA pEf CoNBITIONS
CITY OF SOMERVILLE, MASSACHUSETTS

, N
BOARD OF ALDERMEN
Docket # 190805
License/Permit Regular Meeting 3/10/2011
Garage License - New Item ID 3095

SUMMARY: New Garage License, Cedars Petroleum, 182 Pearl St., Mechanical repairs
only, 2 autos inside, 4 outside. :

COMPLETE TEXT:
See Attachment.
RESULT: APPROVED WITH CONDITIONS
Approved for 90 days only with the following conditions: ' "
1. Operating hours of the business are to be daily 7 AM - 10 PMmd fuel deliveries are only permitted
" during those hours,
~2.The neighbor's fence is to be repaires
3. The owner 1s 10 keep customers’ vehlcles AWAY from the abutter S drlveway

ADOPTED BY THE BOARD OF ALDERMEN OF THE CITY OF SOMERVILLE,
MASSACHUSETTS, AT A REGULAR MEETING ON THE 10th DAY OF MARCH, 2011.

ATTEST:

John J. Long, City Clerk

Printed On: June 1, 2011 Page 1 of 1



BABAGE LICENSE APPLICATION

Application Fee_$500.007¥ * rrica proyny FOR CITY CLERK'S OFFICE ONLY
e T Date Recorded
Date | AmountPaid
CACW Application For the storage of _2 _ vehicles inside
__Renewing Application with Additions or Changes 4 vehicles outside

_ Renewing Application with NO'Additions or Changes

Business Name: (e Jars Pedoe L csun Phone: V28 97741718

~ Business DBA Name (if applicable):

Address with Zip Code:_—AZ=—Cps rendich—Cirele . 182 PEARC ST

Tax Identification Number:_ 2 (, 3 £5 707 ( __ Check one: _ SSN —FEIN
Mailing Name (where we should send correspondence to):_"Z_iq J AZ&% ot

Address with Zip Code:_f. - ish <ipel ={%3s
Property Owner Name;_"7 3o d Ay bhoud Phone: 375979 M 18

Address with Zip Code: | 3 Causealishcliocte (5gjgm_ He, oiq7e

Emergency Contact 1: %V\}/ f{,us'a, Phone: 7 £ 7 Ao ?7’55’“‘"
Emergency Contact 2; ﬁ/&}n s Lovcde Phone: Y74 5E9 3eb<f

Type of Business (Check onc): __SoleProprietor  __ Parmership (inc. LLP) _ Trust
orporation (inc. LLC)  _ Other

IF A SOLE PROPRIETOR:-
Owner’s Name: 2% @g f‘:ak&a .0 Ne ‘}.‘)\e.u)c

Address with Zip Code: e ; A AN e
IF A PARTNERSHIP, TRUST OR CORPORATION (Aitach additional sheets as needed):
Partner’s/Member’s/President’s Name:_ W e J Foud MNabbeo Xk

Address with Zip Code: W Covan BN 23 rele Sl Ja a9

Partner’s/Member’s/Secretary’s Name:_ i e Feod AMcbhook

Address with Zip Code: W3 Caven il il Ol e Mo 0l
Partner’s/Member’s/Treasurer’s Name: S ame X

Address with Zip Code: Stion £




[
.

Will you be open to the public af this location? Y ,/_/ N__

2. Will you be doing mechanical repairs of vehicles at this location? YZ N_

3. Wil you be doing autobody work on vehicles at this location? Y N~
4. Will you be spray painting vehicles or parts at this location? Y_ N~
5. Will you be washing vehicle af this location? Y_Ne”
6. Will you be charging money to park vehicles at this location? Y_ N .~
7. Will you be storing registered vehicles at this location? Y_N_ 7
8. Will you be storing unregistered vehicles at this location? Y_N3y”
9. Will you be operating a tow vehicle at this location? Y N/~

Have you ever obtained a garage license before? ~ . /N _
If yes, list year, city and state <§ 777,

2, 4 I
Have you ever been denied a garage license? “ _ 7 8/ g Y‘@

If yes, list year, city and state
Have you ever had a garage license revoked or suspended? ' Y _@
If yes, list year, city and state AN

Describe all of the premises to be used in the business:

The hours of operation for garages are Monday through Friday, 8 AM to 6 PM, Saﬁeray, 8 AMto 2
PM, and Sunday, Closed. ¥ you require different hours of operation, list them and explain:




ACKNOWLEDGEMENT

Thereby state that all information provided on this application is true and accurate, and J understand
that agy information that is found to be false or misleading may resutt in the forfeiture of this license.
This license will only be effective for the listed location, will expire on April 30, and will be subject
to all of the terms, conditions, and limitations set forth in the Somerville Code of Ordinances, any

applicable State and FedWons prescribed by the City of Somerville.
Signature of Applicant: LA —_ Date /’{ / 9{ /4;‘9 £r

Business Name; aws oAt e v
Business Address: rigp'{ P’ ?)J- SerersH W e

INSPECTIONAL SERVICES DEPARTMENT RECOMMENDATION:
The building located at the premises mentioned aboveisina N8  Zone.
__4_ The use is permitted as of right
The use fequires a special permit
The use is prohibited
Thave inspected the premises mentioned above and based on my inspection, believe that the building

or structure conforms with the State Building Code. (NOTE: This statement is NOT a certificate of
occupancy, nor does if replace the requirement for a certificate of occupancy.)

i t——

Maximum number of motor vehicles to be kept on the premises: 3 inside

' ;\ i 0 outside
Signature:__ ' m\\?—\— Date:_ Jew 39, Do i . ‘
Print Name: __Eunie N Title: &4_9 st

VENTION BUREAU RECOMMENDATION
1 have inspected the premises mentioned above and based on my inspection:

[ have inspected the premises mentioned above and based on my inspection, believe that the building
or structure conforms with the Fire Safety Code. (NOTE: This statement is NOT a storage of
flammables permit, nor does it replace the requirement for a storage of flammables pexmit.)

TRE

A 148 sec. 13 License is required

A 148 sec. 13 License is NOT required /
Signature: {7 ' Date:__ / / 27 4

Print Name: #° fﬂ’f&?&rp /5{644&/% 9 Title: / 7~ . _ --___,‘:,.,:.:_.-_




0

MASSACHUSETTS DEPARTMENT OF REVENUE
REVENUE ENFORCEMENT AND PROTECTION (REAP) ATTESTATION

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

1A

—
*Signative-of Individual or Corporate Name (Mandatory)

By: Corporate Officer (Mandatory, if a corporation)

**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 authoritfy of Mass. G.L. ¢. 62C s. 49A.




City of Somerville, Massachusetts
Finance Department, Treasury Division

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

Exact name of taxpayer/applicant’s business: £\ : M )

- Address of taxpayer/applicant’s business in Somerville: erﬂ Ly 2
Address of taxpayer/applicant’s home in Somerville: M&LM\&
Taxpayer/applicant’s phone: day: 97 {929 [ g evening: Sayne,

I, (print name) g ;@ //M AL “f , the undersigned Taxpayer, do hereby

certify that all the information contained herein is true and correct and all taxes and fees due the City
bave been paid or that the Taxpayer has entered into an agreement to pay all taxes and fees and is

current on said agreement. /-
| | 190
SIGNED UNDER THE PAINS AND PENALTIES OF PERJURY, this day of
L@Aﬁz{,/ , 20 / /. . f f/ Qa e O
A\ \/ 4 S ﬂ:i - EEEIE"!‘&)
CITY’S ACKNOWLEDGEMENT
DATE OF ISSUANCE: a INCLUDES RELEVANT POSTINGS TEROUGH:

TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

1 Real Estate [CWater/Sewer ] Personal Property [ Other:
o ' B}
SKAOOIRY  216STaen) :
NOTES: ..
s ECEIVED

CLERK’S INITIALS: __| AZS ORIGINAL STAMP: 5, e ¥

SOMERVILLE CITY HALL # 93 HIGHLAND AVENUE * SOMERVILLE MASSACHUSETTS 02143 )

(617) 625-6600 EXT. 3300 » TTY: (866) 8084851 « Fax: (617) 666-0682 J -Jc}{afff

WWW.SOMERVILLEMA.GOV



Y The Commonwealth of Massachusetts ps!
Department of Industrial Accidenis { j}

Office of Investigations

600 Washington Street

Boston, Mass. 92111

Workers’ Compensation Insurance Affidavit - General Businesses

Applicant information:

Name: ""Z_'}’qff }i;nanj Na\\\ggui |

Address 183 . r% @Eﬁf{: sk

City:  Samas s e State: {M\a Zip: © Phone #!
[ 11 am an employer with employees Business Type: [} Retail
(full and/or part time). | Restawrant/Bar/Eating Establishment
£112am a sole proprietor or partmership and have o || Office and/or Sales (real estate, auto, etc.)
employees. | Nonprofit :
[ ] We are a corporation that has exercised our right of |_| Entertainment
exemption per ¢152 s1(4), and have no employees. || Man i
[] We are a nonprofit organization staffed by L_| Health Care
volumteers and have no employees. Jother__ Gy sdcdian

Workers’ compensation insurance information (if applicable):

Insurance Company Name:

Address: ] _

City: State: Zip: __Phone #:

Policy #: Expiration Date:
Applicant certification:

Failure to secure coverage as required under Section 25A of MGL 152 can lead to the imposition of criminal penalties ofa fine up
to $1,500.00 and/or one vears’ mprisonment as well as civil penalties in the form of a STOP WORK ORDEE?{ 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.

Do nst write in this arec. To Be corpleted by city er town official, -

Permit/License #: Board of Health 3

A Building Department |
3 , City/Town Clerk )
& Licensing Board =
g - Selectmen’s Office %
4\ Contact Person: Phone #: Otiter {JL?




The Travelers Indemhity Company and its Affiliates
Workers Compensation Insurance Proposal for: CEDARS CORP

IMPORTANT NOTICE REGARDING COWMPENSATION DISCLOSURE

For information about how Travelers compensates independent agents, brokers, or other insurance producers,
please visit this websiie: !

ht_tg:fiwww.traverers.ccmlwscﬂeggm?roduaer Compensation Disclosure. himi

i you prefer, you can call the following toli-free number: 1-866-904-8348. Or you can wiite to us at Travelers,
Enterprise Development, One Tower Square, Hantford, CT 06183,

THiIS PROPOSAL/QUOTE DOES NOT AMEND, OR OTHERWISE AFFECT, THE
PROVISIONS OF COVERAGE OF ANY RESULTING INSURANCE FPOLICY ISSUED BY
TRAVELERS. 1T IS NOT A REPRESENTATION THAT COVERAGE DOES OR DOES NOT
EXIST FOR ANY PARTICULAR CLAIM OR LOSS UNDER ANY SUCH POLICY. '
COVERAGE DEPENDS ON THE APPLICABLE PROVISIONS OF THE ACTUAL POLICY
ISSUED, THE FACTS AND CIRCUMSTANCES INVOLVED iN THE CLAIM OR LOSS AND

ANY APPLICABLE LAW.

TOTAL DEPOSIT AMOUNT DUE™: $774

Underwritten By:
The Travelers Indemnity Company and its Affiliates

Acknowledged and Acceptéd By:

TS '
A A , _ ©n ' L 9 & ‘//
I\ T FSonature of the Insured) (Datd) -

The Travelers has been in the business for over 140 years and has established itself in the
marketplace as a financially stable compatiy that you can rely on. You can foel confident
knowing that your business will be prolecied in the event of 3 ioss.

Our highly qualified team of professionals, including ou} sales force, underwriters, risk contro!
consulfants and claim professionals, know their business welf and will pravide yeu with the no-
hassle service vou expect from Your insurance casrier, :

Our dedicated, knowledgeablie claim professionais are committed to providing you with
exceptional claim service 24 hours a day, 365 days a year. Simply call us directly using our toll-
free claim reporting number, 800.238.6225, and yaur loss will be handied in a fast and efficiernt
manirer so you can get back to running your business. '

*A rate change request may be under consideration by the proper regulatory authority which may rasult in final
rates different from the rates and prémium shown above.

Created on 01/20/2011 by R HADDAD INSURANCE ABENC

All premiums for this policy will be determingd b Y Our manuals of rufes, rates, rating plans and classifications.

We may change our manuals and apply the changes fo this policy i authorized by law or a governmentai

agency regulafing this insurance. 4




