APPLICATION FOR EXTENDED OPERATING HOURS

Application Fee_$306700 S0O-ORI Y -3 5 Ut TBOR CITY CLERK'S,0FICE ONLY
P I3 Date Recorded____{ { _/3 (o
Daie EQE&NJ{ G CITY 1 §R%'Y OFF iAfiount Paid ESQO + A9

MFRVILLE, HA

j_é‘_/New Application
__Renewing Application with Additions or Changes
___Renewing Application with NO Additions or Changes

Business Name: TL\Q {\/\f\:m (Ti"-;ﬁci la\i& Phonezg 6{ 7- 607 - \\?f e
Business DBA Name (if applicable): )%ﬁ& égwi_m;\) )Q p}fi"\
Address with Zip Code: 023 Someginille Ave MA 02142

Mailing Name (where we should send correspondence to}:(f ha [Malpe, (H/\; (s E'&M’L A’H % ﬁ&ﬂw ?:ﬁ
Address with Zip Code: T 0. &(}?‘l 30% éf)mmi@\\wkf\ﬁ‘x?‘ﬂi Mz odoc-030¥

Emergency Contact 1:/Magcio ﬁit\f ¢RA Phone: {){)3 ~ %“59-3§
Emergency Contact 27K Sernpn A Phone: 774~ 235 - 7749
Type of Business (Check one): ___Individual  __ Sole Proprietorship

__Partership __ LLC i/ Corporation

IF AN INDIVIDUAL OR SOLE PROPRIETORSHIP:
Owner’s Name:

Address with Zip Code:
IF A PARTNERSHIP, LL.C OR CORPORATION (Attach additional sheets as needed):
Partner’s/Member’s/President’s Name: P‘Ejﬁ {{ T A Dos S Sf 50

Address with Zip Coder_JSOS_Fhglae &eest fuad  (ouisville Y 40323
Partner’s/Member’s/Secretary’s Name:r Denrns Dol ’H’ Ho4 I, }fiL“f 5

Address with Zip Code: G0 Ry, Place,  (swiniitle ICY 40222,
Partner’s/Member’s/Treasurer’s Name: '

Address with Zip Code:




Extended hours requested (include hours of operation and days of week)
§QN "(é\(v\ “Th wﬁ&ﬁm ORes Mas  close A
gﬁk < QA’Y STeIN Uhvy  clgSe 2 Arn

Type of business @s"‘(“(ﬁ Bﬂ( ;Ui‘@t_: % “frﬁ b Ub\%

Moy
Length of time at this location___/ L?@ ald

ACKNOWLEDGEMENT

I hereby state that all information provided on this application is true and accurate, and I
understand that any information that is found to be false or misleading may result in the
forfeiture of this license. This license will be subject to all of the terms, conditions, and
limitations set forth in the Somerville Code of Ordinances, any applicable State and Federal

laws, and any conditions Dreme?/b the City of Somerville.
Signature of Applicant:_ L/fy Date: Q f/ Al f/ {0

Print Name: ﬁﬁ@“@ &}- Qﬁﬁw’\’si . Phone:_ fg f (0

%

POLICE DEPT. (for new applicants or applicants further extending their hours):

The Clﬁe%moommends that the application be
Approved

| Name and Title: géf' 6?/ ﬁﬂ

Cla“gﬁﬁ a/é-»?;.




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.

The Mane Thine e

*Signature r;212;13duayjiorporate Ndme (Mandatory)
P

By: Corporate Officer {Mandgfory, if a corporation)

6l-137080

*#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 Mass. G.L. ¢. 62C s. 49A.,



CITY OF SOMERVILLE, MASSACHUSETTS

Treasury Department
JOSEPH A. CURTATONE
MAYOR

Elizabeth A. Craveiro
CMMC/Treasurer

WARNING: TREASURY WILL NEED UP TO FIVE (5) BUSINESS DAYS TO PROCESS THIS FORM

CERTIFICATE OF GOOD STANDING

L Name of person requesting certificate: (’%Q MFA»N*« EE« N g ENQ -

PLEASE PRINT *
2. Business Location: L\ Sﬁm&!m“& A\R T}w«az!u MQ& ﬂBiL{g
| AND/OR
3. Taxpayer’s Home Address: | 7-
Phone: Day B __ Evening

4 Business Owner’s Home Address; €® % OA 3{}% é}ewfk} Nif\&f‘w ; mg OHOD%- DICE

Business Owner’s Phone: Day }9‘7 -633 ‘7‘:1? A Evening;
3. Business I.ﬁ.Number: (’_}\ ' 537 ag X@

I, : , the undersigned Taxpayer, do
Taxpayer Print Name
hereby cernfy that all the information contained herein is true and correct and all taxes and fees due the City have
_ or that the Taxpayer has entered into an agreement to pay all taxes and fees and is curreni on said agreement.

&Lga+ 50 RAMRR

(Busmessfﬁeal g'.state (éy{er s Signature) PRINT Business/Real Estate Owners Name

Date of Issuance: Iicludes Postings Through

Tax and Account Number(s) Included in Certlﬁcaxc

m 3
' M@% Water/Sewer & \ Personal Propeﬂy\bm§87ﬁ,))ther
CLERK’S INITIALS! ' ‘

0 PLEAQ; CHECK ONE: Business Permit ~ OR P/ Bl Pormt
ii)’ o U\Lg{/ Oy HoLL @93 HIGHLAND AVENUE & SOMERVILLE. MASSACHUSETTS 02143 i TR
X (63(0){; (61716256600 EXT. 3500 o TTY: (6171 666-0001 # FAx: (617) 666-9681 EIRIRE
‘\\ Q | @«) M EMALL: treasury d somervillema gov o www.somervillema, gov | omEmALLE
v \]
< (),@/55 ¥
e e
N



The Commonwealth of Massachusetts Mo
Department of Industrial Accidents
Office of Investigations
600 Washington Street
Boston, MA 02111
www.mass. gov/dia
- Workers’ Compensation Insurance Affidavit: General Businesses

Applicant Information .. Please Print Legibly
 Business/Organization Name: “Tha (\/\RLNREW\ NG ii‘)"\i

Address: QO Bor 0% @)@Ueﬁlm@%&f\»ﬁ% J\"‘i 940z - 0R0%
Cxty/swte/zlpﬁctn&aw%ﬁw [ME o400y B30F_ Phone #: 207-653 -*\/QA‘?Q\

Are you an employer" Check the appropnate box: - 1| Business Type (required):
L M 1ama employerwith | 37}  employees (full and/ 5. [] Retail _
or part-time) * 6. [t Restaurant/Bar/Eating Establishment
2.1 Tama sole proprietor or partnership and bave o 7. [] Office and/or Sales (incl. real estate, auto; etc.) |
employees working for me in any capacity.
[No workers’ comp. imsurance required] 8. [] Non-profit
3.1] We are'a corporation and its officers have exercised 9. [ Entertainment

their right of exemption per c. 152, §1(4), and we have 10.[] Manufacturing
no employees. [No workers” comp. insurance fequired]**

4.1 We are a non-profit organization, staffed by volunteers, | | LL] Health Care
with no employees. [No workers’ comp. insurance req.] 12.[] Other

* Anty applicant that checks box #1 must aiso fill out the section below showing their workers” compensation policy information.

**[fthe corporate officers have exempted themselves; but'the corporation has other: emplayees aworkers” compensation policy is required and such an
orgagization should check box #1.

I am an employer that is provzdmg workers’ compem'atzon insurance for my employees Below is the pokcy mformatwn.
Insurance Company Name: “Ttave ij LS Cﬂ'ﬁw&ﬁ\/ Lnsudane CWAN? & A?""\& s

Insurer’s Address: U N2, ! DIl S”’{U AR g
City/State/zip: ALK otd (X oUgS -

- - f . i
Policy # or Self-ins. Lic. # L oW~ 34\ €241 -Z0 Expiration Date: /k/ © [ 201 4
Attach a copy of the workers’ compensation policy deciaration page (showing the policy number and expiration date).
Failure to secure coverage as required under Section 25A of MGL ¢. 152 can lead to the imposition of criminal penaltics of a
fine up to $1,500.00 and/or one-year imprisonment, as well as civil penalties in the form of a STOP WORK ORDER and a fine

of up to $250.00 a day against the violator. Be advised that a copy of this statement may be forwarded to the Office of
Investigations of the DIA for insurance coverage verification.

1 do hereby cﬁgr?n the pains and pena!lms of perjury that the mformatwn provided above is true and correct.
Date: ;@/}f/f 8,

Phone #: rii.h_) L= ‘TBJ ~ !a&w /r-,L

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

City or Town: Permit/License #
Issuing Authority (circle one):

1. Board of Health 2, Building Department. 3, City/Town Clerk 4. Licensing Board 5, Selectmen’s Office
6. Other .

Contact Person: ) Phone #:

www.mass.gov/dia




A
TRAVELERS WORKERS COMPENSATION

AND
EMPLOYERS LIABILITY POLICY

TYPEV INFORMATION PAGE WC 00 00 01 ( A)

POLICY NUMBER: (ISUB-3419R38~1-10)
NEW-10

INSURER: TRAVELERS CASUALTY INSURANCE COMPANY OF AMERICA

1 NCCI CO CODE: 12432

INSURED: PRODUCER:

THE MAINE THING, INC. GHM AGENCY

PO BOX 308 : P 0 BOX 649

BOWDOINHAM ME 04008 WATERVILLE ME 04903-0649

Insured is A CORPORATION
Other work places and identification numbers are shown In the schedule(s) attached.
2, The policy period is from 07-06-10to 07-06-11 12:01 AM. at the insured’s mailing address.
3. A. WORKERS COMPENSATION INSURANCE: Part One of the policy applies to the Workers
Compensation Law of the state(s) listed here:
ME

B. EMPLOYERS LIABILITY INSURANCE: Part Two of the policy applies to work in each state listed in
item 3.A. The limits of our liability under Part Two are:

Bodily injury by Accident: $ 500000 Each Accident
Bodily Injury by Disease: $ 500000 Policy Limit
Bodily injury by Disease: $ 500000 Each Employee

C. OTHER STATES INSURANCE: Part Three of the policy applies to the states, if any, listed here:

AL AR AZ CA COCT DC DE FL GA HI IA ID IL IN KS KY LA MA MD MI MN
MO MS MT NC NE NH NJ NM NV NY OK OR PA RI SC SD TN TX UT VA VT WI
WV

D. This policy includes these endorsements and schedules:
SEE LISTING OF ENDORSEMENTS - EXTENSION OF INFO PAGE

4. The premium for this policy will be determined by our Manuals of Rules, Classifications, Rates and Rating
Pians. All required information is subject to verification and change by audit to be made ARNUALLY.

DATE OF ISSUE: 06-24-10 NS
OFFICE: WESTBROOK ME 172 DIRECT BILL
PRODUCER: GHM AGENCY A5130



