IMPORTANT

Drear License Holder:

It is 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 vour fee to the City Clerk’s Office. Call us at 617 625-
6600 x4100 if you have any questions.

License Type: Outdoor Parking
License Number: #191326

Business Name: Simon's Auto Service
Location: 166 Boston Ave

Spaces: 2

Special Conditions (if any):

Renewal Fee (Return with this application): $20 per Space

PLEASE FILL IN ALL SIX BOXES BELOW:

The DBA Name of the Business: Cfﬂﬁ/lj /5 Ao S’ER VIO
Somerville Address and Zip Code: 4 '

Phone Number of the Busmess: &/ 7—- 6. QLQL,S

The Legal Name of the Licenée Holder_ SOW H#A /.L BERBARA

Street Address of the License Holder:_ & & 4 PLERSCANT ST
City, State and Zip Code of the License Holder:_ Al &K W OO D' MPT D206 3
Phone Number of the License Holder: 72/~ 383 & 80 3

Email Address of the License Holder:__g?OUl/ﬂ/ L &7 @ vaMHoo . oM

Where We Should Send Mail: Name: 9 DU HA/ 2 ’,_/_ZE £ BAKLR

Street Address: 5685 Frewesn¥ <7 ] g =
City, State and Zip Code: Wo 2 ;%:f; ;:
Email_ SPpiprL 7 B YAHoo. CoM B 5
Phone Number: 72 /- 323 Ao 3 Efﬁ C;

| . :x‘_ l’.‘
| Federal ID # (Do Not Give a Social Security #): S 5 /0 5 E38 3’:2

Emergency Contact and Phone (For Fire Dept. Use); 73 = 3 B 2 yﬁag :

~OVER-



Type of Business (Check Only One and Give the Names Indicated):

___Sole Proprietor: Name of Owner:

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

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

___Corporation (inc. LLC): Name of President:
Name of Secrefary:

Name of Treasurer:

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

ACKNOWLEDGEMENT: I 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 approval of the Somerville Board of Aldermen.

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

License Holder Signature: __ ' Date

§138

BT TN
T



City of Somerville, Massachusetts
Finance Department, Treasury Division

WARNING: TREASURY NEEDS FIVE B USINESS' DAYS TO PROCESS THIS FORM.

CERTIFICATE OF GOOD STANDING

- Exact name of taxpayer/applicant’s business: g ok 4 AT SR )G

Address of taxpayer/applicant’s business in Somerville: //,' L Be sTve) Avd

Address of taxpéyer/applicanf’s home in Somerville:

- Taxpayer/applicant’s phone: day: &7 £ 44 @8 53 evening:

L, (print name) y LA PER ﬁ@& _ 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 info an agreement to pay all taxes and fees and is

current on said agreement
SIGNED UNDER THE PAINS AND PENALTIES OF PERJURY this day of

PRI | -,20'4?;2.-

- Vpa"el i€ 51gnat11re)

//‘

CITY’S ACKNOWLEDGEMENT -

DATE GF ISSUANCE: _ « . INCLUDES RELEVANT POSTINGS THROUGH:

TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

] Real Estate L] Water/Sewer L1 Personal Pmperty O Other: ___
LSy . N LA,

NOTES: _ ‘

CLERK’S INITIALS: % | ORIGINAL STAMP: =

SOMERVILLE CITY HALL ¢ 93 HIGHLAND AVENUE & SOMERVILLE MASSACHUSEITS 02143 {_// - Q O / 9\
(617) 625-6600 Exz. 3500 « TTY:(856) 808-4851 o FAX: (617} 666-9682
WWW.SOMERVILLEMA. GOV



The Commonwealth of Massachusetts
Department of Industrial Accidents
Office of Investigations
600 Washington Street
Boston, Mass. 02111

Workers’ Compensation Insurance Affidavit- General Business

Neme: SYrron’s 7o SepyrCs
Address: (Z PA PBosTer HLE
City: %Héftf/l./f State:  M.A ZiD:@g?/’/f/ Phone #: e & £ 8383

[[11 am an employer with employees Business Type: Retail
__ (full and/or part time). | Restaurant/Bar/Eating Establishment
1 am a sole proprietor or partnership and have no || 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, || Manufacturing
We are a nonprofit organization statfed by ' . | Health Care
volunteers and have no employees. || Other

Address: 5 & 77[/;?.0 AENE

City: BURLINETBN State: M A Zipstde 2 Phonet: Xop 874 I7£8
Policy #: ﬁ wer ZQLé QQQQ 8072 Expiration Date: &3 /e & - /.3

Failure to secure coverage as required under Section 25A of MGL 152 can lead to the imposition of criminal penalties of a fineup
to $1,500.00 and/or one years’ imprisonment as well as civil penalties in the form of a STOP WORK ORDER and a fine of
$100.00 a day against me. I understand that a copy of this staternent may be forwarded to the Office of Investigations of the DIA
for coverage verification.

I do hereby certify under-the

pains and penalties of perjury that the information provided above is true and correct.

Date: Yy /8

Print Name: Coupnls ZERRALA

Official use only. Do not write in this area. To be completed by city or fown official.

City or Town: Permit/License #: [] Board of Health
= {1 Building Department
' L CinrTown Clerk

L] Licensing Board
[l Selectmen’s Office
Contact Person: Phone #: -LjOther

(revised Jan. 2008)



WORKERS COMPENSATION AND EMPLOYERS LIABILITY INSURANCE POLICY
INFORMATION PAGE

Associated Industries of Massachusetts Mutual Insurance Company
54 Third Avenue, Burlington, Massachusetts 01803

oot {800} 876-2765 " NCCINO 26158
POLICY NO. AWC 7016220012012
PRICR NO. AWC 7016220012011

ITEM

1. The insured Souhail Barbara dba Simon's Auto Service
Mall Address: 166 Boston Avenue Somenville - MA 02144
Street No. Town or City County Stale Zip Code
_ FEIN x000x0042

Bindividual  [Partnership [JCorporation [JJoint Venture [JAssociation [JOther
ther workplaces riot shown above:

2. The policy period is from 01/06/2012 to 01/06/2013 12:01 a.m. standard time af the insured’s mailing address.
3.  A.  Workers Compensation Insurance: Part One of the policy applies to the Workers Compensation Law of the states listed here;
MA,
B. Employers Liability insurance: Part Two of the policy appiies to work in each state listed in item 3.A.

The limits of our liability under Part Two are: Bodily Injury by Accident $ 100.000 each accident
' Bodily Injury by Disease $ 500,000 policy fimit
Bodily Injury by Disease $ 100,000 each employee

C. Other States Insurance: Coverage Replaced By Endorsement WC 20 03 06A
D. This policy includes these endarsements and schedules: SEE SCHEDULE

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

Classifications Premium Basis Rates
Code Estimated Peyr $100 Estimated
No. Total Annusal Of Annual
Remuneration Remunsration Pramiur
INTRA 322351

SEE EXTENSION OF INFORMATION PAGE

Minimum premium $ 265.00 Total Estimated Annual Premium  $ 265.00
As indicated inferim adjustments of premiuin shall be made: Deposit Preimium $ 265.00
K Annualty [T SemiAnnually [0 Quarterty [ Monthly
MA Assessment Chg.
$86.00 x 5.9000% $0.00
This policy, including ail endorsements, is hereby countersigned by 12/21/2011
Authorized Signature Date

GOV GOV KIND | PLACING | CLAIM NAME | SAFETY Nicholas A Consoles Insurance
STATE | CLASS | AUDIT | OFFICE 1 OFFICE | CHECK | GROUP | Agency Inc

MA - 8380 2 701 153 Andover Street Suite 208
1 Danvers, MA 01923

. WC 0000 01 A(7-11)

Includes copyrighted materiat of the Naticnal Council on Compensation Insurance,
used with its permissian,



