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R e ‘ CITY OF SOMERVILLE
S BOARD OF ALDERMEN
A TE 93 HIGHLAND AVENUE
SOMERVILLE, MA 02143
(617) 625-6600

APPLICATION TO RENEW OUTDOOR SEATING LICENSE
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License #: 884
FAKHOURI INC.
SOUNDBITES Fee: 150.00
704-706 BROADWAY ’
SOMERVILLE, MA 02144 Account ID: 273
Reference #: 884

Review and update the information below. If you have workers compensation insurance, 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: SOUNDBITES
Business Location: 704 BROADWAY
Business Phone: 617-623-8338

License Holder: FAKHOURI INC.
SOUNDBITES

704-706 BROADWAY
SOMERVILLE, MA 02144
617-623-8338
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Mailing Address: FAKHOURI INC. -
SOUNDBITES .
704-706 BROADWAY - g U
SOMERVILLE, MA 02144 i, —

b G

Business Type: CORPORATION (INC. LLC)
PRESIDENT - YASSER MIRZA
TREASURER - YASSER MIRZA
SECRETARY - YASSER MIRZA

FID: 331153484
Foud Manager/Emergency Contact:

asser Wirea — GV i
b G1E-41%-2eq8 Qx\D M X EEE

Conditions: (fo change any conditions, submit a new application. Contact the City Clerk’s Office for more information)
Hours: MO-SU 5-10PM SEATS/9PM GOODS

16 SEATS
4 TABLES

Description of Location and/or Other Conditions:

| 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 BOARD OF ALDERMEN.

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

Signature: )PES‘E\I pate  \\ < M« \:3)
Print Name: \IOLSSEV’ W 2o Phone _G/ F~£23 . 333 F
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Bates Insurance

CERTIFICATE OF LIABILITY INSURANCE

#0002/0002

DATE (MM/DDIYYYY)
11/5/13

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRAGT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

certificate holder in lieu of such endorsement(s).

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policyfies) must be endorsed, If SUBROGATION IS WAIVED, subject to
the terme and conditions ofthe policy, certain policies may require an endorsement. A statement on this certificate does not confer rights to the

PRODUGER

Bates Insurance Agency Inc.
92 High Street, Suite Bl
Medford, MA 02155

INS URED

|insurera: Preferred Mutual Insurance Com |

CONTACT

NAME: , N
N i (781) 396-4985  |{Akina; (781 395-945¢
_E#I'.IIIIESS: AndrealfBateslns.com

INSURER({S} AFFORDING COVERAGE . NAICH

insuRer B: Associated Industries of MA
Fakhouri Inc INSURER C :
Soundlites INSURERD: . AU EE
704 Broadway INSURER E :
Somerville, MA 02144 INSURERF T/ e T h
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

5l ADDL SUBRT {"poucY EFF | POUGY EXP :
LTR TYPE OF INSURANCE INSR_WVD POLIGY NUMBER | (MMDOIY YYY) I(mmwww; LIMTS |

A ! GENERAL LIABILITY 'BOP0100713322 3/22/13| 3/22/14| EACH OCCURRENCE ¢ 1,000,000

\ DLTIRENCE - wub , UoyY
| X | COMMERCIAL GENERALLUBILITY PREMISES (£a pamsronce). | $ 50,000
! CLAMSMADE X OCCUR : MED EXP (Aryoreperson) | § 10,000
; ! PERSONALA ADVINAURY {3 1,000,000 |
) ) ‘ ; GENERALAGGREGATE 8 2,000,000 |
© GEN'L AGGREGATE LIMIT APPLIES PER . PRODUCTS - COMP/OP AGG $_ 2,000,000 .
¥roucy: RS Lo . 3
' COMBINED SINGLE LIMIT
AUTOMOBILE LIABILTY ! ! A ) -
ANYAUTO L BODILY INJURY (Per perzon)  §
ALLOWNED SCHEDULED ! R R -
AUTOS U Q%LOSWNED BODII:‘f.ItI:IURY{Par accident) §
- PROPERTY DAMAGE ‘
| HIREDAUTOS ___ AUTOS Fehcdeny s
§
|| UNBesiiscan oceUR ecHocoumRence s
__| EXCES_S_I_—.IIIB  CLAIMS-MADE AGGREGATE 15 —
DED RETENTION § _ - $
WORKERS COMPENS ATION 4/1/13 4/1/14 WC STATU- -OTH-

1 AND EMPLOYERS' LIABILITY YiN AWC7022283012013 / / ITORYJ-iMlT BB s
ANY PROPRIETORIPARTNER/E XECUTVE *~ E L. EACH ACCIDENT 5 100,000
OFFICE RMEMBER EXCLUDED? —I NiA e I
(Mandaiory in NH) i , [ 1, DISEASE - EA EMPLOYEE| § 100,000
If yos, describe undor i | e a5 VS
DESCRIPTION OF OFERATIONS below i E.L. DISEASE - POLICY LIMIT | § 500,000

1
]
|
i |

DESCRIPTION OF OPERATIONS / LOCATIONS { VEHICLES [Attach ACORD 101, Adklitional Remrarks Schodule, if more space is required)

CERTIFICATE HOLDER

CANCELLATION

City of Somerville

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WiLL BE DEUVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRE SENTATIVE

Cyererat B g

ACORD 25 (2010/05)

%" ® 1988-2010 ACORD CORPQRATION. All rights reserved. |

The ACORD name and logo are registered marks of ACORD
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City of Somerville, Massachusetts
Finance Department, Treasury Division

CERTIFICATE OF GOOD STANDING

il T
o e — ."l i |< i ot
Exact name of tax »ayer/applicant’s business: <. & v AAD e N
" 5 : . ; e 2 5
Address of taxpay ‘t/applicant’s business in Somerville: 2 e o i __
- N— o
Address of taxpay t/applicant’s homa in Somerville: Tl AR T TR\ e _r..:;-.,,:ff

e

Taxpayer/applican s phone: day: v« 7 « 25 F 227 evening: Lot 7 <y T 2050

I, (print name) , 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 ieen paid or that the Taxpayer has entered into an agreement to pay all taxes
and fees and is cur 2nt on said agreement.

SIGHNED UNDER THE PAINS AND PENALTIES OF PERJURY, this ~ { - ____dayof

- 1 £, o =
e - A i oy \\- i . —
i L‘ LxE. )C{D. = Py 20 4 « ~ .L;‘}ﬁ%n._ S e ﬁl' i\\x NI, SR
/ #

\ (Taxpayer’s signature)

CITY’S ACKNOWLEDGEMENT

DATE OF ISSUAT CE: o INCLUDES RELEVANT POSTINGS THROUGI:

TAXES AND ACC DUNT NUMBER(S) INCLUDlEy\J CERTIFICATE:

[(OLReal Estate mater/Sewer Y Personal Property [] Other:

¢ 8235 420905001 4334 ;

NOTES: KECET Q
Q/ < Y

vead PN AE . ST ARID.

SOMER' (LLE CITY HALL » 93 HIGHLAND AVENUE & SOMERVILLE MASSACHUSETTS 02143
317) 625-6600 EXT. 3500 « TTY: (866) B08-4851 = FAx: (617) 666-9682
WWW,SOMER VILLEMA. GOV



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

Worl ers’ Compensation Insurance Affidavit- General Business

Applicant information:

» - o S b‘\
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Name: TCx Lo
i P 8 o St ;

A Tdrass: [2 2k 1%‘#’-- WS VA B

T o A o g 5 U e o 5 (2 K

Citv: oy e A L 4 Stater YhEA Zip: O 214"~ Phone#: ‘el { (@25 8550

5 =
Ej 1 am an employer with __. - ernployees Business Type: [_] Retail

(full and/or part time). | Restaurant/Bat/Eating Establishment
[ 11 am a sole proprietor or pt ‘tnership and have no || Office and/or Sales (rea] estate, auto, etc.)

employees. || Nonprofit
[T] We are a corporation that I as exercised out right of | Entertainment

exemption per ¢152 s1(4), ind have no employees. | Manufacturing
(] We are a nonprofit organiz ition staffed by _| Health Care

volunteers and have no em Hoyees. || Other
Workers’ compensation inst rance information (if applicable):

o P

” T 4 2 b e o T e e e ;5 a0

Insurance Company Name:  Sawii. o Jedh owrs Tovs B X Ly
A s 1
Address: il & 4""?‘-.' YL :‘ |
: W nk-x'%.,ﬁ\”_,»--.» o 5 e N Y L

City: - ST T State; =¥ '~ 0 Zip: .- J.(¢> yPhone #:
Policy #: HOUG LN 1( > _2" b Expiration Date: = s

Applicant certification:

Failure to secure coverage as 1 :quired under Section 25A of MGL, 152 can lead to the imposition of criminal penalties of a fine up
to $1,500.00 and/or one year * imorisonment as well as civil penalties in the form of a STOP WORK ORDER and a fine of
$100.00 a day against me. I ur derstand that a copy of this statement may be forwarded to the Office of Investigations of the DIA

for coverage verification.
I do hereby ¢ l\'f.iﬁ-' under the aing and penalties of perjury that the information provided above is true and correct.
N ' =

£ . .
Print Name: \(c} SN Al 2

AT AR R 10 ST S : - nip o g . . - 4
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Offic of use only. Do not weite in this area. To be completed by cify or town official.

Building Department
City/Town: Clerk
Licensing Board
Selectmen's Office
Other

A5 i -

Contact Person: Phaone #:

City or Town: Permil/License #: @ Board of Health

(revised Jan. 2008)



NOTICE
TO
EMPLOYEES

NOTICE
TO
EMPLOYEES

The Commonwealth of Massachusetts

DEPARTMENT OF INDUSTRIAL ACCIDENTS

600 Washington Street, Boston, Massachusetts 02111
617-727-4900

As required by Massachusetts General Law, Chapter 152, Sections 21, 22, & 30, this will give you
notice that I (we) have provided payment to our injured employees under the above mentioned
chapter by insuring with:

A.LM. Mutual Insurance Company
NAME OF INSURANCE COMPANY

P.O. Box 4070 Burlington, MA 01803-0970
ADDRESS OF INSURANCE COMPANY

AWC-400-7022283-2013A 04/01/2013 - 04/01/2014
POLICY NUMBER - EFFECTIVE DATES
92 High Street, Suite B-1
Bates Insurance Agency Inc Medford, MA 02155 (781)396-4985
NAME OF INSURANCE AGENT ADDRESS PHONE
Fakhouri Inc dab On Broadway 711 Broadway  Somerville, MA 02144
EMPLOYER ADDRESS
03/22/2013
DATE
MEDICAL TREATMENT

The above named insurer is required in cases of personal injuries arising out of and in the course of
employment to furnish adequate and reasonable hospital and medical services in accordance with the
provisions of the Workers Compensation Act. A copy of the First Report of Injury must be given to the
injured employee. The employee may select his or her own physician. The reasonable cost of the services
provided by the treating physician will be paid by the insurer, if the treatment is necessary and
reasonably connected to the work related injury. In cases requiring hospital attention, employees are
hereby notified that the insurer has arranged for such attention at the

NEAREST AND BEST MEDICAL FACILITY
EMPLOYER ADDRESS

TO BE POSTED BV EFMPT NVE'D




