'TAXICAB MEDALLION RENEWAL

Application Fee_$250.00 FOR CITY CLERK’S OFFICE ONLY
‘ . . DateRecorded S~ /e —/f

Date "”/ll,-/ j | AmountPala /5-67(!” C K/i6 e

To the Honorable, the Board of Aldermen of the Clty of Somervﬂle, Massachusetts:
The undersigned respectfully prays that the Board of Aldermen‘ issue the taxicab medallion
listed below. This ownership 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 preseribed by the Board of Aldermen and/or City: Departments. This license shall be

revocable at any time at the pleasure of the Board of Aldermen

Medallion # 3 Lﬂ |
Name 0fCorporat1on \(Y\UU;/I/E V%}M} C&b ﬁd@cz @hone {?/ 7 /f}o,)g /JZ}‘/

Street Address (for mailing) (r? O 6 U\\)\ ﬁddé@ p/
City, State, Zip Code ‘ (EM€XU/ // mﬂ dé'/}/])
Tax Identxﬁcatmn Number: 5 (f’ l (;) q gj ?/ {ﬂ . Check one: __SSN #FEIN

Nameotappiesi_(2020d R Qmu //é’ e (/7 127708/
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Signed under the pains and penaltles of Pe}gury this f day of ¢ f/ ﬂ a0 j{
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MASSACHUSETTS DEPARTMENT OF REVENUE

REVENUE ENFORCEMENT AND PROTECTION (REAP) ATTESTATION

1 certify under the penalties of perjury that I, to my best knowledge and belief, have filed ail
State tax returns and paid all State taxes required under law.

:
Senpitt Wl Cab Gssoc

* Signature of Individual or (fo;p/@rate Name (Mandatory)
/*‘-rz %/J(/Z { Jé:f[fu{

By: Corporate Officer (Mandatory, if a corporation)

: :’n -
0 Y2985 Kb
** Social Security Number (Voluntary) or Federal Identification Number (Mandatory, if a
corporation)

* This license will not be issned 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. c. 62C s. 49A.




The Commonwealth of Massachusetts

Department of Industrial Accidents
i - Office of Investigations
- 600 Washington Street

Bosion‘ Mass. 0211171

iﬂ

Workers Compensation Insurance Afﬁdawt General Businesses

Applicant informatlon.

Name: Gréén Automotive, Inc.
Address: 600 Wmdsor Place _
City: / Somerville ‘ State:  Ma Zip:62143 Phone #:(617) 628-2222
T am an employer with E} employees Business Type: ; Retail
(full and/or part time). || Restaurant/Bar/Eating Establishment
[]Iamasole proprietor or partnership and have no || Office and/er Sales (real estate, auto, etc.)
- employees. T _ || Nonprofit
[] We are 2 corporation that has exercised our right of |_{ Enterfainment
. exemption per ¢152 31(4) and have no employees. { | Manufacturing . (‘
We are a nonprofit organization staffed by || H€alth Care {, ' 4 / e e
volunteers and have no employees, L] Other ﬁ k/{ f‘f/ﬁ 'P é‘){' {f fz v
e ; ii i
, ‘ £
Workers’ compensa“fien insurance information (if applicable): ﬁﬁ ‘f e f i{ % '
Insurance Company I\:T?ame: Chartis Specialty Wofkers Compensation Group
Address: ¥ 22427 Network Place
City: Chicago , State: IL __ Zip:60673-1224 Phone#: (800) 645-2259
* Poliey #: WC 4475821 Expiration Date: 01/01/12
Applicant certifi catién'

Failure to secure co'ferace as required under Sectlon 254 of MGL 152 can lead to the imposition of criminal
penalties of a fine upo $I 500.00 and/or one years’ imprisonunent as well as civil penalties in the form of a STOP
WORK. ORDER andia ﬁne of $100.00 a day against me. ] understand that a copy of this statement may be
forwarded to the Ofﬁce of Investigations of the DIA for coverage verification.

I do hereby certify unHer the p y genal fury that the information provided abgyé is ﬂ7e and correct.
us/@

‘?,:;
Signature: oo Q‘ﬂ _ Date:

Print Name:; Gerald R. Challle _

Offic il use only. Do not write in this area. To be completed By city er fown offi czal.

City or Town: N Permit/License #: U] Board of Health
Building Depariment %J
City/Town Clerk i
X Licensing Board %}
< Selecfmen ’s Office

. Contact Person: Phone #: COtler



_ C1ty of Somerville, Massachusetts
Fmance Department, T reasury ‘Division

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

CERTIFICATE OF GOOD STANDING

Exact name of taxpayer/applicant’s business: Green Cab Co, Inc.

Address of taxpayér/applicant’s business in Somerville: 660 Windsor Place

Address of taxpayer/applicant’s home in Somerville:

Taxpayer/applicant’s phone: day: __(617) 628-2222 evening:(617) 628-6666

I, (print name) Gerald R. Chaille ' , 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 1s current on said agreement.

SIGNED UNDER THE PAINS AND PENALTIES OF PERJURY thls 12¢th  day of

Méy .20 11 LR Lindl
i (Taxpayer § signature)

CITY’S ACKNOWLEDGEMENT

DATE OF ISSUKN CE: INCLUDES RELEVANT POSTINGS THROUGH:

TAXES AND AC?IOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

[] Real Estate } ClWater/Sewer L] Personal Property [l Other:
I N J vyl 200 ~
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NOTES: VX

CLERK’S INITIALS: /f ORIGINAL STAMP:
SOMERVILLE CITY HALL » 93 HIGHLAND AVENUE # SOMERVILLE MASSACHUSETTS 02143

(617)625-6600 EXT. 3500« TTY: (866) 808-4851 « Fax: (617) 666-9682
WWW. SOMER VILLEMA.GOV



