Y TARLES
{4 CNAINts

APPLICATION FOR OUTDOOR SEATING, GOODS
OR OTHER PROPERTY ON CITY SIDEWALKS

Application Fee_$150.00 FOR CITY CLERK’S OFFICE ONLY
\ Date Recorded_ B~ 22~ HAo/¢
Amount Paid ﬂf,_g‘/- 27

Ci 3 FLY

___ New Application

___Renewing Application with Additions or Changes
/ Renewing Application with NO Additions or Changes

Business Name: g@Uﬁd/@) {"65 Phone: (ﬁ’ ﬁ, q (1)7/% 8%3 8

Business DBA Name (if applicable): } K—!/V:} Uﬁ’/ﬁ{ J/m C
Address with Zip Code:__ "} oY -s A L ox
Tax Identification Number: 237\ ! \ q %({’/ s Check one:  SSN X FEIN
Mailing Name (where we should send correspondence to) %O f\,@\«t% ‘s B
Address with Zip Code:_ 1 0 L % O C\d G\JOLJ»/& ffl |
Property Owner Name: ?\-%Q/&Q@AF m Cr 7 Ca Phone (pt1 g 83 g
Address with Zip Code:_ { 1 =2 e 4 4= ey T e Q’(./‘*Q Do MGSS

oz &/(76
Emergency Contact 1: %Lki 53‘?{ VV\HF e C; Phone: (OLPZ Y7 ZO?

/Arione:__ 1% ! ZQOQS®3

Emergency Contact 2: O a hin

Type of Business (Check one): L/Qa Proprictor __Partnership (inc. LLP) _ Trust
__Corporation (inc. LLC) _ Other

IF A SOLE PROPRIETOR:
Owner’s Name: U(}; SIK[EYT Y (¢ KO\

Address with Zip Cote, 1 %&M ST QL S[omema, 62U
IF A PARTNERSHIP, TRUST OR CORPORATION (Attach additional sheets as needéd):
Partner’s/Member’s/President’s Name:

Address with Zip Code:

Partner’s/Member’s/Secretary’s Name:

Address with Zip Code:

Partner’s/Membet’ s/ Treasurer’s Name: -
Address with Zip Code:

Y V] g 2:3‘?%f 0ibf

]



Detailed description of the request, including the proposed quantity and location of the seating,

goods or other property to be placed on the public way. Attach a sketch.

RELEASE AND INDEMNITY AGREEMENT TO ENCUMBER A PUBLIC WAY

I, the undersigned Applicant or Duly Authorized Agent, hereby agree to release, discharge and
hold harmless, the City of Somerville, a municipal corporation of the Commonwealth of
Massachusetts, and its officers, employees, agents and servants from all actions, causes of action,
claims, demands, damages, costs, loss of services, expenses and compensation associated with

the undersigned’s use ofghe public w: VK cnbed herein.
Date: %—(Q(; v i O

Signature of Applicant:

FOR NEW APPLICATIONS AND RENEWALS MAKING CHANGES THIS YEAR:
y

INSPECTEHNAL SERVICES DEPT AP R

Approval 4 :

“.\_J\-)!\./

ted not to exceed
Approval granted not to exceed

Additional p "3 ditions

Signature:




il

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 %‘j&cﬂbed by the w m
Signature of Applicant: \\J\)\J\\J \} Date: Sﬂ lf . [ O
prniName:_(_Jossed pVorzey Phone:_(pl 7 L2 RR DT

OTHER CONDITIONS
1. This permit is issued annually and is valid from May 1 through April 30 of the following year.

2. The Applicant agrees to submit a City and County Licenses and Permits Bond in the amount
of $5,000, or a current Certificate of Insurance listing the City of Somerville as an Additional
Insured on the business liability insurance in a form satisfactory to the City before the Permit
will be issued.

3. For outdoor seating,

a. The Applicant agrees to install a containment system, which is satisfactory to the City,
around the periphery of the outdoor seating area in order to delineate and separate the
proposed use from the public sidewalk.

b. The Applicant agrees to close all outdoor seating no later than 10:00 PM.

c. The Applicant acknowledges that the service of alcohol in the outdoor seating area is
prohibited and may result in criminal and/or civil sanctions.

d. The Applicant agrees to the placement and regular maintenance of a trash receptacle on
the sidewalk in front of the business in order to minimize extra litter associated with
outdoor seating.

4. For goods and property placed on the way exclusive of outdoor seating,
a. The Applicant agrees to remove all goods and other property from the public way no later
than 9:00 PM.

5.

Signature of Applicant: %m%\]&%ﬁDate: .2\ O
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CERTIFICATE OF LIABILITY INSURANCE

DATE {MM/DDIYYYY}
3/24/2010

PRODUCER (7B1) 396-4985 FAX:

Bates Insurance Agency

{781) 395-9454

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
OMLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR

92 High B5t., Suite Bl ALTER THE COVERAGE AFFORDED BY THE POL!CIES BELOW.
Medford MA 02155 INSURERS AFFORDING COVERAGE : NAIC #
INSURED INSURER A- State National Insurance ’ o
Fakheouri Inc, DBA: Soundbites INSHRER B: ) __
704 Broadway INSURER G: i

INSURER D E
Soperville Ma 02144 INSURER E: :
COVERAGES

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 DQCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE MAY BE ISSUED OR
MAY PERTAIN, THE INSURANGE AFFORDED BY THE POLICIES DESCRIBED HEREIN 18 SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS OF SUCH
POLICIES. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

OFFICER/MEMBER EXCLUD)
{Mandatory ia NH)

¥ ves, describe under
SPECIAL PROVISIONS beiow

jl&sgi ﬂ?ﬁﬁ e FOLIGY NUMBER POLIG‘( EFFECTIVE Pgrflcv EXPIRATION LTS
GENERAL LtABILITY EAGH DCCURRENCE H 1,000,000
— DAMAGE TO RENTED
X | COMMERCIAL GENERAL LIABILITY PREMISES (Ea cecurrence) | § 100,000
A | X |cuws MADE | X | OCCUR [RCBZLUOQ'?I—DQ 3/22/2010 |3/22/2011 |MEDEXP(Anyanepersoe) | § 5,000
PERSONAL &ADVINJURY {§ 1,000,000
. GENERAL AGGREGATE '8 2,000,000
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/IOPAGE _ § 2,000,000
X|rowey] BE  lioc
{ AUTOMOBILE LIABILITY i COMBINED SINGLE LIMIT ~ ¢
ANY BUTO H (Ea accident)
AEL OWNED AUTOS : BODILY INJURY ’ 3
|___i SCHEDULED AUTOS O ) e e e
|| HIRED AUYOS BODILY IJURY 3
NON-OWNED AUTOS (Per accident)
L PROPERTY DAMAGE '3
{Per accident} .
 GARAGE LIABILITY AUTO ONLY - EA AGCIDENT ' § o
ANY AUTO OTHERTHAN ~ ERACC 3 -
AUTO ONLY: AGE §
| EXCESS / UMBRELLA LIABILITY EACH OCCURRENCE § ]
OCCUR i l CLAIMS MADE AGGREGATE 5
s — - -
| oeoucrimie .
| RetenTION 8 | ”
WORKERS COMPENSATION : W STATU- i(}TH--
AND EMPLOYERS' LIABILITY f._LER
ANY PROFRiETORiPARTNER!EXECUTEVE E.L. EACH ACCIDENT i

E.L. DISEASE - EA EMPLOYEE $

E.L. DISEASE - POLICY LIMIT | §

OTHER

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES / EXCLUSIONS ADDED BY ENDORSEMENT / SPECIAL PROVISIONS
City of Semervilie is listed as additional insured

CERTIFICATE HOLDER

CANCELLATION

City of Somerville
93 Highland Ave
Somerville, MA 02143

SHOULD ANY OF THE ABOVE DESGRIBEE POILICIES BE EANCELL ED BEFORE THE EXPIRATION
DATE THEREDF, THE ISSUING INSURER WILL ENDEAVOR To maiw 10 pays wrirren
NOTIGE TO THE GERTIFICATE HOLDER NAMED TO THE LEFT, BUT FAILURE TO DO SO SHALL
HAPOSE NO OBLIGATION OR LIABILITY OF ANY XIND UPCN THE INSURER, ITS AGENTS DR

AUTHORIZED REPRESENTATIVE
Joan Bates/BIN

I e

REPRESENTATIVES.
Lo 7
’;}ékZW A5

ACORD 25 (2009/01}
INSG25 (200001)

2000/2000

© 1988-2008 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD

goueJaNSU] soleyg

yer64e68T8L  XVA FVITT 0T08/¥G/€0



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

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

*‘&Uma wi Linc ool Q S

*Signature of Individual or

L\ \ e I o~ i

Byorate Officer (Mandéﬁory, if a corporation)

A28 AYYY

**Social Security Number (Voluntary) or Federal Idenuﬁcatlon 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. c. 62C s. 49A.




City of Somervilie, 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: SO 2 AOL% ] ‘I'Cg
Address of taxpayer/applicant’s business in Somerville: +0 Lf ?‘% v O OLO{WM
Address of taxpayer/applicant’s home in Somerville: ,__. \ L % 6Tm‘€, M
Taxpayer/applicant’.s phone: day: (0 (1l 2% SS%Venjng: (o (3 T+ (o C ‘8 %
i, (print name) u& 868( wue 'Z,Q\ , the undersigned Taxpayer, do
hereby certify that a¥l the information contained Rerein 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 is current on said agreement.

SIGNED UNDER THE PAINS AND PENALTIES OF PERJURY, this 7. | day of

YO N 20 01). (\\M /(U T

(Taxpayer s stenature)

CITY’S ACKNOWLEDGEMENT

DATE OF ISSUANCE: INCLUDES RELEVANT POSTINGS THROUGH:

TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

[1 Real Eétate [ I1Water/Sewer [1 Personal Property [ Other: ___
U0 - #3000 4 o
NOTES:

CLERK’S INITTIALS: Z,/ /6\ ORIGINAL STAMP:

SOMERVILLE CITY HALL # 93 HIGHLAND AVENUE * SOMERVILLE MASSACHUSETTS 02143 '
(617) 625-6600 EXT. 3500 « TTY: (866) 808-4851 e Fax: (617) 666-9682 ""Q.(} .,[ 0
WWW.SOMERVILLEMA.GOV



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

Workers’ Compensation Insurance Affidavit - General Businesses

Applicant information:

Name: SO0 NC %{‘LE.S

Address:  LOH @FO OLO’\MGJ—’}’

City / ornverdille o WO g QU phonet: (01T (22.3 B33 F

1 am an employer with {7~ employees Business Type:[_] Retail
{(full and/or part time). | JRestaurant/Bar/Eating Establishment
] T 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 staffed by || Health Care
volunteers and have no employees. || Other

Workers® compensaiion insiraace information (if applicable}:

Insurance Company Name: EX}}L’L% iﬁ:"\gkju’“ &V\C"@ ( NS

Addresss. ) 2 HAgiA S Swile B~ 1( i 4

CitV‘i M%B'Cf)f 0& State: UWNCA_ ZiptD 7 Lg gPhone # ] ?l 5GLCP C—(cf%js
Policy #: A’ w c 702:22’? %Gi Z-O{ O Expiration Date: q - [ _'-ZO//

Applicant certification:

Failure to secure coverage as required 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 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. ] understand that a copy of this statement may be
forwarded to the Office of Investigations of the DIA for coverage verification.

I do hereby drtify under the paing and penalties of perjury that the information provided above is true and correct.
Signature: g j@“ S M@r ~ Dater 3 2.0 (O

Print Name: E\ }qgﬁﬁv" vyvuey 2 S

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

City or Town: Permit/License #: ] Board of Health

| Building Departrizen

L] City/Town Clerk
Licensing Board
Selectmen’s Office

Contact Person : [ 10ther

(revised Jan. 2008)



NOTICE
TO
EMPLOYEES

NOTICE
TO
EMPLOYEES

he Commonwealth of Massachusetts
DEPARTMENT OF INDUSTRIAL ACCIDENTS

600 Washington Street, Boston, Massachusetts 92111
617-727-4900
its General Law, Chapter 152, Sections 21,22 & 30, this will give you

As required by Massachuse /
notice that I(we) have provided for payment to our injured employees under the above mentioned

chapter by insuring with:

ASSQCIATED lNDUSTPd_ES OF MASSACHUSETTS MUTUAL INSURANCE COMPANY
NAME OF INSURANCE COMPANY

54 THIRD AVENUE, P.O. BOX 4070, BURLINGTON, MA Ot 803-0970
ADDRESS OF INSURANCE COMPANY

04/01/2010 - o4/01/2011

AWC 7022283012010 :
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 In¢ 704 Broadway somerville, MA 02144
EMPLOYER ADDRESS
02/16/2010
DATE

IPTOYER'S WORKERS COMPENSATION OFFICER (IF ATY)
| MEDICAL TREATMENT

The above named insurer is required in cases of personal injuries arising oot 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.
Th:; reasona‘k;:e cost of :i:; services provided by the treating physician will be paid by the insurer, if ¢he treatment is necessary
and reasonably conpected to the work related injury. In cases requiria hospiizl attention, employe i

the insurer has arranged fox such attention at the ghose T, CIpIOyees are hereby motified that

NEAREST AND BEST MEDICAL FAGILITY
NAME OF HOSPITAL ADDRESS

TN R’RE POSTED BY EMPLOYER



