APPLICATION FOR A LODGING HOUSE LICENSE

Application Fee_$550.00 FOR CITY CLERK’S OFFICE ONLY

P . Date Recorded £ ; ==

Date ?/ &)} [ 3 Amount Paid L <

' woE ) i

__New Application < - B

__Renewing Application with Additions or Changes : }: T

_KRenewing Application with NO Additions or Changes I
‘_J

Business (DBA) Name: UO Son H'UUKQ TU% DN 'UPK’%one 6 [{- 6;2 Vs ﬂ}ﬂ
Business Location (with Zip Code): ‘B é CO "15 ST— SD’W(‘UI / / P M @ O 2 i L,f(?[

Applicant’s Legal Name: T@ US-‘GQ? DJ(J Tv P"‘rﬁ UN‘\K’f S i“( “/
Applicant’s Address (with Zip Code): l"ﬁﬁm‘]’lﬁ Seruce S0 8@3{'01\) istUQ m Pb&" (i’, ﬂ%l O’i ASS
Applicant’s Email Address: JAVA « ﬁ"\)dw" vs € -{"U'pﬁ Q(E

Applicant’s Federal Employer Identification Number: Oq [ O 36 Su”
Mailing Name (where we should send correspondence to): | L/Hg ON e S\(‘{"V [’H{\l ) ')1 o S?Q (wices

Mailing Address (with Zip Code): C;QO QCS‘U\) M m\.,é “léﬂd mg' C ;USS
_Dﬁ’t\/ﬁ)f M{\US Phone: 6 (79 1= ?WQ
TU('ﬁ WW’S&}/ Poi‘Ce Gl? -6 «17 B g uf@
Type of Business (Check one): __Sole Proprietor ~ __Partnership (inc. LLP) _ﬁms’c
__Corporation (inc. LLC)  __Other

Emergency Contact:

IF A SOLE PROPRIETOR: -
 Owner’s Name:

Address with Zip Code:
IF A PARTNERSHIP, TRUST OR CORPORATION (Attach additional sheets as needed):

Partner’s/Member’s/President’s Name: Pﬁkﬂmk\/ W(" WwAC

Address with Zip Code: | O‘(&@ UN\L?P{CE“T\/ g{"}} IDL’F }"!'ﬁ'f(' med HM Mﬁo&]g

Partner’s/Member’s/Secretary’s Name DAU rf‘i/UOﬂ ¢

Address with Zip Code: Tu HS Umvem*w @cr HU ) H’f’)’“ }M@C”Uf({{ mf{'} O (SS

Partner’s/Member’s/Treasurer’s Name: Th e’YﬁE)% MC CU

Address with Zip Code: Tﬁg }(Gq? HO [fﬂ)é Sr{ 57 1241 ﬂ@N}M?/ Wﬁ 02( LE




Caf}amﬁ Hou se Lcaccal‘iO/\, W EW”U'HDZMI}{U

Number of residents at this lodging house: L{CT

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 prescribed by momeﬂﬂle.

Signature of Applicant: @W‘«V&/ - We @@hDate: 7}) Q’)’) r:))

Print Name: M (‘px @ﬂOd {0S @l&)ﬁ Phone:_(n] 7621 "m i

Obtain the signatures below before submitting this form to the City Clerk for consideration by
the Board of Aldermen.

4?7\'7; %7@111}(1/])&% "7/ Z, !‘7/2 )" ﬁppr%e;vi/eg? D?teyf-\/ A

Police Chief orfPesignee Chief Fire Engineer or Designee \/

App oved” y Dended, Date(f? @i{("z LAmved Deniic,iﬂg%te ég "'QQ -3
\ in @\n

Highw@, Lights & T/ines Sup’t or Designee Building Inspgctor‘@f Designee

o ied D ’E 54T
'ié%?l}/ gﬂr A '

~Health Inspector or Designee




City of Somerville, 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: UO:\SOAJ fIrWS e~ -—R/‘PJ(‘% DN(\K’&:‘FY
Addross of taxpayer/applicant’s business in Somerville: 13 0RITS St Semared ‘@,, N caus
Address of taxpayer/applicant’s home in Somerville: FACUH e ttces SO Beslan) Fhe. Med M’CQ‘;\)SC
Thrpayerhoplicantls phonsrdays__ (ol 1oL ”qugeyening: 7 6d7-302

I, (print name) DW@[ D Qﬂ)ﬁ&\)g @the undersigned Taxpayer, do
in 1s

hereby certify that all the information contained here e 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 PERJURY, this Q? E-O_ day of
Dol 20 3. @«ﬂ@,@ om @_@g@@b

(Taxpayer’s signature)

CITY’S ACKNOWLEDGEMENT

DATE OF ISSUANCE: INCLUDES RELEVANT POSTINGS THROUGH:
TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:
Afﬁ: Mwer [J Personal Property O Other: ____
Q97 $31Co s 33l # "
NOTES: e
CLERK’S INITIALS: __ () ORIGINAL STAMP: G-

— N

SOMERVILLE CITY HALL e 93 HIGHLAND AVENUE e SOMERVILLE MASSACHUSETTS 02143
(617) 625-6600 EXT. 3500 ¢ TTY:: (866) 808-4851 o FaX: (617) 666-9682
WWW.SOMERVILLEMA.GOV

/0517~ 518¢%




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.

Teslees of ToPbs alloge vba Tofis Owiversidy
*Signature of Individual or 070 ate N (Mandatory) ’

(Colog— / f{ / ;
By: Cor;ér/afe. Ofﬁ},{er (Mandatory, if a corporation)

O4-203c34

*#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. c. 62C s. 49A.




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

Workers’ Compensation Insurance Affidavit - General Businesses

Applicant information:
Name: TRUSTRES, af TUPTS COMEGE § [(UAnoT Hiel TRIPERVLTS e

Address: [ é? [0l AN D ST RE=T

Cityy SO ERQUicl & State: A A~ Zip: O2J ¢/ Phone #: {7 - G2F 35 3/
am an employer with % <jCCemployees Business Type:|_| Retail
(full and/or part time). Restaurant/Bat/Eating Establishment
[T am a sole proprietor or partnership and have no Office and/or Sales (real estate, auto, etc.)
employees. onprofit (U MNILETERS
[] We are a corporation that has exercised our right of tertainment
exemption per c152 s1(4), and have no employees. Manufacturing
[C] We are a nonprofit organization staffed by Health Care
volunteers and have no employees. Other

Workers’ compensation insurance information (if applicable):

Insurance Company Name; A/ ELU ’Vﬁ[«‘-’.k M RE T SEAIERFC TP SURANCE S
Address: PO Lo RAA 727

City: O LA M Cf ;-“r/ State: OH4  zip: Z 317 Phone #: YOS - 5t/ 0 — rx}%y
Policys: WC RO 3 27F OOOC3 Expiration Date: 7 // /9«0//"—/

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. I 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 under the pains and penalties of perjury that the information provided above is true and correct.
Signature: ﬁj-— >( A - Date: 7' / = V/ A0/ S
Print Name: o2 E7 /A U/{é@

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 Department |
City/Town Clerk 1
Licensing Board
Selectmen’s Office

', Contact Person: Phone #: Other

(revsed Tan 08) ———



