APPLICATION FOR A LODGING HOUSE LICENSE

Application Fee_$550.00 FOR CITY CLERK’S OFFICE ONLY

f l . Date Recorded = =
Date 7{ a? | [ 3 Amount Paid b =
__New Application : o =
e i r~
___Renewing Application with Additions or Changes i o =

‘K Renewing Application with NO Additions or Changes _ 2 i
- 0o

Business (DBA) Name: R\Q‘ﬂﬂ&[ S"GM HQCZBL T'-”% &TW{‘(Y Phone: / [ 7”@2? ?%?4
Business Location (with Zip Code): A O‘)Q’So SS ’ﬁ)od) SDM E’/’Ul &‘ wﬁ oAl Wy‘
Applicant’s Legal Name: } Rux- k’€§ of ul(‘\!fs [)NNQ:F sty
Applicant’s Address (with Zip Code): Ffzk' )\‘H?Q S\Q fpices 59&@ Eiﬂ‘b iﬁje m{{% M r} @9\
Applicant’s Email Address: ’tﬁwﬁq ﬂIOC!s"US (& '?Ld% { Pd J
Applicant’s Federal Employer Identification Number: @ V 2 O 3@ 3 [f
Mailing Name (where we should send correspondence to): 1L’PB {j\li vers ﬂl?‘ }' A4CiH / I‘TL{@S Ef‘ vices
Mailing Address (with Zip Code): g ﬁ@ FBDS'ECN ﬂ"Q )/H( C/‘CY‘(J ) )1¢/’1L &) } qg

Emergency Contact: 2}2 7/ %jﬂf‘() S Phone 617@037 3 ?9,2
ldﬁ‘s Uiversify 1}%, Jece CIi7-627-3030

Type of Business (Check one): __Sole Proprietor __Partnership (inc. LLP) XTrust
__Corporation (inc. LLC)  _ Other

IF A SOLE PROPRIETOR:
Owner’s Néme:
Address with Zip Code:
IF A PARTNERSHIP, TRUST OR CORPORATION (Attach additional sheets as needed):
Partner’s/Member’s/President’s Name: AMJ(\\UM ~/ NewnCo

Address with Zip Code;___—Tuts Chiwessity Bailor Hidl )’ch%d WA ks

Partner’s/Member’s/Secretary’s Name: pﬁ‘\ﬁ‘ IR [W M@,

Address with Zip Code: lu\af\ UN"\QJ“Sd'Y p)(,’?\« F(JH’W’ ! m&i“@‘d m(r‘} Ol[gS

Partner’s/Member’s/Treasurer’s Name: ThUMﬁ‘S MQG)UF“{V

Address with Zip Code:____TDB 16T | Hollod St EWUEIE,-MF} CANS




ulb, 1Y caris

: Y ;
LQ(‘J‘? 19 HGUS@ Lo cc\_‘HO/\, w‘S D 01
Number of residents at this lodging house: L+ 1

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 preseribed by tﬁte)c’ of iomervi_}le. ) '
Signature of Applicant: WG (i (Jr\@:ex\il‘}ﬁ)ate: 7) QE{) i 2
Print Name: PD(N;A D AL\H.(‘G D) @?Qf@ Phone: @li@ 114 ?q@&

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

;A/pprov&%_ Deniéd Date 7/ 'ZS’Z/ 4 _/A roved _ Denjed , Date §~/t-r3
W f v i Aot

Police CHielor Designee Chief Fire Engineer or Désignee
W&i Date 512 Jo (13 Wovcd __Denied Date & -10-13

Hig@ys, Liglﬁ‘s‘ﬁ Lines Sup’t or Designee Building Inspectgr or Designee

e . =
pprove De e ;‘55 éi
(b [ —

Z
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 taxpayet/applicant’s business: p\tiflﬁilckm, H‘D@SE *”-ﬁ'} ONWQ{W"{’V
Address of taxpayer/applicant’s business in Somerville: 28 %07%8‘3‘0(8 p@d J%[“@ M@ 0&2 Lf‘¢

Address of taxpayer/applicant’s home in Somerville: Pl [ifies S@D‘KES 5% gﬁh}«) ﬂl’e WA %CL M? s
; : O

Taxpayer/applicant’s phone: day: 6 7 _6 Q?gmevening: 6[ 7 "6;)7 BQ_}%)

I, (print name) ‘Dﬁ‘f\/ﬁ P pf \}Aﬁ“@ ¢ ﬂ@}@/\ the undersigned Taxpayer, do

hereby certify that all the information contained hefein 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 OF PERJURY, this :l § day of

i J\?( 20 14 @A«m p %ﬁm @6@)7(\

(Taxpayer’s szgnature)

CITY’S ACKNOWLEDGEMENT

DATE OF ISSUANCE: f INCLUDES RELEVANT POSTINGS THROUGH:
VCCOUNT WCLUDED IN CERTIFICATE:

eal Estate ater/Sewer O Personal Property O Other: ___
4 497 44/0 s 33|Sw |  # #

NOTES: 1 by >

CLERK’S INITIALS: @ ORIGINAL STAMP: S {&j 3

g D SOMERVILLE CITY HALL e 93 HIGHLAND AVENUE ¢ SOMERVILLE MASSACHUSETTS 02143
V\-l ﬂ'? (617) 625-6600 EXT. 3500 » TTY: (866) 808-4851 o FAX: (617) 666-9682
WWW.SOMERVILLEMA.GOV



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.

TRestees of \}\Dh (o l@o@ Q/bm 757075 Oi\’ftf?/‘SﬂL\/

*Signature of Individual or C7po ate Nazfie/(Mandatory)
(o / [{ M

By: Co@’gc. Ofﬁf!er (Mandatory, if a corporation)

OY4-=2103c34%

*#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 obhgatlons 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. ¢. 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: TRUSTE=S, o/ TUPTS COLEGE ¥ (UhA(NnoT Hicl TRIFSRVZETS Zpjc

§ v
Address [0F  [foccanp  STREET

cit. SOMERVicL E State: /A~ Zip: OR] Y Phonet: /7 - b27 =358/
ﬁ(mﬂn an employer with & <CCemployees 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. onprofit (LU MNIVETERS
[[] We are a corporation that has exercised our right of tertainment /77
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 IE/(?{%.K Mg nE H SETIERIC TP SURANCE oM Vs =
Address: 700 0K RAXAZZYE

City: OKLLA (TG g 7"7’/ State: Ok Zip: £ 31 phone #: YOS = K4/ 0 = f’"k)«?y
Policys: MWC RO 3 7P OOO¢3 Expiration Date: % // /A0/ ;/

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: ﬁfjf__ > ¢ W Date: ;Z,/ = 7// Ad/ S
Print Name: gﬁﬁ Mdfqlﬁ//

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 b
Licensing Board
Selectmen’s Office
Other

. Contact Person: Phone #:

(reed il -_ —



