APPLICATION FOR EX{TENDED PPRIBATING HOURS
Application Fee_$500.00 ITY CLERK'S oFPIRETY CLERK’S,OFFICE ONLY
O VR VIL e Reconde /O -
Date c;'f?f! i d Amount Paid f‘_‘f)ﬁ g&/ akﬁ? i 33]
23: New Application

_Renewing Application with Additions or Changes
___Renewing Application with NO Additions or Changes

Business Name: -3 T T\:Hﬂ’} [« Phone: Q—ﬁ ‘7 ) (p o 5~ 93 é fp
Business DBA Name (if applicable): G‘ 0\ c:i S G\/v’h

Address with Zip Code: i"f MCCFG\"'L\ ‘H‘bﬁ’ ’V yD{MQf\/. \LﬁL A4 @Qf C‘f’;
Tax Identification Number: C‘D‘;‘:}Q,SS §> { 5 Check one: 7SSN ~ FEIN

Mailing Name (where we should send correspondence to):__SCyn€ (S C%b 00 ot

Address with Zip Code:

Property Owner Name:Rlecq,Q_(ncu Centeny _. Phone: é(} W) ) gD RIPESY,
i { ’ A

Address with Zip Code:_} ¥ 1e81Va Uz 3‘% i 9’5 P!
Attn: Ot mmf,way !

Emergency Contact 1:__YONG 8 lV! Crap 30 Phone: 75) / 3 (0 Cﬂ f/; / (Il
Emergency Contact 2: R @LC{/IO(C\ Aﬂ{j@_ﬂﬁ 0{6.. Phone:7 76/ ‘A Q?f) S 3@9

Type of Business (Check one): ~ Sole Proprietor _ Partnership (inc. LLP)  Trust
XCorporation (inc. LLC)  Other

IF A SOLE PROPRIETOR:

Owner’s Name; Iﬂ(laﬂ mﬁ\/ ﬁ@ﬂﬁﬁ mﬁmﬁ&m CO OMW)
Address with Zip Code: 770 é ore & 537 CG\ Mb(laz*)lﬁ. MA Co fY/

IFA PARTNERSHIP TRUST OR CORPORATION (Attach addmonal sheets as needed)

Partner’s’/Member’s/President’s Name: fkﬁ@ﬂ ﬂ/f SV L 6(7 ’—W)/)O(_\ m7h %ﬁ’?/ J e
Address with Zip Code:_{ 70 Gore. & #/ Cambrid g2 MMB= @ij/

Partner’s/Member’s/ Secretary’s Name: [
25—
Address with Zip Code: =%
. 7 D

Partner’s/Member’s/Treasurer’s Name:__ A1 An) VG L2
Address with Zip Code: SGre Ao Ghoad 3 ;

3
Qﬁ



Extended hours requested (mciude hours of operation and days of week) cQ &/ /7 o (/ f OW Z4 77 07//
Dopased Nadna Nlonda Open o Shna) £ G| (alme. 61—}‘/0

«Sathch /Juoé{cu/ VhAn, - 7pm

Type of business 6 >/M

Length of time at this location / é’ 'ﬁ / 7A| }/ eay)

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 pw the City of Somerville.
Signature of Applicant: /57’ Date: }/ / // /
Print Name: ﬁ{qn Vdd, O\:/W Phone@gwgé o

POLICE DEPT. (for new applicants or applicants further extending their hours):

The Chlef of Pglice recommends that the application be —Zifvéﬂ#—_s Pﬁf B (D

Approved i
d.‘mﬂ- of /ol e

Signature: q Name and Title: 0%}5’ / 2ol




February 11, 2011

Dear City Official:

Attached is a request to extend the operating hours for Gold’s Gym Somerville. Although this is classified
as a “new application”, the gym was granted a license, which has since expired, for 24 hour operation
several years ago.

For over 16 years the gym has been owned and/or managed by lonas Thompson as well as a new co-
owner named Alan May. We have an exceptional history of serving members from the Somerville
community.

We look forward to continually offering the greater Somerville community the facility and services so
that they can achieve their fitness goals.

Regards,

President

Gold’s Gym Somerville, MA
[4 McGrath Hwy, Somerville, MA 02143
phone 617-625-9566 fax 617.625-4167
www.goldsgymsomerville.com

A Franchisee of Gold's Gym Franchising, LLC



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.

TT Bidness dboa Gdad's Gy

#Signature of Individual or Corporate Name (Mandatory)  *

Yo,

By: Corporate Officer (M%atory, i’ a corporation)

O Y3255 PS5
**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 Massachusetis 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. ¢. 62C s. 49A.




ch

City of Somerville, Massachusetts
Finance Department, Treasury Division

WARNING: TREASURY NEEDS FIVE BUSINESS DAYS TO PROCESS THIS FORM.

CERTIFICATE OF GOOD STANDING
SN - . {
Exact name of taxpayer/applicant’s business: D1 it &}ﬁ(ibﬂ G@iCQ 3 G:{f‘-ﬂ

Address of taxpayer/apphcant s business in Somerville: &4 3 Q 5 5 X ] b 2
esS 2l MeGroth Hro ouling QA

Address of taxpayer/applicant’s home in Somerville: e

~
Taxpayer/applicant’s phone: day.{% {17 ) 17335-"‘ ZO%evening: Jame ot I 15

I, (print name) A’l aN M Qs , the undersigned Taxpayer, do
hereby certify thaf all the mformaﬂoﬁ’ contained herein is true and correct and all taxes and fees

due the City have been paid or that the Taxpayer has entered info an agreement to pay all taxes
and fees and is current on said agreement.

SIGNED UNDER THE PAINS AND PENALTIES OF PERJURY, this 2 ) day of

jand@f‘}_ 2000 . Iy

{Taxpayer’s %Tgnature)

CITY’S ACKNOWLEDGEMENT

DATE OF ISSUANCE: INCLUDES RELEVANT POSTINGS THROUGH:

TAXES AND ACCOUNT NUMBER(S) INCLUDED IN CERTIFICATE:

{ 1 Real Estate O Water/Sewer L1 Personal Property ] Other: ____
OLORS190  AUSHW 00510 -

NOTES:

CLERK’S INITTALS: % ORIGINAL STAMP:

SomERVILLE C1Ty HALL e 93 HIGHLAND AVENUE ® SOMERVILLE MASSACHUSETTS §2143
{617) 625-6600 ExT. 3500 ¢ TTY: (8660} 808-4831 & FAX: (617) 666-968
WWW SOMERVILLEMA.GOV




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

Workers’ Compensation Insurance Affidavif - General Businesses

Applicant information:

Name: /:ST Ft ‘5'}’? €5y é? L)A’ 60‘ Cﬁ ‘,S @}/Q/Q
Address: 14 MC 6(-@:”/\ Mi{j . .
civ: Someruille State: pAA Zipr O RJG 2 hone # @!’?)6&5‘* vAYAYZ,

E{am an employer with 5 employees  Business Type:
(futl and/or part time),
1 am a sole proprietor or partnership and have no
cmployees.
We are a corporation that has exercised our right of
exemption per ¢152 s1(4}), and have no employees.

[] We are a nonprofit organization staffed by
voelunteers and have no employees.

Retail

Restavrant/Bar/Eating Establishment
Office and/or Sales (real cstate. auto, elc.)
Nonprofit

Entertainment

Manutacturing

Heaith Care

Other e }J nn

CE I L]

Waorkers® compensation insurance information (if applicable):

insurance Company Name: Th 2 !-iar'\'—ccﬁ‘rcg

address: -3, Doy 2567

ciy: Harterd stte: CT 7ip0lol0Y phone #: ¥ OO

policy #: OSWECGO50OHE Expiration Date: 1} EQI ! i

Anplicant certification:

Failure to secure coverage as required under Section 25A of MGL 132 can lead to the imposition ol criminal
penaltics of a fine up to $1,500.00 and/or one years” imprisonment as weil as civil penalties in the {orm of a STOP
WORK ORDER and 2 fine of $100.00 a day against me. [ understand thal a copy of this siatement may be
forwarded to the Office of Investigations of the DA for coverage verification.

b do hereby certify under the paips and penaltics of perjury that the information provided above is true and correct.

Signature; //) 41 7 - Date; %/fl //ii

Print Name: ’ﬁ'i,ﬂ-!'m/ f/z/)d { /

7

T

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

City or Town: Permit/License #: (| Board of Health
U] Building Department
U Cinp/Town Clerk

U] Licensing Board

L] Selectmen’s Office

= Contact Person: Phone #: [lother

(revised Jan. 2008)



