BOARD OF HEALTEE

TOWN OF FOXBOROUGH

MASSACHUSETTS 02035

40 SOUTH STREET
www.foxboroughma.gov Tel. (508) 543-1207
Fax (508) 543-6278

TOBACCO SALES PERMIT APPLICATION
ALL INFORMATION ON THIS FORM MUST BE FILLED OUT IN ITS ENTIRETY
MAKE CHECKS PAYABLE TO THE TOWN OF FOXBORQUGH. PERMIT EXPIRES 12/31
(Application must be submitted at least 30 days before the planned opening/renewal date.)
(If less than 30 days a $200 Late Fee will be charged)
ABSOLUTELY NO REFUNDS OR TRANSFER OF FUNDS

BHP- PERMIT FEE: $100
DATE REC’D PERMIT 1/1 - 12/31
CHECK #

DBA BUSINESS NAME:

BUSINESS EMAIL:

BUSINESS ADDRESS:

MAILING ADDRESS (if different)

BUSINESS TELEPHONE #:

NAME OF OWNER:

OWNER’S HOME ADDRESS:

OWNER’S PERSONAL TELEPHONE #:

OWNER’S PERSONAL E-MAIL:

OWNER’S/APPLICANT’S DOB:

OWNER/APPLICANT’S SOC. SECURITY #:

0 MASSACHUSETTS DEPT. OF REVENUE (DOR) LICENSE NUMBER: (MUST
ATTACH A COPY OF LICENSE)

TYPE OF SALE:
O OVER THE COUNTER O OTHER METHOD

1 THE UNDERSIGNED HAVE OBTAINED AND REVIEWED THE FOXBOROUGH BOARD OF HEALTH
REGULATIONS AFFECTING SMOKING PURSUANT TO AUTHORITY GRANTED UNDER M.G.L. c.111,
SECTION 31.

[ THE UNDERSIGNED CERTIFY UNDER THE PENALITIES OF PERJURY THAT THE APPLICANT HAS
FILED ALL STATE AND LOCAL TAX RETURNS AND PAID ALL STATE AND LOCAL TAXES AS
REQUIRED BY LAW (MGL CH. 62c Sec. 49A)

APPLICANT’S NAME (PLEASE PRINT)

NAME/TITLE OF APPLICANT SIGNATURE DATE
Z013)



The Commonwealth of Massachusetts
Department of Industrial Accidenis

Office of Investigations
600 Washington Street
Bostor, MA 02111
WWH. FRASS. gov/dia
Workers’ Compensation Insurance Affidavit: General Businesses
Applicant Fuformation Please Print Legibly
Business/Organization Name:
Address:
City/State/Zip: Phone #:
Are you an employer? Check the appropriate box: Business Type (required):
1.} rama employer with employees {full and/ 5. [] Retail
or part-time). * 6. [ ] Restaurant/Bar/Eating Establishment
2.1 Tamasole proprietor of partheiship and have no 7. [ ] Office and/or Sales (incl real-estate, avfo, etc.) .

employees workliig-foe s in guy capactty. .
[No workers’ comp. insurance required] 3. [ ] Non-profit A
3.[] Wearea corporation and its officers have exercised 9. [ | Entertainment
their rifs,;ht of g}geglptioq per c. 152, §1(4), and we have 10.] Manufacturing
no employees. {No-woitkets” cofnp. instrance required]*
4. ] Wearea non-profit organization, staffed by volunteers, [1.L] Health Care
with no employees. {No workers” comp. insurance req. ] IZD Other

*Any zpplicant that checks box #1 must also fill out the section below showing their workers’ compensation policy information.
**{f the corporate officers have exempled themselves, but the corporation has other employees, a workers® compensation policy is required and such 2a

organization should check box #1.

Lam an emplover that is providing workers’ compensation insurance for my emplopees. Below is the policy information.

Insui-aucg Company Name:

‘Tnsurer’s Address:

City/State/Zip:

Policy # or Setf-ins. Lic. # Expiration Date:
Attach a copy of the werkers® compeasation policy deélaration page (showing the policy nwunber and expiration date).

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-vear tmprisonment, as well as civif penalties in the form of a STOP WORK ORDER and a fine
of up to $250.00 a day against the violafor, Be advised that a copy of this statement may be forwarded to the Office of
Investigations of the DIA for insurance coverage verification. ' ' -

I do hereh Y. certify; under the pains and penalties of perjury that the information provided above is trie and correct.

Sigqarure: ‘ E Date;

 Phone #

—

 Official use ordy. Do not write in this areq, (o be conyj[ergd by_cﬂj) or town 0_}j‘fcia£_

City or Town: Permit/License #

Issuing Authority (circie one):
1. Board of Health 2. Building Department 3. City/Town Clerk 4. Licensing Board 5. Selectmen’s Office

6. Other

Cdutact Person: , . Phone #:

m_mas"sjguv/d'ia




Information and Iﬂstmctions

Massachusetts General Laws chapter 152 requs_res aﬂ employers to provide workers’ compensation for their employees.
Pursuant to this statute, an emplayee is defined as “._every person in the service of another under any contract of hize,

express or implied, oral or written.”

An employer is defined as “an individual, parinership, association, corporation or other legal enfity, or any two or more
of the foregoing engaged in a joint enterprise, and including the legal representatives of a deceased employer, or the
receiver or frustee of an individual, partnership, association or other legal entity, employing employess. However, the
owner of a dwelling house having not more-than three apartments and who resides therein, or the occupant of the
dwelling house of another who employs persons to do maintenance, construction or reparr work on such dwelling house
or on the grounds or building appurtenant thereto shall not because of such employment be deemed to be an employer.”

MGL chapter 152, §25C(6) alse states that “every state or local licexsing agency shall withhold the issuance or
renewal of a license or permit to operate a business or to construct buildings in the commonwealth for any
applicant who has not produced acceptable evidence of compliance with the insurance coverage required.”
Additionally, MGL chapter 152, §25C(7) states “Neither the commonwealth nor any of its political subdivisions sha
enter into any contract for the performance of public work until acceptable evidence of compliance with the insurance

reqmrements of this chapter have been presented to the contractmg authority 7

Please fill out the workers” compensation affidavit compietely, by checking the boxes that apply to your situation and, if
necessary, $upply your insurance company’s name, address and phone number alorg with a certificate of insurahce.

- Limited Liabitity Companies (LLC) or Limited Liability Partrierships (LLP) with n6 éffiployees otheér than the members
Or partners, are not required to carry workers” compensation insurance. [fan LLC or LLP does have employees, a policy
Is required. Be advised that this affidavit may be submitted to the Department of Industrial Accidents for confinmation of
insurance coverage. Also be sure to sign and date the affidavit. The affidavit should be returned fo the city or town
that the application for the permit or ficense is being requested, not the Department of Industrial Accidents. Should you
have any questions regarding the law or if you are required to obtain a workers’ compensation policy, pledse call the
Department at the number listed below. Self-insured companies should enter their self-insurance license number on the

appropriate line.

“ City or Town Officials ,
Please be sure that the affidavit is complete and printed legibly. The Department has provided a spacs at the bottom
of the affidavit for you to fill out in the event the Office of Investigations has to contact you regarding the applicant.
Please be sure to fill in the permit/license number which will be used as a reference nummber. In addition, an applicant that
must submit multiple permit/license applications in any given year, need only submit one affidavit indicating current
policy information (if necessary). A copy of the affidavit that has been officially stamped or marked by the city or town
may be provided to the applicant as proof that a valid affidavit is on file for fufure permits or licenses. A new affidavit _
must be filled out each year. Where a home owner or citizen is obtaining & license or permit not related to any business
or commercial venture (1. a dog license or permit to burn leaves etc.) said person is NOT required to complete this

-affidavit.

. The Office of IHVCSUg&thHS would like to thank you mn advance for your coopefratmn aud should you have any questmns ‘
please do not hesifate to give us a call. T - -

The Depariment’s address, telephone and fax number: .
.. The Commonwealth of Mass&chusetts
Department of Industrial Accidents
. Ofiice of Investigations
600 Washington Street
" Boston, MA 02111
Tel. # 617-727-4990 ext 406 or 1-§77-MASSAFFE.

Fax # 617-727-T74%
WwWw.mass.govidia

For_m Revised 5-26-03



