VILLAGE OF DOBBS FERRY Daniel Roemer

__ Building Inspector
Building Department ~——
112 Main Street, Dobbs Ferry, NY 10522 R

Phone: (914) 231-8509 | Fax: (914) 693-3470

JAN 03 2023

s i, g R
45 FERRY

Permit Application

Application Number AT2022-0135

Job Location_100 BUENA VISTA DR Lot #3.160-142-36
Owner: PENELOPEGAY Applicant: Damonique Jackson

100 BUENA VISTA DR 15 Broadway

DOBBS FERRY, NY 10522 Hawthorne, NY 10532

(914)741-1510 djackson@almstead.com

Application Type: 17€€ Removal Estimated Cost of Construction: $

Description of Work: Removal of (1) Sugar Maple 40" and (1) Black Locust 22" DBH

Form Questions:

Application Parcel Owner Contact:

Parcel Owner Email pgsheely@gmail.com

Parcel Owner Phone 914-356-5534




Job _gcation; 100 BUENA VISTA DR Parcal Id: 3,160-142-37

AFFIDAVIT OF APPLICANT .
| being duly sworn, depose and says: That s/he does business as: with offices at:

e e dnaindl s/ne i

The ownar of the property described herein

The of the New York Corporation with offices at:
duly authorized by resolution of the Board of Directors, and that

said corporation is duly authorrzed by the owner to make this application.

with offices and that said

A general partner of
Partnership is duly authorized by the Owner to make this application.
The Lessee of the premises, duly autharized by the owner to make this application.
The Architect of Engineer duly authorized by the owner to make this application.

The contractor autharized by the owner to make this application.

That the information contained in this application and on the accompanying drawings is true to the best of his knowledge and

belief. The undersignad hereby agrees to comply with all the requirements of the New York State Uniform Fire Pravention and

r Building Code, the Village of Dobbs Ferry Building Code, Zoning Qrdinance and all other laws pertaining to same, in the
construction applied for, whether or not shown on plans or specify in this application

Sworn to before me this day of of

Notary Public / Commission of Deeds Applicant's Signature

PROPERTY OWNER'S AUTHORIZATION

| jﬂﬂ\a\ cz.’L as the owner of the subject premises and have authorized the contractor named above to parform the work
under the subject application.

Owner phone number 914-356-5534. Owner email address pgsheely@gmail com

SEAN . spHseelY I hereby acknowledge that it is my responsibility as the property owner
to ensure that if the permit (if issued) receives a Final Certificate of Approval from the Building Department and further that
if a Final Certificate of Approval is not abtained upan completion of the construction, a property violation may be placed on
the property for which this permit is being requested

Sworn to befora me this /%M day of CDMCI‘of L0222

. biofacy Public / Commission of Desds ~ PROPERTY OWNER's SIGNATURE
“ v ¥ CORINTHIA A. BERNARD
o4 - 'Natary Public, State of New York
oo 4 1117 No. 01BE4926858
i 1 /. : Qualified in Bronx County

1

. _Commission Expires January 18, 2023




Parcel |d: 3.160-142-36

Amterol ThEE CAE co

with offices at:

Job Location: 100 BUENA VISTA DR

AFFIDAVIT OF APPLICANT

L) R‘ll'n- 10[‘/ Mel/\ \/ being duly swom, depose gnd says: That s/he does business as:
W /U/ 10533 and that sheis:

The owner of the property described herein.

The of the New York Corporation with offices at:

duly authorized by resolution of the Board of Directors, and that

said corporation is duly authorized by the owner to make this application.

with offices and that said

A general partner of
Partnership is duly authorized by the Owner to make this application.

The Lessee of the premises, duly authorized by the owner to make this application.
The Architect of Engineer duly authorized by the owner to make this application.

)_Z The contractor authorized by the owner to make this application.

That the information contained in this application and on the accompanying drawings is true to the best of his knowledge and
belief. The undersigned hereby agrees to comply with all the requirements of the New York State Uniform Fire Prevention and

Building Code, the Village of Dobbs Ferry Building Code, Zoning Ordinance and all other laws pertaining to same, in the
construction applied for, whether or not ::)own on plans or specify in this application.
2" dayol _\Jmvurthy  of 2052
/
= Quaiified In Westchester County
PRQEERTY OWNER'S AQ‘IHORIZAWDMmlssuon Expires November 5, 20
S asﬂ’ra\owner of the subject premises and have authorized the contractor named above to perform the work

t o

Sworn to before me this

:i:}ory " 4 ELIZABETH A. DREAPER
Rt Public, State of New York
IS ; = No: 01DR6177050

Owner phone number 914-356-5534.0wner email address pgsheely@gmail.com
| hereby acknowledge that it is my responsibility as the property owner

to ensure that if the permit (if issued) receives a Final Certificate of Approval from the Building Department and further that
if a Final Certificate of Approval is not obtained upon completion of the construction, a property violation may be placed on
the property for which this permit is being requested.
day of

of

Swomn to before me this

Notary Public / Commission of Deeds PROPERTY OWNER'’s SIGNATURE



ALMSTEAD i
Hawthorne, NY 10532

i Phone (914) 741-1510
TREE, SHRUB & LAWN CARE Fax (014) 7412202

www.almstead.com

avbor cave lawn caave  ovgamic  consulting

December 30, 2022
Village of Dobbs Ferry

RE:  Penelope Sheely - 100 Buena Vista Drive
Request for Two (2) Tree Removals

Request for tree removal of one (1) Sugar Maple 40” DBH due to decline. Multiple limb drop on
right side of lawn area. Note: Hazardous tree.

Request for tree removal of one (1) Black Locust 22" DBH. Tree is uprooted and leaning on
multiple trees. Note: Hazardous tree.

Both trees noted above should be removed to remove the risk of failure or limb drop. Trees

border neighboring property.
All brush to be chipped, wood from Black Locust to be removed. Sugar Maple brush to be
chipped, wood may be left for customer.

Costfoy all Laber Bauipmenkand Dispesal wmismmmmommmmmnoimmsamsobsmsso s $ 5,950

If you should have any questions, please feel free to contact me at (914)741-1510 ext. #13.

Best Regards,

%%7/7@%

Patrick McVey
ISA Certified Arborist-NY #5385

,,,,,,,,,,,,,

WC16725-H05 / NY1331916 {!yjl
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V

CERTIFICATE OF LIABILITY INSURANCE

ALMSTRE-01 JYUA
DATE (MM/DDIYYYY)

12/22/2022

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

IMPORTANT:

If the certificate holder Is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the poficy, certain policies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

propucer License # 0757776

HUB International Insurance Services Inc.
PO Box 3310
Santa Barbara, CA 93130-3310

| GNTAcT Iris Garcia-Cuellar

SN, exty: (805) 618-3704
WAl s, CAL-CC-CertRegs@hubinternational.com

i

. NAICZ

o ____INSURER(S) AFFORDING COVERAGE _ -
i - L . | nsurer A : Arch Insurance Company 11150
INSURED iNsurer 8 : Merchants Mutual Insurance Company __|23329
Almstead Tree & Shrub Care Co., LLC | INSURERC : - i .
58 Beechwood Avenue INSURER D : ;
New Rochelle, NY 10801 T T T 7 i
_INSURERE: _
INSURERF :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT 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 DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

ISR TYPE OF INSURANCE A@gﬁf&%‘f POLICY NUMBER O] | (Do PYY LIMITS
A | X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1,000,000
| cLams-mape | X | occur X | |ZAGLB1100502 1112022 | 1112023 |SAMASEIORENTED o Is 300,000
I ! | MEDEXP(Anyoneperson) (s 10,000
— i ' PERSONAL B ADVINJURY | § 1'0‘,’01032
GEN'L AGGREGATE LIMIT APPLIES PER: ‘ GENERALAGGREGATE |5 2:000,000
poLicY [X] SES Loc PRODUCTS - COMP/OP AGG | § ___2,000,000
omer. Capped at $5,000,000 s
A | autonoBiLE LuBILITY | GOVBINED SINGLELIMIT | ¢ 1,000,000
L gu:vvn;;gro SCHEDULED i ZACAT1200802 1/1/2022 | 1/1/2023 | BoDILY INJURY (Perperson) |$ ]
AUTOS ONLY AUTOS BODILY INJURY (Per accident) | § e
MRouy || ASNREED Ghoemoawce |
i { s
B | X | umerenaLms | X occur ‘ EACH OCCURRENCE s 5,000,000
™ excess uas — l CLAIMS-MADE CUP0001822 1/1/2022 1/1/2023 _AGGREGATE ‘73‘-7 5 qqgﬂﬂ
oep | X | reventions 10,000 N
AR . @ X[ SRre | T 06,000
Ay pROPRIETORPARTNEREXECUTVE TAM | ZAWCIS802804 | 1112022 1112023 | L pac acomenT s 1,000,000
‘“’"%%ME#WEXCLUDED? -y E.L. DISEASE - EA EMPLOYEE, § 1,000,000
B T On O SPERATIONS below E.L. DISEASE - POLICY LIMIT | § 1,000,000
‘ I
: [ ! 1
: !

RE: 100 Buena Vista Drive, Dobbs Ferry, NY 10522,

attached endorsement CG 20 10 04 13.

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedulo, may be attached if more space Is required)

Village of Dobbs Ferry is included as Additional Insured with respect to General Liability coverage as required by written contract for ongoing operations per

CERTIFICATE HOLDER

CANCELLATION

Village of Dobbs Ferry
112 Main Street
Dobbs Ferry, NY 10522

|

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED [N
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

M

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD



NEW g
otk | Workers won CERTIFICATE OF INSURANCE COVERAGE
Board DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW
PART 1. To be completed by Disability and Paid Family Leave Benefits Carrier or Licensed Insurance Agent of that Carrier
1a. Legal Name & Address of Insured (use street address only) 1b. Businéss Telephone Number of Insured
ALMSTEAD TREE & SHRUB CARE COMPANY. LLC (914) 576-0193
58 BEECHWOOD AVENUE
New Rochelle NY 10801 1c. Federal Employer ldentification Number of Insured

Work Location of Insured (Only required if coverage is specifically limited to

certain locations in New York Stats, i.e., Wrap-Up Policy} or Social Security Number

13-4031893

2. Name and Address of Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier
" i ifi
Viﬁggtgyo?gg%g: l:—g:; the Certificate Holder) Standard Security Life Insurance Company of New York
3b. Policy Number of Entity Listed in Box "1a"
L11179-000
112 Main Street

DOBBS FERRY, NY 10522 3c. Policy effective period

1/1/2019 to 5/18/2023

4. Policy provides the following benefits:
A. Both disability and paid family leave benefits.
[] B. Disability benefits only.
[J c. Paid family teave benefits only.
5. Policy covers:
[E A. All of the employer's employees eligible under the NYS Disability and Paid Family Leave Benefits Law.
D B. Only the following class or classes of employer's employees:

Under penalty of perjury, | certify that | am an authorized representative or licensed agent of the insurance carrier referenced above and that the named
insured has NYS Disability and/or Paid Family Leave Benefits insurange coverage as described above.

Ented Insurance Agent of that insurance carrier)

Date Signed 5/19/2022 By

(Signature of tnsurance carrier’s authorized r

Telephone Number (212) 355-4141 Name and Title Bebi Ishmail, Supervisior-DBL/Policy Services

IMPORTANT: If Boxes 4A and 5A are checked, and this form is signed by the insurance carrier's authorized representative or NYS
Licensed Insurance Agent of that carrier, this certificate is COMPLETE. Mail it directly to the certificate holder.

If Box 4B, 4C or 5B is checked, this certificate is NOT COMPLETE for purposes of Section 220, Subd. 8 of the NYS
Disability and Paid Family Leave Benefits Law. It must be mailed for completion to the Workers' Compensation
Board, Plans Acceptance Unit, PO Box 5200, Binghamton, NY 13902-5200.

PART 2. To be completed by the NYS Workers' Compensation Board (Only if Box 4C or 5B of Part 1 has been checked)

State of New York

Workers' Compensation Board
According to information maintained by the NYS Workers' Compensation Board, the above-named employer has complied with the

NYS Disability and Paid Family Leave Benefits Law with respect to all of his/her employees.

Date Signed By

(Signature of Authorized NYS Workers' Compensation Board Employee)

Telephone Number Name and Title

Please Note: Only insurance carriers licensed to write NYS disability and paid family leave benefits insurance policies and NYS licensed insurance
agents of those insurance carriers are authorized to issue Form DB-120.1. Insurance brokers are NOT authorized to issue this form.

(NIRRT ll|||l|
DB-120.1 (10-17)

DB-120.1 (10-17) m




Yew. | Workers’
sTATE | Compensation
Board

CERTIFICATE OF

NYSWORKERS'COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured (use street address only)

Almstead Tree & Shrub Care Co., LLC
58 Beechwood Avenue
New Rochelle, NY 10801

Work Location of Insured (Only required if coverage is specifically limited to
certain locations in New York State, i.e., a Wrap-Up Policy)

1b. Business Telephone Number of insured

914-576-0193

1¢. NYS Unemployment insurance Employer Registration Number of
Insured

29-318359

1d. Federal Employer ldentification Number of Insured or Social Security
Number

2. Name and Address of Entity Requesting Proof of Coverage
(Entity Being Listed as the Certificate Holder)

Village of Dobbs Ferry
112 Main Street
{Dobbs Ferry, NY 10522

3a. Name of Insurance Carrier
Arch Insurance Company

3b. Pclicy Number of Entity Listed in Box "1a”
ZAWCI5802804

3c. Policy effective period
1/01/2022 to 01/01/2023

3d. The Proprietor, Partners or Executive Officers are

[x] included. (Onlycheck boxif all partners/officers included)

[[] all excluded or certain partnersfofficers excluded.

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above in box “1a” for workers'
compensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed under [fom 3A
on the INFORMATION PAGE of the workers' compensation insurance policy). The insurance Carrier or its licensed agent will send
this Certificate of Insurance to the entity listed above as the certificate holder in box “2".

the policy effective period? [Jyes NO

Will the carrier notify the certificate holder within 10 days of a policy being cancelled for non-payment of premium or within 30 days if
cancelled for any other reason or if the insured is otherwise eliminated from the coverage indicated on this certificate prior to the end of

This certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does not amend,
extend or alter the coverage afforded by the policy listed, nor does it confer any rights or responsibilities beyond those contained in the

referenced policy.

This certificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effect.

Please Note: Upon cancellation of the workers’ compensation policyindicated on this form, if the business continues to be
named on a permit, license or contract issued by a certificate holder, the business must provide that certificate holder with a
new Certificate of Workers' Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers' Compensation Law.

Under penalty of perjury, | certify that | am an authorized representative or licensed agent of the insurance carrier referenced
above and that the named insured has the coverage as depicted on this form.

Approved by:_______Paul Pappas

(Print ofa ized representative orlicensed agent of insurance carrier)
Approved by: 42«52‘:@/ 01/06/2022

(Signature) (Date)
Title:_____Vice President
Telephone Number of authorized representative or licensed agent of insurance carrier: 646-563-5802

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105.2. Insurance brokers are NOT

authorized to issue it.

C-105.2(9-15)

www.wcb.ny.gov




