VILLAGE OF DOBBS FERRY Daniel Roemer

Building Inspector
Building Department
112 Main Street, Dobbs Ferry, NY 10522
Phone: (914) 231-8509 | Fax: (914) 693-3470

NOV ¢ 8 2023
Permit Application

Application Number AT2023-0129 Date 11/08/2023
Job Location_9 BRACE TER Lot #3.120-110-21
Owner: MOUSSAPOUR, AMIR Applicant: Amir Moussapour
9 BRACE TER 9 Brace Ter
DOBBS FERRY, NY 10522 Dobbs ferry, NY 10522
(914)960-2744

amirmoussapour@gmail.com

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

Description of Work: Dead Ash Tree to be removed

Form Questions:

Application Parcel Owner Contact:

Parcel Owner Email amirmoussapour@gmai.com

Parcel Owner Phone 9149602744
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' George ‘L:llimcr ; d‘m}qt(-‘r James Maisano
Westchester County Executive ) lg( N.COIM Director, ('umurﬁer Protection

Department of Consumer Protection
Home Improvement License

BETHEL HG TREE SERVICE & LANDSCAPING LLC
411 KELSEY AVENUE
WEST HAVEN,CT-06516

X V1 of the Westchester County Consumer Protection Code and 1s vahd only upon

‘This license is issued in accordance with Article
presence of the official department seal. Proof of citizenship or immigration status is not required for issuance of this license.
NOT FOR FEDERAL PURPOSES

Date of Expiration

04/05/2025

License Number

WC-31675-H19
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CERTIFICATE OF LIABILITY INSURANCE

DATE (MWDDVYYYY)
11-03-2023

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

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder s an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVE), subject to
the terms and conditions of the policy, certain policles may require an endorsement. A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).

PRODUCER

TAPCO KL

P O BOX 288
BURLINGTON NC 27216

CONTACT

CONTACT ~yALDEZ AGENCY

PHONE = = 475-331-6377 (AR, Mo):

E-MAIL
ADDRESS;

INSURER(S) AFFORDING COVERAGE NAIC#

wGURER A: WESTERN WORLD INSURANCE

INSURED

BETHEL HG TREE SERVICE & LANDSCAPING

413 KELSEY AVE

WEST HAVEN CT 06516

INSURER 8B :

INSURERC :

INSURER D :

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 PERICD
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.

BED
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PGLICY EFF_| _POLICY EXP

TYPE OF INSURANCE POLICY NUMBER | (MIATDD/VYYY) | (MM/DDIYYYY) LINTS
| GENERAL LIABILITY EACH OCCURRENCE $ 1,000,000
X | commerciaL ceneraL LIABILITY pggmsfgs (Ea ,,..,,fu,,em, s 100.000
| cLams.maoe OCCUR MEDEXP {Any cneperson) | § 5,000
[ | NPP1608083 11/01/2023 | 11/01/2024 | pERSONAL 8 ADV INJURY | § 1,000,000
| GENERAL AGGREGATE s 2,000,000
GENLAGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG | $ 2,000,000
poucy[ | B [ Jeoc s
| AuToMOBALE LIABILITY GOE MBINED SINGL i
ANY AUTO BODILY INJURY (Per person) | $
: ALL OWNED SCHEDULED BODILY INJURY (Per accident) | §
|| miReD AUTOS Adros e o beiontt MAGE s
s
| |UMBRELLALIAB | | occur EACH OCCURRENCE s
EXCESS LIAB CLAIMS-MADE AGGREGATE $
oep | | Remenmions s
e TR T
YIN
B PR TSR gy ECUTIVE N/A EL EACH ACCIDENT $
gd;:dad:gm H) E.L. DISEASE - EA EMPLOYEi $
OLSERIPTION OF OPERATIONS below E.L DISEASE - POLICYLIMIT | 8

DESCRIPTION OF GPERATIONS / LOCATIONS / VEHICLES (Attach ACORD 101, Additiona! Remarks Schedula, if more space is required)
For information

CERTIFICATE HOLDER CANCELLATION
SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
Village of Dobbs Ferry THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

112 Mai st. Dobbs Ferry, NY 10522

ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

1
ACORD 25 (2010/05)

~~@.1988-2018 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




Workers'
Compensation

NEW
YORNK
4;...

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

1 Legal Nane 8 Agdress of Mzsuad (use stroet scdrass ony)
RFTHFI HIL TREF SFARVICF R LARDSCAP NS LI T

41 LELSEY AVE

VIEST HAVEN. CT 06516

Work Location of insured 'Oniy recures  coverage 1 sceaifaly dmated 0
certan locansns M New Vork Siate, e.. & Wrap-Up Posey;

10 Buurasz Telephone Number of tesured
{914 B79.3477

1c Fedemt Emglayer : dentfiention Number of nsumd o Social Security
Numbder

§3277891¢

2 Nama and A of Frdty R Proof of Ci
(Ertty Beng Listed 3s tre Cenficale Holder)
VILLAGE OF UOUDS FERRY

117 NAM BT

DOUDS FERRY. KY 10522

3a. Name of Insurence Carrier

Now York Stato insurznce Fund (NYSIF)
3b. Pelicy Number of Enlity Listed in Box “ta"
OBL 7502853-8

Jc. Policy stfecive poroa
051112023 o 051112024

4 Policy provides he TuBowiry benedily
A Both disabuity anc pa d famey loave boer ofis
] 8 Disabitity benehts unty
D G Pt family lexres berefils ondy
5 Poicy covers
D A Anof the ompioyer's cmployoes eligbio uncer the NYS Disabitty and Pad Famiy Loavo Benafits Law
{C] ©. Onty the folowing class or classes of empioyers empioyees.

Under penalty of ponry. | costdy that | am an authonzed ropresemtative of ionnsatd agent of tha nsurance camas re’ntcnoad ahove ard that the namad
tnsurec has NYS Disabflty and'or Paid Famdy Leave Benelits insurance coverage as descrbed above
By éurm Maskrerica_

Cale Signed 117212023
: :;r.t:n o waurance carvies's autheried representstve of NYS LKENWE Invurante Agent of thst inturance careet

Telepnane Number (86€)657-4332 _ Name snd Tide Kelatin Markwica, Hoad of Dlsablity tnsurance Unit -

IMPORTANT:  If Box 4A and 5A are checked, and ths form is signed by the carnrr's suthosizad rey or NYS
k Licensed Insurance Agent of that carrier this cernficate is COMPLETE  Mat! it directly to the certificate holder.

If Box 4B, 4C cr 58 is checked, this certificate is NOT COMPLETE for purpeses of Section 220, Subd. 8 af tha NYS
Drsabisty and Prid Family Leave Benefits Law. It must be mailed far completion to the Workers' Compensaticn Board.
DB Plans Acceptance Unit, PO Bax 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 chocked)

State of New York

Workers’' Compensation Board
Accoiding lo mformation ma.atained by the NYS Workers' Compenasation Board, the above-namod employer has complicd with Lhe NYS
Disability and Paid Family Leava Benefils Law with respect to ali of histher employees.

Da‘e Sxqgned 9y
(Ierstaact Allcrded NYS Wongn oo raxnsst.on $a3d Emoiogcd)
T Number Name and Tille
Ploase Note: Only carners 10 amte NYS disaotly 3nd paid fanxly lsave banofits msutance poicios and NYS kcensod insurance sgents

of those inswance carriers are authorized to issve Form CB-126.1. U are KOT suthorized to issuc this form.

DB-120.1 (10-17) Certificate Number 762261

Additional Instructions for Form DB-120.1

By signing this farm, the insurance carrier identified in box “3* on this form is certifying that it is insuring the business.
referenced in box "1a" for disability and’or paid family leave benefits under the New York State Disability and Paid Famity
Leave Banefits Law. The Insurance Carrier or its hicensed agent will gend this Certificate of Insuranco o the entity listed as
the caertificate holdar in box *2°

The insurance carrier must notity the above certificate holder and the Worker’'s Compensaton Board within 10 days IF a
paiicy is cancelled due to nonpaymant of premiums ar within 30 days IF there are reasons other than nanpayment of
premiums thal cancel the policy or eliminale lhe insured fram coverage indicated on this Cerlificate. (These noticas may be
sent by regular mat.) Otherwise, this Certficate s valid for one year after this form is approved by the insurance carrier or its
licensed agent, or until the policy expiraticn date listed in Box 3c. whichever is carfier.

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

This ceruficate may be used as evidence of a Disability and/or Paid Family Leave Benefits contiact of :nsurance only while
the undarlying policy !s in effecl.

Pleaso Noto: Upon the cancotlation of the disability andfor paid family teave benefits policy indicated on this form,
If the businoss continuos to be named on a permit, licanso or contract issued by a cortificato holder, the businass
must provide that certificate holder with a new Certificate of NYS Disability and/or Paid Family Leave Benefits
Covorago or other authorized proof that the businoss is complying with the mandatory coverage requirements of
the New York State Disabitity and Pald Family Leave Benefits Law.

DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW



VA
NYSIF

Now York State Insuranco Fund PO Box 66699, Albany, NY 12206
| nysif.com

CERTIFICATE OF WORKERS' COMPENSATION INSURANCE

ARAAAN 832778917

BETHEL HG TREE SERVICE &
LANDSCAPING LLC
411 KELSEY AVE
WEST HAVEN CT 06516 ' SCAN TO VALIDATE
AND SUBSCRIBE
POLICYHOLDER CERTIFICATE HOLDER
BETHEL HG TREE SERVICE & VILLAGE OF DOBBS FERRY
LANDSCAPING LLC 112 MAIN ST
411 KELSEY AVE DOBBS FERRY NY 10522
WEST HAVEN CT 08516
POLICY NUMBER CERTIFICATE NUMBER POLICY PERIOD DATE
W2466 739-6 857104 03/08/2023 TO 03/08/2024 11/2/2023

THIS IS TO CERTIFY THAT THE POLICYHOLDER NAMED ABOVE IS INSURED WITH THE NEW YORK STATE INSURANCE
FUND UNDER POLICY NO. 2466739-6, COVERING THE ENTIRE OBLIGATION OF THIS POLICYHOLDER FOR
WORKERS' COMPENSATION UNDER THE NEW YORK WORKERS' COMPENSATION LAW WITH RESPECT TO ALL
OPERATIONS IN THE STATE OF NEW YORK, EXCEPT AS INDICATED BELOW, AND, WITH RESPECT TO OPERATIONS
QUTSIDE OF NEW YORK, TO THE POLICYHOLDER'S REGULAR NEW YORK STATE EMPLOYEES ONLY.

IF YOU WISH TO RECEIVE NOTIFICATIONS REGARDING SAID POLICY, INCLUDING ANY NOTIFICATION OF CANCELLATIONS,
OR TO VALIDATE THIS CERTIFICATE, VISIT OUR WEBSITE AT HTTPS://IWWW.NYSIF.COM/CERT/CERTVAL.ASP. THE NEW
YORK STATE INSURANCE FUND IS NOT LIABLE IN THE EVENT OF FAILURE TO GIVE SUCH NOTIFICATIONS.

THIS POLICY DOES NOT COVER THE SOLE PROPRIETOR, PARTNERS AND/OR MEMBERS OF A LIMITED LIABILITY COMPANY.
THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS NOR INSURANCE

COVERAGE UPON THE CERTIFICATE HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR ALTER
THE COVERAGE AFFORDED BY THE POLICY.

NEW YORK STATEANSURANCE FUND

Wbn

DIRECTOR, INSURANCE FUND UNDERWRITING

VALIDATION NUMBER: 173832651
U-26.3



