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TOWN OF NORTH CASTLE

WESTCHESTER COUNTY
17 Bedford Road
Armonk, New York 10504-1898
RESIDENTIAL PROJECT Telephone: (914) 273-3000 x 43
REVIEW COMMITTEE
Adam R. Kaufman AICP, Chair

Fax: (914) 273-3554
www.nortcastleny.com

RESIDENTIAL PROJECT REVIEW COMMITTEE (RPRC) APPLICATION

Section I- PROJECT

ADDRESS: |k gl/(l\ éfOVQ ])”'\/{3

Section III- DESCRIPTION OF WORK:

4/4,{7:4‘( N)/ [oSod

Section III- CONTACT INFORMATION:

APPLICANT: \“jBM gDYLC
oomes. 1L Bitde Grove Drive  Amomk NY 0504

MOBILE: 570’ M‘Zéz‘%mmu \/0A.M\7 - éd;//{, @‘?'WUL;I , Lom
PROPERTY OWNER: j‘Ol\.k go\,{l.{

aporess: |6 g”l-«[\ Grove bfl‘\/d. 4/“4 Mk, A/Y [03-0"{
PHONE: MOBILE:§70 %60 3623 pvan JoAMq.bD‘-//-(, e W, L COMA .
PROFESSIONAL:: v ' 0
ADDRESS:
PHONE: MOBILE:
EMAIL:

Section IV- PROPERTY INFORMATION:

Zone:

Tax ID (lot designation)




Town of North Castle Building Department
17 Bedford Road
Armonk, New York 10504-1898
Telephone: (914) 273-3000 ext. 44 Fax: (914) 273-3554
www.northcastleny.com

- N
Tree Removal Application : |

NOTE: TWO (2) SETS OF ALL REQUIRED DOCUMENTS MUST BE SUBMITTED WITH THIS APPLICATION .
DATE: 08/26/2021 ‘

Section I- PROJECT ADDRESS: 16 Birch Grove Drive, Armonk, NY 10504

Section II- CONTACT INFORMATION: (Please print clearly. All information must be current)

APPLICANT: Mr. John Boyle
ADDRESs: 16 Birch Grove Drive, Armonk, NY 10504

PHONE: MOBILE: (570) 460-3623 EMAIL:johnny.boyle@gmailccm

PROPERTY OWNER: Same as above
|

ADDRESS:
PHONE: MOBILE: EMAIL:
Tree Company: Rosamilia Brothers, Inc. dba Bizee Bee Tree Service

ADREss: PO Box 716, Mahopac, NY 10541

EMAIL: team@bizeebeetree.com

PHONE: (845) 621-4350 MOBILE:

Section III- REGULATED ACTIVITY: (Check all that apply)

‘/ Removal of a tree within a property’s regulated setback zone or landscaped buffer zone.

; Removal of a significant tree.
Removal of any tree in the wetlands, within clearing lines, or conservation easements.

Clearing/Thinning.
Removal of any tree within the right of way. {" o

Removal in any calendar year of more than ten (10) trees on any lot.

’

Section IV- DESCRIPTION OF WORK: ( Please include how many trees will be removed)

emve (1) 46" dia Tuhp tree in front of the house showrn_g signs of rotting throughout the base of the tree Remove (1) 24" dia. Maple tree and (1) 34" dia Tulip tree behind the \:

Section V- FUTURE PLANS:
Do you have any intention of tearing down the house to build a new house within the next six (6) months. ‘\> 7 Yes [IA No
1



Town of North Castle Building Department

Section V- FUTURE PLANS: (Continued)

Do you have any intention to expand the house over 1500 square feet within the next six (6) months? Yes B No

Section VI- RESTRICTION:

1s there any conservation easements on your deed? Yes M No
Section VII- PERMIT FEES: (s50 application fee and a $25 Certificate of Compliance fee)
Section VIII- APPLICANT CERTIFICATION

ame to be true & correct.
pecified herein or not. The
or local law

1 hereby certify that 1 have read the instructions & examined this application and know the s
All provisions of laws & ordinances covering this type of work will be complied with whether s
granting of a permit does pot presume to give authority to violate or cancel the provisions of any other state
regulating constructi ndu r gfe performance of construction.

Signature:_ K. Date:__
Section IX- AF AVIT OF OWNER AUTHORIZATION: (To be notarized)
STATE OF NEW YORK }

COUNTY OF WESTCHESTER } SS:

d owner to make this application as

The applicant has proper consent from sai
submitted and said owner agrees to all terms and conditions placed upon same.
Owner’s Name (PRINT) Owner’s Signature
Sworn to before me this day of , 20
Zone:_ Section:_____ Block: Lot:
uildi epartment Checklist:
Does this permit require RPRC approval? [  Yes ,‘ " No

Has a plan delineating all improvements, site grading and disturbance proposed on the subject property. [ a Yes r No

GC License Work. Comp. Liability. Ins. Disability Two sets of documents
Permit Fee $75.00 Payment type: Check #: Gash
Name on check: Received By: Date: h
Reviewed By: Date:
Building Inspector Approval: Date:
Conditions:
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CERTIFICATE OF LIABILITY INSURANCE

DATE (MM/DDAYYYY)

08/26/2021

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE ccgfﬁ**f&ﬂ:??&%&:g TI:IST i:{%';fégg
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN (S)

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS

|

MPORTANT: f the cerliicate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions of be endorsec.
it SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may req :
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

PRODUCER

JEFFREY D KAVOVIT
FARM FAMILY CASUALTY INSURANCE CO
88 OLD ROUTE 9W, SUITE 100
NEW WINDSOR, NY 12563

CONTACT

AME: e

WOV 8455620701 |{An:B45-562.0852

E-MAIL

Sl DING COVERAGE | nacw

INSURER(S) AFFORDINGCOVERAGE | _— §

A RM FAMIL , 408-13803

4J"%9RENALF_ARMAMM_Q'{S,QALTYES' COo. 4081

INSURED o P T S RE—
ROSAMILIA BROTHERS INC D — [ S| R —
DBA BIZEE BEE LAWN & TREE MAINTENANCE e J_Ir S—
PO BOX 716 - msgmeRe: |
MAHOPAC, NY 10641 .
== REVISION NUMBER:
COVERAGES CERTIFICATE NUMBER: —/ED ABoVE FOR THE POLICY PERICD

D
THIS 16 1O CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED T$ “)T'IR-!EOI_PIHSéJ&?E UMENT WITH RESPECT TO WHICH THIS
INDICATED NOTWITHSTANDING ANY REQUIREMENT TERM OR cgug;’écgv Dgg ANY CONTRAC DOC
RTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANC
EECLUSIONS AND CONDITIONS OF SUCH POLICIES LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS

BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,

i = 5 — T POLIGYEFE | POLICYEXF |
iisn 1 TYPE OF INSURANCE ”DL_’U";‘ POLICY NUMBER 63%%?& [ m%%%l I —= L'M”‘ss 1,000,000
A | X | COMMERGIAL GENERAL UABILTY | " '3101X1090 1119120 | 1149121 | e s 100,000 _
| | Jctamsmape | X | occur ‘ PREMISES (€8 occumence) | S TUUSRA
"X SELECT BUSINESS PKG | [ MED EXP (Anyone person) | § p 0_03%%,
"X’ CONTRACTUAL LIABILITY | | PERSMMLAANVINIURY S e
| GEN'L AGGREGATE UMIT APPLIES PER | l GENB!_AL_E@E_KSX_B- ik bhetod®
X poucr 5B [ Jioc | ! | promucrs: coupoe Ace1s 2,000,000 |
‘ s
A Aum?u?:lfs LIABILITY COMBINE ”S‘NG'-E g s 1,000,000
P s 3140C0246 119720 | 1119721 (Bl rr
R [XmEe ooy MaURY P s |
X_‘ HIRED X—' NON-OWNED | PROPER s
| | AUTOS ONLY ’| [ AUTOS ONLY (Per accident)
‘ s
A X | umereLLALIAB X OCCUR 3101E2480 EACH OCCURRENCE s 5,000,000
| Beess UAIB ol 11/19/20 | 11/19/21 s . 5,000,000
oED | rRetenTion s 10,000 5
WORKERS COMPENSATION X k PER 1 JOTH
A | AND EMPLOYERS' LIABILITY Vi 3101We834 11/19/20 | 11/119/21 STATUTE ER
ANY PROPRIETORIPARTNER/EXECUTIVE iR E L EACH ACCIDENT s 1,000,000
(Mandatory in NH) ) E L DISEASE - EAEMPLOYEE | § 1,000,000
DEe RN uorg’gpemnorqs below E L DISEASE- POLICY LMIT | S 1,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Remarks

may be

TREE REMOVAL- TREE SERVICE, LANDSCAPE/GARDENING (INCL. XCU),

RE: MR. JOHN BOYLE, 16 BIRCH GROVE DRIVE, ARMONK, NY 10504

TOWN OF NORTH CASTLE IS ADDITIONAL INSURED

hed if more space is required)

CERTIFICATE HOLDER

CANCELLATION

TOWN OF NORTH CASTLE
15 BEDFORD RD.
ARMONK, NY 10504

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

AUTHORIZED REPRESENTATIVE

Uiy © tvrt

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




b, Workers

e encation 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. Business Telephone Number of Insured
ROSAMILIA BROTHERS INC DBA BIZEE BEE LAWN & TREE
MAINTENANCE 914-557-6587
585 UNION VALLEY RD ‘
MAHOPAC, NY 10541 1¢. Federal Employer Identification Number of Insured or Social Security f\
INumber " &
Work Location of Insured (Only required if coverage Is specifically -
limited to certain locations in New York State, i e.. Wrap-Up Policy) 208300596
B
2. Name and Address of Entity Requesting Proof of Ba Name of Insurance Carrier
Coverage (Entity Being Listed as the Certificate Holder)
HARTFORD LIFE AND ACCIDENT
TOWN OF NORTH CASTLE s
15 BEDFORD RD 3b Policy Number of Entity Listed in Box "1a
/ ARMONK, N.Y. 10504 LNY631821

3¢ Policy effective period

10-01-2020 to 09-30-2021
4. Policy provides the fellowing benefits:

[Z] A- Both disability and paid family leave benefits.
D B. Disability benefits only.
D C. Paid family leave benefits only.
5, Policy covers:

A. All of the employer's employees eligible under the NYS Disability and Paid Family Leave Benefits Law.
|:| B. Only the following class or classes of employer's employees:

Date Signed 05-12-2021

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 insurance coverage as described above.

Flegabeth 7ello-

(Signature of insurance carrier's authorized representative or NYS Licensed Insurance Agent of that insurance carrier)
Telephone Number (212) 553-8074

Name and Title: Elizabelh Tello = Assistant Director, Statutory 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, th

ootk . 4 e above-named i
the NYS Disability and Paid Family Leave Benefits Law with respect to all of his/her employees employer has complied with
Date Signed By

Telephone Number
=

(Signature of Authorized NYS Workers' Compensation Board Employee)
Name and Title
Please Note: Only insurance carriers licensed to write NYS

of those insurance carriers are authorized o issue Form D
DB-120.1(10-17)

disability and paid family leave benefits insurance policies and NYS licensed insurance agents
B-120.1. Insurance brokers are NOT authorized to issue this form.

s

IH




/_’1

/" NEW y
~ YoRk Workers’
¢ . sTaTE | Compensation

= | Board

CERTIFICATE OF

NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured (use street address only)
ROSAMILIA BROTHERS INC
DBA BIZEE BEE LAWN & TREE MAINTENANCE

PO BOX 716
MAHOPAC, NY 10541

Work Location of Insured (Only required if coverage is specifically limited to
certain locations in New York Slate. i e , a8 Wrap-Up Policy)

1b. Business Telephone Number of Insured
914-557-6587

1c. NYS Unemployment Insurance Employer Registration Number of
Insured

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

208300596

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

TOWN OF NORTH CASTLE
15 BEDFORD RD.
ARMONK;, N.Y. 10504

3a. Name of Insurance Carrier

FARM FAMILY CASUALTY INS CO
3b. Policy Number of Entity Listed in Box "1a"
3101W9834

3c. Policy effective period
11-19-20 to 11-19-21

3d. The Proprietor, Partners or Executive Officers are
[:l included. (Only check box if all partners/offiicers included)
K/ all excluded or certain partners/officers 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 ltem 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 insurance carrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled
due to nonpayment of premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or
eliminate the insured from the coverage indicated on this Certificate. (These notices may be sent by regular mail.) Otherwise, this
Certificate is valid for one year after this form is approved by the insurance carrier or its licensed agent, or until the policy

expiration date listed in box "3c", whichever is earlier.

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 policy indicated 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: JEFFREY KAVOVIT

(Print name of authorized representative or licensed agent of insurance carrier)

Lty © Kt

Approved by:

05-12-21

(Signature)

Title: AGENT

(Date)

Telephone Number of authorized representative or licensed agent of insurance carrier: 845-562-0701

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 (9-17)

www.wcb.ny.gov
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/. James Maisano
Director, Consumer Protectio
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b

George Latimer

Westchester County Executive
Department of Consumer Protection

Home Improvement License

\

ROSAMILIA BROTHERS, INC.
BIZEE BEE LAWN & TREE MAINTENANCE
585 UNION VALLEY RD.

MAHOPAC,NY-10541

NOT FOR FEDERAL PURPOSES

Date of Expiration
07/23/2023

This license is issued in accordance with Article XVI of the Westchester County Consumer Protection Code and is valid only upon
presence of the official department seal. Proof of citizenship or immigration status is not required for issuance of this license,

License Number
WC-19402-H07
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