Town of Washington

Building Department
10 Reservoir Drive  P.O Box 667
Millbrook, NY 12545
(845) 677-3419 EXT 112 e buildinginspector@washingtonny.org

Application for Building Permit

This application must be completely filled out with ink and submitted to the Building Office at the Town of Washington
Town Hall. To be submitted along with this application:

1. Two complete plans of the proposed construction, showing materials and equipment to be used, and the details of
structural, mechanical, plumbing, electrical, and Energy Code Compliance, as applicable. The Building Inspector
may require that these plans be stamped and signed by a New York State registered architect or engineer.

2. Anplot plan showing the proposed construction in relation to the property line boundaries, existing structures, and
wetlands, if applicable.

3. Owner’s Authorization Form and Insurance information as required, see below.

Applicant: Name PG {'Ct..- bc‘m(&)‘—\ _
Address:_I\all g { et )ﬂ‘hk&ﬁfﬁ-{ W " Phone: ?”7({67-7&'3
Email_AC PO 95 (& Cmetl : Coann T0F

Property Owner. Name: Ca.- c,.-;-, Ma«-a-q

Addressw&_&_ﬁﬁj Phone: 65/6 -~ yy- GY3/

Signed and Notarized Owner’s Authorization Form Attached OR “Property Owner same as Applicant
Property: Address: y§3 '%é“""f; etl sSﬁ/f PM"L A /2 J—7r
Tax Grid ID Number_(> 3889 €5Gé 00 677093 pooo Zoning District._<@/0  / Aa/il At s
Is the proposed project located in a wetland or 100 year flood plain? % .
Proposed Work: Setbacks from property line. Front [22, f . Rear QQS , Side 1 Qzé/ , Side 2 QDB ‘_(3’ a
New Building )ﬂ\ddition CAlteration/Renovation “Repair “Installation(HVAC, etc) cDemolition -—Retroactive C/O
=Swimming Pool/Hot Tub cFireplace/Wood/Pellet Stove “Roofing/Siding -Deck <=Tent >400FT? cAgricultural
=Propane Tank =Shed or Barn =Solar =Other (please specify) Ertat PocY
Builder's Name: /%S PV  Conm '7(-/"'{“"'7 ¥ &‘“h/’"‘) Za Phone: @/¥ 760 7283
Builder's Address:_/ #y//orv & et i pac-.'t, ‘}‘CLII/J‘}‘ o /3
Builder's emai_/22L 2 G , @ GC1tel/ . ( crnm

Builders must provide proof of Workers Compensation Insurance (C105.2 or U26.3) and proof of Disability

Benefits Compensation (DB120.1) Homeowners or Sole Proprietors may provide CE-200 Certificate of Attestation
of Exemption. ,Y Builder's Insurance Information attached - Exemption Form Attached
Estimated Cost of Project: 4/ 0, 260 Description of Proposed Work (include square footage as applicable):

New Frawt  Cosend Ponc Yy

Please read, initial, and sign page 2.




Town of Washington

Application for Building Permit

| hereby certify that | have read, do understand, and will comply with the following: (Please read, initial each, then sign)

1. The work covered by this application may not be commenced before the issuance of a Building Permit. Work
begun prior to the issuance of a Building Permit will be subject to an additional fee of 55%. _@g_

2. Building Permits shall be visibly displayed at the work site and remain visible until the project has been
completed.

3. All work shall be performed in accordance with the construction documents submitted and accepted as part of the
application. The Building Inspector shall be notified immediately in the event of changes occurring during
construction.@

4. A building permit becomes void if the work is not started within 180 days of issue. Building permits expire 1 year
after issue, and may be renewed for up to (2) 6 month periods, renewal fee is 55% of the original fee.

5. The applicant agrees to comply with all applicable State and Town laws, ordinances and regulations.

Work shall remain accessible and exposed until inspected and a ted by the Building Inspector, and it is the
responsibility of the applicant to schedule all required inspections. l ii§

7. No structure or improvement may be occupied or used in whole or in Pag#Qr any purpose whatsoever until a
Certificate of Occupancy or Certificate of Compliance has been issued.

8. The applicant does hereby give consent to representatives of the Town o Washington, including, but not limited to
the Building Inspector, Zoning Administrator or Assessor to conduct such inspections as they deem necessary in
relation to this building permit application, date and time of inspections to be scheduled in advance with the
property owner or their representative. Assessor inventory verification to include ground & aerial photography

Applicant: - Date: /{ %/és‘

SIGNATURE
Building Inspector: Date:

FOR OFFICE USE ONLY:Permit Number: Permit Fee: Check Number:
©Zoning Approval =No Open Permits or Violations cinsurance ©Plans and Site Plan oPlan Review

ReasGh if DeniadfReferred:  DoES  Ayst MEET SETRACKS

Type of Construction: | I Ml IV V A B Useand Occupancy Classification:
Assembly Occupant Load: Automatic Sprinkler System: Y N Required: Y N
# Bedrooms:_ # Bathrooms:___ # Kitchens: Basement Type: Finished: Y N SqgFt:
Walls: Siding: Roof: Finished Attic: Y N

Insulation: Ceiling Walls: Floor: Slab: Foundation:




TOWN OF WASHINGTON
BUILDING DEPARTMENT
10 Reservoir Dr, PO Box 667
Millbrook, NY 12545
845-677-3419

THIS DOCUMENT MUST BE SIGNED BEFORE A NOTARY PUBLIC
PLEASE NOTE: If ownership is held by a corporation, LLC, jointly or in partnership, each owner and/or partner
must sign a separate owner’s endorsement.

OWNER’S ENDORSEMENT
STATE OF NEW YORK)
COUNTY OF 2UTLH45S ) ss:
(__ ’n Ly j M 212 AN , being duly sworn, deposes and says:
I am: (check one) A/‘l the sole owner in fee (One individual on the tax roll)
2, a part owner in fee (Two or more individuals on the tax roll)
3 an officer of the corporation which is the owner in fee of the
premises described in the foregoing application.
4 designated party authorized to act pursuant to a trust or legal
document. (Trustees listed on tax roll)
5. member/owner(s) of Limited Liability Corporation (LLC).
(If you checked #3, =4 or 25, you must attach proaf of authority (Le : Corporate Resolution, Surrogate Letter. Executor of

thie Will, Certified Letter of Testamentuy, Letter ol Adminstration, Atloresy -Opition Letler, Letler or Probate, Power of Altoriney )

Iresideat_ A5 2 /Himume 1 i

City _Sa/rr Coiwr Stateﬂ\(xjf Zip_/Qs 38

I have authorized (name) Pe fﬂ- b M

(Company) /‘ksf'h Cfc'f'r‘ (a’/rc 7(-:-7 ‘qJ(C"‘% ZC '

to make the foregoing application to the Town of Washington for apprroval as described herein for the

property located at “;a Hlbﬂ"ﬁq Ki" Si-ff &;4;4‘!( 125-7‘
property ID # /3 58%9 - (S¢h (97 023 . Cood. —ﬂ
/”/-— ‘//
Slgnature
llowuuisamrpoutionorUL.pleaseindimtcnameufthcenutya.ndtiﬂe

of the officer whose signature appears above.
KATHIE G. VASQUEZ

Sworn to before me this

day of \%ue.&aef_ 2038, Notary Public - State of New York
Notary Public Yo e G \oaw3  Notary Stamp: No.01VA0029710
My commission expires: __ ¢y A 4 POt Qualified in Orange County

My Commission Expires Oct. 09, 2028

Proof of Authority is attached.
Corporate Resolution, LLC Formation, Surrogate Letter, Executor of a Will,
Certified Letter of Tt:alalhuii‘udfy, Letter of Adnﬂuiahai;uii, Letter of Tiouale,
Power of Attorney




7\
NYSIF

New York State Insurance Fund PO Box 66699, Albany, NY 12206
| nysif.com

CERTIFICATE OF WORKERS' COMPENSATION INSURANCE

AAAAAAR 4124004404 ;'Eiifggig

7
LEVITT-FUIRST ASSOCIATES LTD
520 WHITE PLAINS ROAD, 2ND FL E

TARRYTOWN NY 10591

SCAN TO VALIDATE
AND SUBSCRIBE
POLICYHOLDER CERTIFICATE HOLDER
MASTFRCRAFT CONTRACTING TOWM OC WA CLINOTOM
& REMODELING INC. BUILDING DEPARTMENT
1 HOLLOW LANE 10 RESERVOIR DRIVE PO BOX 667
POUGHKEEPSIE NY 12603 MILLBROOK NY 12545
POLICY NUMBER CERTIFICATE NUMBER POLICY PERIOD DATE
G2178 850-0 15862 06/29/2025 TO 06/29/2026 11/6/2025
TS IS TO CERTIFT THAT THEC FOLICTHGOLOCR NAMED ABGVE iS INSURED WiTH THC INEW VORI STATE INSURANCE

FUND UNDER POLICY NO. 2178 850-0, 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.

IF YOU WISH TO RECEIVE NOTIFICATIONS REGARDING SAID POLICY, INCLUDING ANY NOTIFICATION OF CANCELLATIONS,
OR TO VALIDATE THIS CERTIFICATE, VISIT OUR WEBSITE AT HTTPS://WWW.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 CLAIMS OR SUITS THAT ARISE FROM BODILY INJURY SUFFERED BY THE OFFICERS OF THE
INDUREL CURKFURKATIUN.

PETER DONOVAN- PRES

MASTERCRAFT CONTRACTING &

REMODELING INC

10F1

THE POLICY INCLUDES A WAIVER OF SUBROGATION ENDORSEMENT UNDER WHICH NYSIF AGREES TO WAIVE ITS RIGHT
OF SUBROGATION TO BRING AN ACTION AGAINST THE CERTIFICATE HOLDER TO RECOVER AMOUNTS WE PAID IN
WORKERS' COMPENSATION AND/OR MEDICAL BENEFITS TO OR ON BEHALF OF AN EMPLOYEE OF OUR INSURED IN THE
EVENT THAT. PRIOR TO THE DATE OF THE ACCIDENT, THE CERTIFICATE HOLDER HAS ENTERED INTO A WRITTEN
CONTRACT WITH OUR INSURED THAT REQUIRES THAT SUCH RIGHT OF SUBROGATION BE WAIVED.

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 YURK buZ;NbuZNu; FUND

DIRECTOR,INSURANCE FUND UNDERWRITING

VALIDATION NUMBER: 1019534823
U-26.3



e MASTULUN-1D —  GGUWUA
ACORD CERTIFICATE OF LIABILITY INSURANCE " Stuaes

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 Is an ADDITIONAL INSURED, the policy(les) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, 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).

GONTACT Diane Powell

PRODUCER
::rsisn#;z '"‘,{-,‘L‘;.'L‘{" Partners Services of NY, LLC . mgyﬁo‘ £xt) (332) 242-2460 ‘ mé‘ N
Rye B NY 10573 Edbikss. DAPowell@acrisure.com
NSURER(S) AFFORDING COVERAGE | NAIC #
| msurer A : CUMIS Specialty Insurance Company, Inc. I12758
INSURED - nsurer 8 : Merchants Mutual Insurance Company |23329
Mastercraft Contracting & Remodeling, Inc. insurer ¢ : Century Surety Company 136951
1 Hollow Lane INSURER D :
Poughkeepsie, NY 12603 nime—
INSURER F :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTE!
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR

D BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS

CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSU

RANCE 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.
|ADDL 'sUBR]| POLICY EFF | POLICY EXP |

oy [ TYPE OF INSURANCE POLICY NUMBER fye—
A | X | COMMERCIAL GENERAL LIABILITY ‘ EACH OCCURRENCE s 1,000,000
ol Toamsaane | X aenie | w 'baianesan a4 81241008 | amamosg  DAMAGE TORENTED | 100.000
l | & S WAt - 1 mamSese | wmaNaUIS PREMISES (£2 oucurmencs) . 3
i | | MED EXP (Any one person) s 5,000
- | PERSONAL & ADV INJURY | § 1,000,000
| GENL AGGREGATE LIMIT APPLIES PER: | GENERAL AGGREGATE s 4908000
’ | pouey || B | X e | PRODUCTS - COMPIOP AGG | § 2,000,000
OTHER: | | $
B | auTomoBLE LIABILITY ! | COMBINED SWGLE LT | 1,000,000
| X | any auTo . CAPI079227 6/8/2025 | 6/8/2026 | moDILY INJURY (Perperson) | §
| OWNED | SCHEDULED
AUIOSONLY | AUTOS | BODILY INJURY (Per accident) §
[ ALY onwy ‘ ATTRONES [ 559? agu%‘gffﬂ?mmE §
| | | | ‘ $
C| |umereriame | X[occor | | | P " 3,000,000
| X | excess Las | CLAMS-MADE| CCP13119242 BI2412025 | BI2412026 |\ o : 3,000,000
| |pen | | rETENTIONS ! | . s
J&?&“ﬁm vIN [ | ' STATUTE R
lm; \PROPRIETORPARTNEREXECUTIVE | ||, | | ELEACH AGCIDENT s

E.L. DISEASE - EA EMPLOYEE §
E.L. DISEASE - POLICY LIMIT _ §

in NH)

If yes, describe under
'DE?CRIPTION OF OPERATIONS below |

| !
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, A
TOWN OF WASHINGTON IS LISTED AS ADDITIONAL INSU!

SUBJECT TO THE POLICY TERMS AND CONDITIONS.

dditional Remarks Schedule, m
RED ON THE GENERAL

be attached if more s
ABILITY AS REQUIRED

ace is required!
BY WRITTEN CONTRACT OR AGREEMENT:

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

TOWN OF WASHINGTON ACCORDANCE WITH THE POLICY PROVISIONS.

BUILDING DEPARTMENT
10 RESERVOIR DRIVE

P.0O BOX 667 AUTHORIZED REPRESENTATIVE
MILLBROOK, NY 12545 ( 5
ACORD 25 (2016/03) © 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




Yom | Workers CERTIFICATE OF INSURANCE COVERAGE

< swate  Compensation

%= | Board NYS DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

PART 1. To be completed by NYS 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
MASTERCRAFT CONTRACTING AND REMODELING, INC. 845-463-2234

1 HOLLOW LANE
POUGHKEEPSIE, NY 12603

1c. Federal Employer Identification Number of Insured

or Social Security Number
Work Location of Insured (Only required if coverage is specifically mited fo
certain locations in New York State, i.e., Wrap-Up Policy) 134024421
2. Name and Address of Entity Requesting Proof of Coverage 3a. Name of Insurance Carmier
(Entity Being Listed as the Certificate Holder) ShelterPoint Life .
TOWN OF WASHINGTON 3b. Palicy Number of Entity Listed in Box "1a’
BUILDING DEPARTMENT DBL423273
10 RESERVOIR DRIVE, P.O BOX 667 3c. Policy effective period
MILLBROOK, NY 12545 01/01/2025 to 12/31/2026

4. Policy provides the following benefits:
A. Both disability and paid family leave benefits.
[[] B- Disability benefits only.
[[] 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.
D B. Only the following class or classes of employer's employees:

Under penalty of perjury, | certify that | am an authorized representalive 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.

. o

(Signature of insurance carrier's authorized representative or NYS Licensed Insurance Agent of that insurance carrier)

Deate Signed 11/6/2025

Telephone Number 516-829-8100 Name and Title Wade Harrison, President

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 emailed to PAU@wcb.ny.gov or it can be mailed for

nr\mnlnhﬁn e tl\n \Ah\-bnfn' f"nmnn.—.n-—.‘ inm D;.-.-A D|-\nn f\n-nnl-wu-n ] lnio DM Dawv E9NN Dinskamtan AV 49009 E'M\O
Ve S T = e N SR M S P R e P

(SR opapprans)

PART 2. To be completed by the NYS Workers' Compensatlon Board (Only if Box 4B, 4C or 5B have 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(Article 9 of the Workers' Compensation Law) with respect to all of their 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.

DB-120.1 (12:21) | R

fHlluB=LeU. L (Le=2L1) WiN



Additional Instructions tor Form UB-120.1

By signing this form, 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 NYS Disability and Paid Family Leave
Benefits Law. The insurance carrier or its licensed agent will send this Certificate of Insurance Coverage (Certificate) to
the entity listed as the certificate holder in Box 2.

The inciiranrs rarrier miict nnﬁf‘\t tha ahnve rartifirate hnldar and the \Warkeare' th'nnnc:minn Rnard within 1N d:a:u: IF a
policy is cancelled 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 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 3¢, 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.

I TIS weruncale may be used as eviaence ora Ny> aisapiity ana/or Faia Family Leave penerits contract or insurance oniy
while the underlying policy is in effect.

Please Note: Upon the cancellation of the disability and/or Paid Family Leave benefits 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 Insurance Coverage for NYS disability and/
or Paid Family Leave Benefits or other authorized proof that the business is complying with the mandatory
coverage requirements of the NYS Disability and Paid Family Leave Benefits Law.

NYS DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

§220. Subd. 8

(a) The head of a state or municipal department, board, commission or office authorized or required by law to issue any
permit for or in connection with any work involving the employment of employees in employment as defined in this article,
and not withstanding any general or special statute requiring or authorizing the issue of such permits, shall not issue such
permit unless proof duly subscribed by an insurance carrier is produced in a form satisfactory to the chair, that the
payment of disability benefits and after January first, two thousand and twenty-one. the pavment of family leave benefits
for all employees has been secured as provided by this article. Nothing herein, however, shall be construed as creating
any liability on the part of such state or municipal department, board, commission or office to pay any disability benefits to
any such employee if so employed.

(b) The head of a state or municipal department, board, commission or office authorized or required by law to enter into
any contract for or in connection with any work involving the employment of employees in employment as defined in this
ariicie and noiwiiiisianding any generai ur speciai siaiuie requiring ur auiiorizii Ig dily suci1 cuniraci, siiaii not enier inio
any such contract unless proof duly subscribed by an insurance carrier is produced in 2 form satisfactory to the chair, that
the payment of disability benefits and after January first, two thousand eighteen, the payment of family leave benefits for
all employees has been secured as provided by this article.

DB-120.1 (12-21) Reverse



