WO #2446 Asset #7272

NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Public Water Supply Protection Report on Test and Maintenance
Flanigan Square, 547 River Street, Room 400 . .
Troy, New York 121802216 of Backflow Prevention Device

For the year ;? O / 8

] Initial test - Complete entire form

Please use a separate form for each device.

Annual test - Complete Part A only

1
Public Water Supply %U’V? @:7‘ Account No. County Block Lot

Lhopsetliesds Lhenna

Facility Name / lk’uc /’7;'/ Location of Dev?(ﬂo v ?/ o 7

Address /26 l{gg [ZZ& é/@ ﬂ%fMO/g /M@C 6{/(/6( /éopM

Street City Zip /L/,qté

::)tfevice Manufactu Type ERPZV Ngelo Size (in ipghes) Ser% Numeb?;
nformation 7?‘3 —pev q / 5
Check Valve No. 1 Check Valve No. 2 " Differential Pressure Relief Line Pressure (&3 psi
Valve
Date
Test Leaked Leaked [ 1 Opened at _Z_,_z_psid
before Closed tight . Closed tight \_—1 ENEIERG
repair
Pressure drop across first check valve M D Y
psid
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
. . . . Date
Final test Closed tight Closed tight I:I Opened at psid I" l | | | | I I |
Pressure drop across first M D Y
check valve psid
Water Meter Number Meter Reading Type of Service: (check one)
1625299 Y5180 | Coomesii>* Fre* omer

Remarks (Describe deficiencies: bypasses, outlets before the device, connactions between the device and point of entry, missing or inadequate airgaps, etc.)

Certification: This device ’K, meets, ® I:‘ does NOT meet, the requirements of an acceptable contai nt device at the time of testing

) /,Iqh/?reb %n% 2e fregomg data to be correcggz-g' 3 7 /}/ , 20 6

Print Name Certified Tester No. Signature Ex'piration Date

7
Property ownerss (or owner-s agent) certification that test was performed:

Qod ph' b perko Yo ('t Lartaar! W_Wﬂ@)&ﬁh']y-gﬁs’
Print Name Title ignature Telephone

PART B Certification that installation is in accordance with the approved plans. (To be completed by the design engineer ar architect or water
supplier.)

| hereby certify that this installation is in accordance with the approved plans.

Name Title Date NYS DOH Log #

License Number Phone ( ) m d y

Representing Describe minor installation changes

Address

City State Zip

Signature

NOTE: Send one completed copy to the designated health department representative and one copy to the water s é)pher within 30 days of the testing device.

Notify owner and water supplier immediately if device fails test and repairs cannot immediately be ma DOH-1013(9/91)





