NEW YORK STATE DEPARTMENT OF HEALTH

Gurea ofPubkc Watr Spply Prtecion Report on Test and Maintenance
Empire State Plaza - Coming Tower Room 1 ’ =
Albany, NY 12237 of Backflow Prevention Device

For the year 2( }23

Please use a separate form for each device. :!
Initial test - Complete entire form

Annual test - Complete Part A only

Public Water Supply Account No. County Block Lot
Ulster
i Location of Device

Facility Name _Saugerties USARC Reem I3
Address 1001 Kings Highway Saugerties, NY 12477-4342

Street City Zip
Device Manufacturer Type [KI RPZ Model Size (in inches) Serial Number
Information Watts [] bcv 009M3QT 3/4 308381

Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure ﬁ O psi
Valve
Date

Test Leaked E Leaked 1 Opened at 3, O psid
before Closed tight Closed tight [5] I 0 I 9 l ] l} l |2 l 3 l
repair

Pressure drop across first check valve { §' .
g 2 psid 1! psid

Describe Repaired by
repairs and Name

materials

used Lic #

Date repaired:

HEIEEIEE

M D Y

Date
Final test Closed tight D Closed tight l:l Opened at psid l l || |
M D Y

Pressure drop across first
check valve psid

Water Meter Number Meter Reading Type of Service: (check one)

1 O Domestic 9 Fire 9  Other

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

Certification: This device IE? meets, D does NOT meet, the requirements of an acceptable containment device at the time of testing
I hereby certify the foregoing data to be correct.

John E Cimino 8839 08 /3112025
Print Name Certified Tester No. Expiration Date
pr (o% ag nt) cerjification that ﬁ perfor 7 ?7 é)

lech 22 27 %
Print Name Title Signatg;a/ Telephone
PART B Certification that installation is in accordance with the approved plans. (To be completed by the design engineer or 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 supplier within 30 days of the testing device.
Notify owner and water supplier immediately if device fails test and repairs cannot immediately be made. DOH- 1013(9/91)



NEW YORK STATE DEPARTMENT OF HEALTH

Bureay of Public Water Supply Protection Report on Test and Maintenance
Empire State Plaza - Corning Tower Room 1110 = 2
Albeny, NY 12237 of Backflow Prevention Device

For the year 2.0;73

- initial test - Complete entire form
5@ Annual test - Complete Part A only

Please use a separate form for each device.

Public Water Supply Account No. County Biock fof

Ulater

Location of Deyir_;e

U3

Device Manufacturer

Information

Size (in inches Serial Number
/ 1 S

S §HA

Openedat 12 & psid

% Closed tight IZ[

ﬁp_re drop across first check valve
| psid

BT AR

| &

Repaired by
Name

Lic#

Date repaired:

NN

Closed tight j Closed tight D Opened at peid DT_S H | H E l

Prassure drop across first M 3} Y
check vaive .__psid

Water Meter Number Meter Reading Type of Saryice: {check one}
719 K73 00t Cco YT 6ey «Gamesic 3 Frm -+ ot
7

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

Certification: This device E meets? D does NOT meet, the requirements of an acceptable containment device at the time of testing

{ hereby certify the foregoing data to b : y /
Tos i E N ER e @ 5 39 Ce 0830205

mt Name Certified Tester No. ignature Expiration Date
Proj owners for 18 gge i { : -
a f: s J} certification that tbstwas performed / 2 % d
Leuae { - 1ech ijZZZ?. g
Print Name = Title / S)i)r{eture Telephone
S
Certification that installation is in accordance with the approved plans. {Te bt_e c?mpleted by the design engineer or architect or water
supptier.

I hereby certify that this instaliation is in accordance with the approved plans.

Name Title Date NYS DOH Log #

License Number Phone { ) m d y

Rapresenting Describe minor installation changas

Address

City State Zip

Signature,

CT#: Send one completed copy to the designated Aheaﬁh depariment representative and one copy 10 (e water suppiier within 90 days of the 1estng device,
Notify owner and water supplier immediately if device fails test and repairs cannot immediately be made. DOH- 1013{9/81)



NEW YORK STATE DEPARTMENT OF HEALTH

gureau ;f Put;l,ilc Watt(e:rOSupply Protection Report On Test and Maintenance
mpire State Plaza - Corning Tower Room 1110 5 =
Albany, NY 12237 of Backflow Prevention Device

For the year 2( )2:3

(- Initial test - Complete entire form

Please use a separate form for each device.

PART A

Annual test - Complete Part A only

Public Water Supply Account No. County Block Lot
Ulster
. Location of Device )
Facility Name _Saugerties USARC Koom U3
Address 1001 Kings Highway Saugerties, NY 12477-4342
Street City Zip
Device Manufacturer Type .l RPZ Model Size (in inches) Serial Number
e Ames [X] DCV | 2000 ss 6 165667
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure 2 5 psi
Valve
1 . Date
Test Leaked Leaked Opened at psid
before Closed tight Closed tight @ a I 0 ] 9 | [f | | I | 2 I 3
repair '
Pressure drop across first check valve M D Y
Al &Sld ’2 0 8 E)Sid
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
i . Date
Final test Closed tight Closed tight l———l Opened at psid ’_ | l r | | | l
Pressure drop across first M D Y
check valve psid
Water Meter Number Meter Reading Type of Service: (check one)
9 Domestic XFire 9  Other

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

Certification: This device @ meets, D does NOT meet, the requirements of an acceptable containment device at the time of testing
| hereby certify the foregoing data to be correct.

John E Cimino 8839 i ' 08 /31 /2025
Print Name Certified Tester No. ygnat‘u're Expiration Date
Pro| ems %ner nt) certification tha ,jst was pel ’;

ech W72 Jcgo
Pnnt Name *Title ; Mre Telephone
[y
PART B Certification that installation is in accordance with the approved plans. (To be completed by the design engineer or 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 supplier within 30 days of the testing device.
Notify owner and water supplier immediately if device fails test and repairs cannot immediately be made. DOH- 1013(9/91)



NEW YORK STATE DEPARTMENT OF HEALTH

Eureau g Pul:ilc Watg Supply Protection Report On Test a n d M ai nte n a n Ce
mpire State Plaza - Corning Tower Room 1110 = -
Albany, NY 12237 of Backflow Prevention Device

For the year 2023

] Initial test - Complete entire form

Please use a separate form for each device.

PART A

Annual test - Complete Part A only

Public Water Supply Account No. County Block Lot
Ulster
. Location of Device . G

Facility Name _Saugerties USARC Qcam {37
Address 1001 Kings Highway Saugerties, NY 12477-4342

Street City Zip
Device Manufacturer Type =] RPZ Model Size (in inches) Serial Number
Information Ames m DCV 2000 ss 6 165460

Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure _& S~ psi
Valve
1 . Date

Test Leaked Leaked Opened at psid
before Closed tight Closed tight [S7] I 0 L9 I | | | L | | 2 | 3 l
repair

Pressure drop across first check valve . M D Y
’3 . :2 psid Q»Z psid

Describe Repaired by
repairs and Name

materials

used Lic #

Date repaired:

NN

M Y
. i . Date
Final test Closed tight Closed tight l:l Opened at psid I" | | [ | | | I l
Pressure drop across first M D Y
check valve psid
Water Meter Number Meter Reading Type of Service: (check one)
9 Domestic 9(Fire 9  Other
Remarks (Describe deficiencies: bypasses, outlets before the device, connections between the device and point of entry, missing or inadequate airgaps, etc.)
Certification: This device E meets, D does NOT meet, the requirements of an acceptable containment device at the time of testing
| hereby certify the foregoing data to be correct. =
John E Cimino 8839 08 /3112025
Print Name Certified Tester No. gnature Expiration Date
Prope own?s (or gwner: Zﬁ“) certification that test/was perform gf -~ 7
Hechael foutrde N/AC™ Tedy « < N4 &70
Print Name e Title Signature/ Telephone
PART B Certification that installation is in accordance with the approved plans. (To be completed by the design engineer or 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 supplier within 30 days of the testing device.
Notify owner and water supplier immediately if device fails test and repairs cannot immediately be made. DOH- 1013(9/91)



NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Public Water Supply Protection Re pO rt On TeSt a n d M ai nte na nce
Empire State Plaza - Corning Tower Room 1110 . N
Albany, NY 12237 of Backflow Prevention Device

For the year 2023

(- Initial test - Complete entire form

Please use a separate form for each device.

Annual test - Complete Part A only

Public Water Supply Account No. County Block Lot
Ulster
. Location of Device .
Facility Name _Saugerties USARC "23 s VST
Address 1001 Kings Highway Saugerties, NY 12477-4342
Street City Zip
Device Manufacturer Type 1 RPZ Model Size (in inches) Serial Number
Information Apollo ,z) DCV RP40 1/2 286551
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure "’2 # 53 psi
Valve
Date
Test Leaked E Leaked 1 Opened at 2 3 psid
before Closed tight Closed tight [ ] | 0 I 9 | | | I [ [ E l 3 ]
repair
Pressure drop across first check valve X M D Y
1§ psid 2 psid
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
. Date
Final test Closed tight l:] Closed tight l_——l Opened at psid I— l | l I | l I I
Pressure drop across first M D ¥
check valve psid
Water Meter Number Meter Reading Type of Service: (check one)
9 Domestic 9 Fire 9 Other

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

Certification: This device IE{ meets, D does NOT meet, the requirements of an acce?e gvice at the time of testing

1 hereby certify the foregoing data to be correct. ’L
John E Cimino 8839 08 /31 /2025
Print Name Certified Tester No. ?Iynature Expiration Date
e [
Property owngr-s/or ownej-s agent) certification that test was performed:
h U™ T2 7 2173229 3¢90
WA v , [e y g
Print Name &/ Title gha'm/re Telephone
PART B Certification that installation is in accordance with the approved plans. (To be completed by the design engineer or 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

OTE: Send one completed copy to the designated health department representative and one copy to the water supplier within 30 days of the testing device.
Notify owner and water supplier inmediately if device fails test and repairs cannot immediately be made. DOH- 1013(9/91)



NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Pulic Water Suply Prtactin Report on Test and Maintenance
mpire State Plaza - Corning Tower Room 1110 = -
Albany, NY 12237 of Backflow Prevention Device

For the year _2023

(- Initial test - Complete entire form

Please use a separate form for each device.

Annual test - Complete Part A only

Public Water Supply Account No. County Block Lot
Ulster
Location of Device
Facility Name _Saugerties USARC geom 13
Address 1001 Kings Highway Saugerties, NY 12477-4342
Street City Zip
Device Manufacturer Type Kl RPZ Model Size (in inches) Serial Number
Information Watts [] pcv 009M3QT 3/4 301243
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure 5 ¢ psi
Valve
Date
Test Leaked Leaked |:l Opened at 2 () psid
before Closed tight Closed tight [152] l 0 | 9 | ! i l i | [2 I 3 ‘
repair
Pressure drop across first check valve i é . M D Y
§ IL;{ psid 1 Y psid
Describe Repaired by
repairs and Name
materials
used Lic #

Date repaired:

HEIEEEE

M Y

Date
Final test Closed tight ‘:I Closed tight D Opened at psid l l l !
M D Y

Pressure drop across first
check valve psid

Water Meter Number Meter Reading Type of Service: (check one)
9 Domestic 9 Fire 9  Other

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

Certification: This device meets, I:l does NOT meet, the requirements of an acceptable containment device at the time of testing
| hereby certify the foregoing data to be correct.
John E Cimino 8839 08 /31 12025
Print Name Certified Tester No. Expiration Date

Property ownerss (or oyfner=s agent) £ertification that test performed:
fidye/ @fﬁﬁ% WA Teck- - 217227, 596

Print Name Tritle ignW Telephone
PART B Certification that installation is in accordance with the approved plans. (To be corpleted by the design engineer or 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 supplier within 30 days of the testing device.
Notify owner and water supplier immediately if device fails test and repairs cannot immediately be made. DOH- 1013(9/91)



N

NEW YORK STATE DEPARTMENT OF HEALTH

gureau ;f Pul;l.i]c Watt—E\:r Suppl)_rrProtegion - Report On Test and Mai ntenance
mpire State Plaza - Corning Tower Room r =
Albany, NY 12237 of Backflow Prevention Device

For the year _ZQZB___k _

Please use a separate form for each device. —
Initial test - Complete entire form
Annual test - Complete Part A only
Public Water Supply Account No. County Block Lot
Ulster
Location of Device
Facility Name _Saugerties USARC Reom V37
Address 1001 Kings Highway Saugerties, NY 12477-4342
Street City Zip
Device Manufacturer Type Kl RPZ Model Size (in inches) Serial Number
Information Watts [] pbcv 009M3QT 3/4 301242
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure é ' () psi
Valve
¢ Date
Test Leaked Leaked L1 Opened at l~ 2 psid -
before Closed tight X Closed tight [37] ; l 0 [ 9 | [ ] l { I [ 2 l 3 |
repair
Pressure drop across first check valve " g . M D Y
«H psid x sid
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
. . Date
Final test Closed tight Closed tight I:l Opened at psid |_ | | l [ | I | (
Pressure drop across first M D Y
check valve psid
Water Meter Number Meter Reading Type of Service: (check one)
9 Domestic 9 Fire 9  Other
Remarks (Describe deficiencies: bypasses, outlets before the device, connections between the device and point of entry, missing or inadequate airgaps, etc.)
Certification: This device E‘ meets, D does NOT meet, the requirements of an acceptable containment device at the time of testing
1 hereby certify the foregoing data to be correct. (
John E Cimino 8839 ,}’ &?‘ 08 /31 /2025
Print Name Certified Tester No. #nature Expiration Date
Property ownet=g (or owneys agent) certification that test was pe@:mei‘: 7 . 17 i
e Budd I "ec 729 544
Print Name Title Signa}u(e Telephone [
PART B Certification that installation is in accordance with the approved plans. (To be completed by the design engineer or 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 supplier within 30 days of the testing device.
Notify owner and water supplier immediately if device fails test and repairs cannot immediately be made. DOH- 1013(9/91)



NEW YORK STATE DEPARTMENT OF HEALTH

gureau gf F:ub;ilc Watir Supply Protection o Re pOl't On Test a nd Mai ntenance
mpire State Plaza - Corning Tower Room 111 = =
Albany, NY 12237 of Backflow Prevention Device

Fortheyear 2023

Please use a separate form for each device. .
Initial test - Complete entire form

Annual test - Complete Part A only

Public Water Supply Account No. County Block Lot
Ulster
. Location of Device .
Facility Name _Saugerties USARC RBoan 1277
Address 1001 Kings Highway Saugerties, NY 12477-4342
Street City Zip
Device Manufacturer Type [zl RPZ Model Size (in inches) Serial Number
Information Watts [] pcv 909 MOD 3 191658
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure é S psi
Valve
Date
Test Leaked Leaked |:] Opened at :Q, - psid
before Closed tight Closed tight @ l 0 l 9 l D l | ! [2 | 3 |
repair
Pressure drop across first check valve = i M D Y
:Z'flpsid l(fpSId
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
: ] ] . Date
Final test Closed tight Closed tight I:’ Opened at psid I— I | I | | | l l
Pressure drop across first M D Y
check valve psid
Water Meter Number Meter Reading Type of Service: (check one)
71983008 olo Q 10g849 Yomestic 9 Fire 9 Other

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

Certification: This device @ meets, D does NOT meet, the requirements of an acceptable containment device at the time of testing
1 hereby certify the foregoing data to be correct. e é é'
John E Cimino 8839 )‘ 08 /31 12025

Print Name Certified Tester No. ﬁbnature Expiration Date
Pfferty 0327 ((%aﬁe%mﬁcaﬁon that ﬁ Wpeﬁ%g
< = - / 2 s ’ /7
kool A e % Z#3 B %
Print Name 7 " Title Signature Telephone
PART B Certification that installation is in accordance with the approved plans. (To be completed by the design engineer or 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 supplier within 30 days of the testing device.
Notify owner and water supplier immediately if device fails test and repairs cannot immediately be made. DOH- 1013(9/91)



