NEW YORK STATE DEPARTMENT OF HEALTH

gureau g: PubPIilc Waterupply F'rotethion o Report on Test and Maintenance
mpire State Plaza - Corning Tower Room 111 . -
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
QOrange
. Location of Device
Facility Name SGT Catalin D Dima AFRC Rersirm \ Ko
Address 910 Raz Avenue New Windsor, NY 12553-
4734 City Zip
Device Manufacturer Type lX] RPZ Model Size (in inches) Serial Number
informatian | yyans [ pcv LF909MOD 3 013445
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure S’_‘ . E psi

Valve

Date

Test Leaked Leaked |:l Opened at ;) * (; psid
before Closed tight Closed tight [ 0| 9 I 11412 |3 ‘
M D Y

repair
Pressure drop across first check valve i
. psid l_-z_psld

Describe Repaired by
repairs and Name

materials

used Lic #

Date repaired:

HEENIEE

M

Y

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

Pressure drop across first
check valve psid

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

o307 & L{ t} 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 IX meets, l:’ does NOT meet, the requirements of an agceptable c inment 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. %ignature Expiration Date

Property owner=s (or owner=s agent) certiﬁca’t;on that test was performed: / § , ) .. .
JoA I i Cad e ALEI T 2ar @ /Z%’é/m e 3o 535 "09%'7

Print Name Title v 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 ;f PubFl,ilc Watrz:r Suppl)_/rProte;ﬁon . Re pOl't 0n TeSt a nd Maintenance
Empire State Plaza - Corning Tower Room 111 " .
Albany, NY 12257 of Backflow Prevention Device

For the year _2Q23

- 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
Orange
. . Location of Device i
Facility Name SGT Catalin D Dima AFRC Reom 100G
Address 910 Raz Avenue New Windsor, NY 12553-
4704 City Zip
Device Manufacturer Type [Xj RPZ Model Size (in inches) Serial Number
Information | conbraco [] pocv 4020412 3/4 136492
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure Z S psi
Valve
p Date
Test Leaked E Leaked (. Opened at 2 ; é: psid :
before Closed tight Closed tight [S3 ] 0 I 9 | [ [ | i | | 2 l 3 |
repair
Pressure drop across first check valve . M D Y
S .4 psid 5 psid
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
i : . Date
Final test Closed tight Closed tight D 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)
%omestic 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 devicg meets, D does NOT meet, the requirements of an acceptable ¢ ; inment device at the time of testing
John E C:Iirr}%r;]agy certify’the foregoing data to be correcgt.ﬂqq &;}__:0 -
Print Name Certified Tester No. ﬁgnatur‘e“ Expiration Date
Property owner=s (or owner=s agent) certification that test was performed: / / ) . ‘ er é’)
J2Aap ) UL JEG MANDTEAICE [l Gde o BfD S35~
Print Name T Title Signature " Telephone
PART B Certification that installation is in accordance with the approved plans. g‘: ;?e:?mpleted by the design engineer or architect or water
| 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)

A



NEW YORK STATE DEPARTMENT OF HEALTH

Bureau f Pulc Watr Suppy Proecton Report on Test and Maintenance
Empire State Plaza - Corning Tower Room 1110 - -
Albany, NY 12237 of Backflow Prevention Device

For the year 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
Orange
Location of Device
Facility Name SGT Catalin D Dima AFRC Reon \O
Address 910 Raz Avenue New Windsor, NY 12553-
44 City Zip
Device Manufacturer Type ] RPZ Model Size (in inches) Serial Number
Information i X1 bcv  |colt 200 6 HI-1716
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure 2 S psi
Valve
1 . Date
Test Leaked E Leaked Opened at psid
before Closed tight Closed tight [g l 0 l 9 | | I ! [2 l 3 |
repair
Pressure drop across first check valve - . M D Y
3. % psid 2 a psid
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
1 . . ) Date
Final test Closed tight Closed tight D Opened at psid I'— I | ‘ 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 JZI meets, l:\ 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 /3112025
Print Name Certified Tester No. ignature Expiration Date

Property owner=s (or owner=s agent) certification that test was performed: ey - \ ;
o) Ve oI e rr e © (Bl 3575 33-0FS

Print Name 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 Pulc Wate Suppy Potetion Report on Test and Maintenance
Empire State Plaza - Corning Tower Room 111 2 N
Albany, NY 12237 of Backflow Prevention Device

For the year 2(223

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

Annual test - Complete Part A only

7

Public Water Supply Account No. County Block Lot
Orange
. . Location of Device
Facility Name SGT Catalin D Dima AFRC Reese WY
Address 910 Raz Avenue New Windsor, NY 12553-
444 City Zip
Device Manufacturer Type I:m RPZ Model Size (in inches) Serial Number
information | Ap 1o [ bcv 4020472 3/4 136488
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure Zl ) psi
Valve
‘ Date
Test Leaked Leaked (. Opened at ,2 - 2 psid
before Closed tight Closed tight X] | 0 l 9 | | l I ] 2 I 3 |
repair
Pressure drop across first check valve i M D Y
% psid A2 psid
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
i . . . Date
Final test Closed tight Closed tight I:l Opened at psid I— ] | | l | l 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 @ 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. B Z :é:"
John E Cimino 8839 )’ 08 /31 /2025
Print Name Certified Tester No. Sié{:ature Expiration Date
Property owner=s (or 0\%/7—-5 agent) certification that test was performed: P
’ r : ' ) i) ‘ y .. gj (F
N VLD AAICD M 11T ok e BYIrS ~0
Print Name 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 gf PubFl’ilc Watzr Supply F‘rote;tion 0 Re pOI"t On TeSt and Maintenance

Empire State Plaza - Corning Tower Room 11 . .

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
Orange
) Location of Device ]
Facility Name SGT Catalin D Dima AFRC Reoe 114
Address 210 Raz Avenue New Windsor, NY 12553-
4i34 City Zip
Device Manufacturer Type ':I RPZ Model Size (in inches) Serial Number
Information [K' DCV 6 f 1886
Ames colt 200 if-
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure & sﬁ psi
Valve
=1 . Date
Test Leaked Leaked Opened at psid
before Closed tight Closed tight ;Zl | 0 I 9 I II | / | | 2 | 3 |
repair
Pressure drop across first check valve EE . M D Y
psid l 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 I | | |
Pressure drop across first M D Y
check valve psid
Water Meter Number .| Meter Reading Type of Service: (check one)
9 Domestic (9 e 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, L__] does NOT meet, the requirements of an acceptable containment device at the time of testing
| hereby certify the foregoing data to be correct. f
John E Cimino 8839 —— 08 /31 12025
Print Name Certified Tester No. (;ignat\u're Expiration Date

Property owner=s (or owner=s agent) certification that test was performed:

oo VAP erp jideirrEy s [ U oy n 2K T . $°33-~Of

Print Name 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

zure.au ;i Pub;ilc Wateg Suppl){rProte(';tion _— Report On TeSt and Maintenance
mpire State Plaza - Corning Tower Room . -
Albany, NY 12237 of Backflow Prevention Device

For the year l02;3 o

L1 Initial test - Complete entire form

Please use a separate form for each device.

PART A

Annual test - Complete Part A only

5

Public Water Supply Account No. County Block Lot
Orange
. . Location of Device )
Facility Name SGT Catalin D Dima AFRC Reore Y
LM |
Address 210 Raz Avenue New Windsor, NY 12553-
4ird3d City Zip
Device Manufacturer Type [XI RPZ Model Size (in inches) Serial Number
Information Watts [ bcv LF909 4 25694
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure psi
Valve
] € i Date
Test Leaked Leaked Opened at § (2 psid
before Closed tight Closed tight @ | 0 | 9 | ! I | |2 I 3 l
repair
Pressure drop across first check valve i M D Y
7 2 psid _l_& psid
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
. . . Date
Final test Closed tight Closed tight D Opened at psid l’" l l l | I | | |
Pressure drop across first M D Y
check valve psid
Water Meter Number Meter Reading Type of Service: (check one)
70028984 0‘7 %[1’ Li / 57 XDomestic 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. L(Z
John E Cimino 8839 4@ 08 /31 /2025
Print Name Certified Tester No. ﬁignature Expiration Date
Property owner=s (or owner=s agent) certification that test was perform:ed/: %/ /
éAM W VY[ BN CD KD TES &P , /é o 2aN47a (314); Z £=2 5-’-0@7 %
$rint Name Title VSignature elephone 1
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 Ptut::l’i[c Watg SuppIYrProte(F::ion " Report On TeSt and Mai ntenance
mpire State Plaza - Corning Tower Room 11 . "
Albany, NY 12237 of Backflow Prevention Device

For the year 2023

1 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
Orange
. Location of Device
Facility Name SGT Catalin D Dima AFRC Reom 229
Address 910 Raz Avenue New Windsor, NY 12553-
4704 City Zip
Device Manufacturer Type m RPZ Model Size (in inches) Serial Number
Information conbraco 1 pbcv 4020412 3/4 136284
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure _Zé psi
Valve
r ” Date
Test Leaked @ Leaked - Opened at 2. { psid
before Closed tight , Closed tight @ | 0 | 9 | i I | | 2 | 3 I
repair
Pressure drop across first check valve I M D Y
z Jil:. psid 2 é pSld
Describe Repaired by
repairs and Name
‘materials
used Lic #

Date repaired:

LIt e

) Date
Final test Closed tight l:‘ Closed tight D / Opened at psid |"| }I l H 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 @ 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. l /
John E Cimino 8839 08 /31 /2025
Print Name Certified Tester No. ﬁgnature Expiration Date

Property owner=s (or owner=s agent) certification that test was performed:

O NI R 0B fdy o o (f s 34532~ OR

/Print Name Title VSignature 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)

/3



