CERTIFICATION OF WORK
(To be completed by the Contractor and saved in the Contractor’s CMMS)

INSPECTION, TESTING, AND CERTIFICATION OF WORK
(To be completed by the Contractor and saved in the Contractor’s CMMS)

FACID/Building: NY030 Date of Visit: ol =&~ /1
Contractor Personnel on Site:
(D .
1. [ atrice /?fom«/ i
2 .
3. 6.
Work Performed:

Inspection, Testing, and Certification

Backflow Prevention Testing (Qty 2) (Annual) WO 7280 Asset 7245
WO 7280 Asset 7272

g e (B e

CERTIFICATION OF WORK

To be signed by the Contractor:
Print Name: (/jm Hivie RKeow Date: A ~8-/17
Signed: M

To be signed by Facility Manager:
By signing the Certification of Work, the said government representative signature does not

constitute acceptance of any work performed by the contractor, it only acknowledges that the
contractor was on-site during the identified timeline:

Print Name/Rank: "N\ 5. Cocar ine e AFOS Date: < FEB

Signed: M L QY adl—

E-Mail: \}@hn.f_ (j{z?{na; . C_#F‘@ r\flc‘a.‘fl < My |




e Tret OF

Eﬂﬁgﬁﬁ%ﬁ&iifi’ﬁ?:&:ﬁf;‘[%ﬁl?‘:: Report on Test and Maintenance
mpire State Plaza - Corning Tower Room . .
Albany, NY 12237 : of Backflow Prevention Device

Far the year 9‘ Ol’ Cf

Initial test - Complete entire form
B Annual test - Complete Part A only

Please use a separate form for each device.

Public Water Supply Account Na. County Block Lot

Elmira _ploter Rl C%emwgr

. _ , Bl Losation of Device .

Faciity Name (_ epdi _didens DAjien A FR C Zorler voom [raby 50 Le

Addressjlgg U"I?{Of-’i'n Loke lzc!?.r,/-/ﬂﬂﬁ(’, hesds vy [4EHS ]
City L2

Street p
Device Manufacturer Type ERF’Z Model Size (in inches) Sfiial Number
Infarmation L &sbd=5 [ pbcv 67 99 M.ZOJ__ Rp ;{ S &3 f’w{
Check Valve No. 1 . Check Valve No. 2 Differential Pressure Relief Line Pressure _& % psi

Valve

- ' % |:| ; f) Date
e |58 e e st Dubome | T | BI5] [[T4]

befora Closed tight

repair :
Pressure drop across first check valve M D Y
503 paid

Describe Repaired by

repairs and Name

materials

used ) Lic#

Date repaired:

HEIENIEE

M D Y

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

Pressure drop across first
check valve psid

Water Meter Number Meter Reading (ggg of Service: {check one)

} LIS ‘1 q 7 0{33650 7 omestic) 9Fire 9 oOther

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

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

7 . | hereby certify the foregoing data to be correct. 2 ; 3
//"?:«"TNCIC rouN (256 /l‘—"#" b 30/ 4]
/algnature

Print Name Certified Tester No, Expiration Date
Property ownerss (or ownerss agent) certification that test was perfarmed: J / ‘g] / .
Lo G rawadin AFCS M F Mg ™ ) K £642
Print Name Title 4 Signature i Telephane
PART B Certification that installation is in accordance with the approved plans. (Ta be completed by the design engineer ar architect or water
. supplier.)

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

Name Title _ Date l I | ‘ NYS DOH Log #

License Number Fhone ( ) 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 st.épplier within 30 days of the testing device,
Naotify owner and water supplier immediately if device fails test and repairs cannot immediately be made. DOH- 1013(9/81)
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NEW YORK STATE DEPARTMENT OF HEALTH

Eure.au g{ Ft'ui;i‘ilc Watg Su.pplﬁFMte;tion 5 REpO]’t On TeSt and Maintenance
mpire State Plaza - Coming Tower Room
Albany, NY 12237 of Backflow Prevention Device

For the year Q 0 ; ‘(

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

Complete entire form

Annual test - Complete Part A only

Public Water Supply Account Na. County Block . Lot

ElMira (ater }3000{ CAem?wvgy

Facility Name L@OH“’ Mdew D Alle”r AFRC Locati" ;ffpie:if Foom  Arpay s2de

AddressBi%E ayP@flaKe RA Horsehead Nl;{ i"fg“/.;— ‘ﬁtﬂ:ﬁ"i LA //
City

Street Zip fa 5T
P?vice Manuf?cturer Type /IX[RPZ Modﬁl Size (in inches) Serial Number
nformation J = 3 - - - ‘.
L/ &t [ pov o7 Qt | 2~ 624773
- Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure & ;} psi

Valve

Test Leaked % Leaked B Opened at " psid

before Closed tight Closed tight |:]

repair . .
Pressure drop across first check valve D f gfi Mo M D ¥
\ :
* _ psid
O e
(f’c n

Describe Repaired by
repairs and Name
materials .
used ) Lic #

Date repaired:

LLILT T

Date
Final test Closed tight D Closed tight |:| Opened at psid E[:I I:l:l D:'
M D Y

Pressure drop across first
check valve psid

Water Meter Number Meter Reading Tép/ﬁ_g's_e_rv_ic\a: {check one)
/836 Y4959 CC";G@OI; | XJo (v Domestic_9 Fie 9 Other

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

o
Certification: This device D meets, '& does NOT meet, the requirements of an acceptable containment device at the time of testing

Vi) . I hereby certify the foregoing data to be correct. - :
[atricre. Brows [T /IL & ;30,4

Print Name Certifigd Tester Na. /éignature Expiration Date
- _ = / P ‘

Property ownerss (or ownerss agent) ‘certlﬁcation that test was performed: / %/ 7

TN v ?—”_ é(‘c'uwuLc{ IIFCS AL T . M-t (O L5 £G ¢r7
Print Name Title {| signature Telephane
PARTB Certification that installation is in accordance with the approvéd plans. (To be= ﬂ?mpleted by the design engineer or architect or water

: ) supplier.

I hereby certify that this installation is in accordance with the approved plans.
Name Title Date l ’ , | I I NYS DOH Log #
License Number Phone ( ) m d y
Representing Describe minor installation changes
Address
City State Zip
Signature

QTE: Send ane completed copy to the designated health department representative and one copy to the watsr 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)










