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: NY070 Diafesal Visie o6~ 7 =17
Contractor Personnel on Site:

1. /flwfc;@ Stovn i

2. :

3. 6.
Work Performed:

Inspection, Testing, and Certification

Backflow Prevention Testing (Qty 1) (Annual) WO 7286 Asset 7262
WO 7286 Asset 7265

. RL . Ty ‘ )
fested a 37 RP7 [a pot Fox thedtwes wot on Cot/

B bt I e

CERTIFICATION OF WORK

To be signed by the Contractor:

Print Name: / &1r/ CIC  JScoLrn Date: A~-7-/7

Signed: /7 -
x/.

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: " Yosha F. Gromate AFOS Date: 7 FE£B 19

Signed: (}q,o\ “Q 9(? HM\.&jET"

E-Mail: \OLW\.-‘(). 31'&@({4—(;* ek @ v Lo )
\ [}




NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Public Water Supply Protection Re p o rt 0 n Test a n d M a i nte n a n ce

Empire State Plaza - Carning Tower Room 1110

Albany, NY 12237 : of Backflow Prevention Device

Far the year }\ @ : q

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

Annual test - Complefe Part A only

Public Water Supply Account No. County Block Lot
C.WA Mopnroe.
p : Location of Devjce . ‘
Facilty Name /e Jo D Hoileder USARC Hot rSox  fVorth t/est o grnves
Address 515 R !4[1&— ’-3" {' W ebdiey W 45 §0 0 + 5/' 7
Street City Zip
P?Vice Manufacturer : Type -RPZ Model Size (in inches) Serial Number
nformation - ; LY ' e ;
Febco [ ey 536D g N 1305730834
. Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure é.ﬁ" psi
Valve
[ ; ‘ Date
Test Leaked [ ] Leaked L1 Opened at 9? i 7 psid
before Closed tight [ Closed tight [5Z] [ 2 | |”) | 7 | | I l C’i]
repair
Pgssifre drop across first check valve M D Y
psid
Describe Repaired by
repairs and Name
materials :
used ) Lic #
Date repaired:
M Y
. : e Date
Final test Closed tight I:I Closed tight I:l Opened at psid l’l ] L I I | 3 ' |
Pressure drop across first M D Y i
check valve psid
Water Meter Number Meter Reading Type of Service: ane)
/ ,S/J‘ DYLI 50 "{ 4]///_/}_ . 9 Domestic Fire / 9 Other

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

-

Cerhﬁcatwon This device JZ' meets, D does NOT meet, the requirements of an acceptable containment device at the time of testing

| hereb cerhfy the foregoing data to be correct. L_—-—//J
fmffuﬁ Taii IRy N ,f 37;,,\!
Pfint Name - Certified Tester No. «/Slgnature E‘xp‘rratioﬂ Dale
Property ownerss (or ownerss agent) certification that test was performed: %g ]
Jehn F Grapata AFOS i 'Z;Mz (98 S Ga L
Print Name Title Signature ’ Telephane

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

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

Name Title Date T T l ’ I | 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(9/31)




NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Public Water Supply Protection Re po rt o n Test an d Ma i n te nance
Empire State Plaza - Corning Tower Room 1110 . .
Albany, NY 12257 : of Backflow Prevention Device

_ ) For th 20
Please use a separate form for each device, é RS 1
PART A Initial test - Complete entire form

Annual test - Complete Part A only

Public Water Supply Account Na. County Black Lot

M .CLLA, Monroe

Facility Name /v) AO—-O{\ fl) 4 /‘)oﬂd 6{8( (/{uS ﬂ R(/ Loc?Tn ) Devujeok Noa rih Wesdt ¢a _r./‘/n"

Address 5 /‘5— ﬁrlf-g{/é’, Q‘-’t"tQ., Li,fe_,f;.)fcf‘ ﬂ/t{ / 955D Q ‘1_ _j; )Lf,
Street "City Zip
Device Manufacturer Type (%% RPZ Model Size (in inches) Serial Number
Information — O\ i ;
[~e6co 1 pcv 535y 7 OS5~ 4/3
] Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure 4 “ psi
. Valve
) £ Date
Test Leaked % Leaked [ Opened at X b psid
before Closed tight Closed tight g ]
repair '
Pressure drop across first check valve M D Y
7 psid
Describe Repaired by
repairs and Name
materials

used Lic #

Date repaired:

HEEEEE

M D X;

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

Pressure drop across first
checkvalve _ psid

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

, F{;Q"[ Eég‘ob{ /‘;ﬁ//_}, 9 Domestic fﬁa 9 other

Remarks (Describe deficiencies: bypasses, outlets before the device, connections bétween the device and point of entry, missing or inadeguate airgaps, efc.)

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

i 1 her;}by certify the foregoing data to be corre ‘ !
/a.f(}ufﬂ Y5744 (i [;] il GEEPTS é 'r,?\‘;',l 51[
Print Name : Cer‘tlﬂad Tester No. _~Signature Expiration Date
[
Property owner=s {or owner=s agent) certification that test was performed: /:E
ohe . Grenads AFCs o O 599 Lo 2
Print Name Title Signature Telephane
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 I ’ I l | | NYS DOH Log #
License Number Phane ( ) m d y
Representing Describe minor installation changes
Address
City T State Zip
Signature )

NOTE: Send ane completed copy to the designated health depariment representative and one copy o the water sl appher within 30 days of the testing device.

Natify owner and water supplier immediately if device fails test and repairs cannot immediately be ma DOH- 1013(9/81)




NEW YORK STATE DEPARTMENT OF HEALTH

BEure.au gw; F:thI’FIc: Wattg Su.pply_frP%otec;ion " Report On TeSt and Maintenance
mpire ate laza - arning lower Room . .
A K225 : of Backflow Prevention Device

For the year IQ\ 0l CT

3 Initial test - Complete entire form
Q Annual test - Complete Part A only

Please use a separate form for each device.

Public Water Supply ) Account No. County Block Lat
M.cw 4. Monroe
-~ ‘ _— « « | Location of Deyice )
Fagility Name /7 AYDrr D W fs f/(:zc‘. 7~ U 5/‘3@6 //i) E 150X Mordh wpesSi (Cortrer
e fim L) A ) — y ¥
Address O /5 AN 102/6 :QGGWQ, Webste v [45 §D Of Jot
Street City / d Zip
P?vice _ Manufacturer Type B RPZ Model Size (in inches) Serial Number
nformation | yn gy [ bcv L Go9 RP i 16592,
- Check Valve No. 1 Check Valve Na, 2 Differential Pressure Relief Line Pressure _¢& 3 psi
Valve
i : Dat
Test Leaked Leaked 1 Opened at & 7 psid =
before Closed tight Closed tight [Z:I
repair
Pressure drop across first check valve M D '

!. psid

Describe Repaired by
repairs and Name

materials :

used Lic #

. Date repaired:

LTIETIET]

Date
Final test Closed tight D Closed tight I:' Opened at psid l
. M D v

Pressure drop across first
check valve psid

Water Meter Number Meter Reading T f Service: (check one)
7 ¢f 79;— 233 7’ J30 ﬁ@ QFire 9 Other

Remarks (Describe deficiencies: bypasses, outlets before the device, connections bétween 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

770 lhereb certify the foregoing data to be correct. /’ &
Jaicl  Bropre Jacn T R e 6 30, al
Print Name Certified Tester No. /sfgnarure Expiration Date

Property ownerss (or ownerss agent) certification that test was performed:

ol F. Granz s A FOS

Print Name Title

G 5% é642

Telephone

Signature

PART B Certification that installation is in accardance 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 l | I I I ' 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 waler supplier within 30 days of the testing device,
Notify owner and water supplier immediately if device fails test and repairs cannot immediately be made. OH- 1013(8/91)
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