CERTIFICATION OF WORK
SERVICE CALL

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

FACID/Building: NY126 Date of Visit: 7119119

Contractor Personnel on Site:

_ Patrick Brown

1 4.
2. 3
3 6.

Service Call Number

CSS# WO#

Description of Repairs

BACKFLOW PREVENTION TESTING ANNUAL (QTY 4)
WO 2447 ASSET 7246

WO 2448 ASSET 7247

per monroe county water authority the three rpz's in the hot
box are the only ones that need to be iested TG

CERTIFICATION OF WORK
To be signed by the Contractor: :
Print Name: P%\k Brown Date: 7/19/19

Signed; =

To, igned 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: John Granata AFOS Date: 7/19/19
Signed: %ﬂ&/\% N M

E-Mail:




NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Public Water Supply Protection Re pOl‘t on Test and M a i nten ance
Empire Stale Plaza - Coming Tower Room 1110 - a
Albany, NY 1227 : of Backflow Prevention Device

For the year _&O 1 C?

Initial test - Complete entire farm
Annual test - Complete Part A only

Please use a separats form for each device,

Public Water Supply Account No. County . Black Lot

.C . V\/. /’}'; /\/Lf—” ;1(, ”nc‘\zgu,e

Facility Name C’L”{' Ltj ’4/\)./‘79 ?\)EJ@H/@, CC"/)LC/" ocation of Device HO %_ ’B Ox

. i ~ v — R . N N
nddress_H T Ietvice Dr Chill ay 14 A et o8 D IJZ‘:; X
Street City f Zip Y
Device Manufacturer Type BRFZ &del Size (in inches) Serial Number
Ioformation | 4 ) At [ oov o9 MoDd -5 [937&i
Check Valve No, 1 . Check Valva Na. 2 Differential Pressure Relief Line Pressure é & __psi
. Valve
i . D =3 g Date
Test Leaked [ ] Leaked Opened at psid
before Clased tight <] Closed tight g m
repair T
Pressure drop across first check valve M D Y
. 1 psid
Describe Repairad by
repairs and Name
materials '
used ) Lic#

Date repaired:

LTI

Date

Final test Closed tight D Closed tight D Opened at psid D:J ED [:D
M D Y

Pressure drap across first
check valve psid

Water Meter Number Meter Reading rvice: (cheék one)
| 33316 4oy 35619 (Somess Srad one

Remarks (Describe deficiencles: bypasses, oulfats before the device, connectlons bétween the device and point of entry, missing or inadequate airgaps, etc.)

Cedification: This device E meets, D daes NOT meet, the requirements of an acceptahle containment davice at the time of testing
» - hereby certify the foregoing data to ba = A %/\ 5
el "R TL56 | T Of 135, p02/

Brint Name * Certified Tester No. /Slgnalur‘e Explration Date

Property ownerss (or owners agent) certification that test was performed: L/ ) , .

—“Bhn E Ceane b AECS A gg:d LT (55599, 9099
Print Name Tille { Signature ’ b Telsphone

Certification that installation is in accordance with the apprcvéd plans. (To bl_e c?mnleled by the design englneer or architect or water
i . supplier.
| hereby certify that this installatian is in accordance with the approved plans.
Name Title ] Date L l l , l I NYS DOH Log #
License Number Phone ( ) m d y
Representing ) Describe minor installatian changes
Address
City I State ] Zip
Signature
HOTE: se"dﬁgﬁf; omer 2 Ca éﬁ’:‘éé‘xfé#‘i&?&'i%a’éfé&"’u“fé’ﬁ?é" falls toat and ragairas":agﬁztﬁrgégxﬁgl;' Be made, o "N 30 Gays of e Testing Gevie. DOH-  1013(g/91)




NEW YORK STATE DEPARTMENT OF HEALTH
Buraau of Pubilc Water Supply Protection
Empire State Plaza - Carning Tower Room 1110
Albany, NY 12237

Report on Test and Maintenance
of Backflow Prevention Device

Please use a separatz form for each device,

: G
For the year \‘-1 o i {
- Inltial test - Complete entire form
Annual test - Complete Part A only

Public Waler Supply ’ Accaunt No. County élock Lat
P iNT .
/V].C‘.MA. /th—llb MeEn2ce
£
N ; , Location of Device I ) ~
Facllity Name QI’II If US. /4!’/”);{ IQ?-JZ:’F!Q’/ Cénttr Mech e, Co | &QUD/"? 1€ R

Address_[[c/ ‘7‘:6)" view De Chilv My } i, 93'( /E/réy Wi Sowth wesf  Corpe
Strast Cly - Zip
nglce . Manufaclurer . - Type ERPZ Madsl Slze (ljn Inches) Serial Number
momation | Z e/ wiiliCifvS [ pov 375 2K 72L37
Check Valve No, 1 Checlk Valve No, 2 Differential Pressure Relief Line Pressure \&$ psi
Valve
: ; . Date

Test Leaked ] Leaked X Opened at psid -
befare Closed tight = Closed tight D IDI j (« h L 7 l
repair E '

Pressure drop acrass first check valve M D ¥

psid
Describe Repaired by
repairs and Name
materials
used Lic#
Date repaired:
. M D Y
y Date

Final test Closed tight Closed tight D Opened at psid [ l ! I l

Pressure drop across first M D Y j

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

X]‘-/’ 7 é‘—f f 9 Domestic 9 Fire 9 Other,

Remarks (Desciibe deficiencies: bypasses, outlets before the device, cannaclians bétween the device and paint of entry,

missing ar inadequale airgaps, etc.)

%wﬁon: This davice
| heraby ify the foregoing datato b
")l R e

D meets,/& does NOT mee

Tt |

t, the requirements of an acceptable cantainment device at the time of testing

Qb 70,2

‘Print Name - Certified Tester No. ignature Expiration Dale
// P
Property awners (orowners agent) certliication that test was performed: b .
T erale AECS A4 it 555 99 9097
Print Nama Titla \ Signature Telephene
Certification that installation is in accordance with the appmvéd plans. (To be campleted by the design englneer or architect or water
. supplier.)
| hereby certify that this installation is In accordance with the approved plans.
Name Title Date [ I l ] l l NYS DOH Log #
License Number Phone ( ) m d y

Representing

Describe minor Installation changes

Address

City

State Zip

Signature

NOTE: Send ane compleled copy ta the designated health dep

Notlfy ewner and water supplier immediately i

depaniment represantative and ohe copy (6 the watersx.g:ﬁller within 30 days of ihe tesdng devica,
f device falls test and repslrs cannot Immaediately ba mada.

DOH-  1013(3/31)




NEW YORK STATE DEPARTMENT OF HEALTH

Eureau of Public Water Supply Protection RepOl’t On Test a nd Ma i ntenan ce

Empire State Plaza - Comning Tower Rocm 1110 - N

Albany, NY 12257 : of Backflow Prevention Device
’ \/‘ Far the year /‘)'0 l 7

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

,&Annual test -Complete Part A only

Public Watsr Supply Accaunt No. Caunty Bloek Lot

L. WA My <136 MONSREE
< S ; - Locatian of Device

Facility Name (}\’ h [/(S A‘fﬁ”y 72555“/(7/ (/WW /‘/9 ’}— /’3'3)“

E & i o> i o 7 o :
address 19 Tetvices De Chiti - My bt Frewt 08 Bulldins 2

Streat City i i Zip T
Device Manufacturer Type ERF'Z Moccigl Sizg (in lr}fhes) Serial Number
information | (¢ ] ;2 4--¢ ] oev 719 81 i 39543

. Check Valve No.1 . CheckValva No, 2 Diiferential Pressure Relief Line Pressure_£ ©  psi
. Valve
: 1 Date
Test Leaked Leaked D Opened at 3 ! D\psld : =
befora Closed tight % Closed tight |52 [@ 7 I l / ]ﬁ | l 9 I
repair N €
Pressure drop across first chack valve M D Y
5 i psid

Describe Repaired by
repairs and Name
materials ’
used . Llc#

Date repaired:
) D Y

M

: .
Final test Closed tight E_‘ Closed tight E Opened at .5 § psid Pate
=4 ICOICT|

Prassure drop-across first
check valve > * b psid

=2 —

Water Meter Number o Meter Reading Type of Service: check ane)
33 405 Y 505 ——— 9 Domestic @@ Firey 9 Other
—

Remarks (Describe d. yp , autlets before the device, connactians bétween the devica and point of entry, missing or inadequate alrgaps, etc.)

Cetlfication: Thils device @ meets, D daes NOT meet, the requirements of Wle cantainment device at the time of testing

- | hereb riify the foregaing data to b : =5 y : .
[ede e Prowas oo R 9t 170,203

Print Name - Certlfied Tester No. ‘//G?gnalura Explration Dale

Praperty owners (orownerss agent) certificatian that test was parfarmed: ] \# Qﬁ .
& Crareie AEES St o e ss5300 g0
Tile

Print Name N (/ Signature Telephone

| Certification that installation is in accordance with the approved plans. (Ta be campleted by the deslgn engineer or architect o water
. supplier.)

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

Name Title Date i I , l l l NYS DOH Lag #
License Number Phone ( ) . m d y
Representing Describe miner installation changes

<~ | Address

Gity Stata Zip
Signature .
NOTE: Send ane compieted copy to (he designated Raalth department repr and one copy to the water sucrpllnr Within 30 days of the testing device,
Natify owner and water supplier immadlately If device fails test and repairs cannot Immediately ba made. DOH- 1013(9/31)




i)

NEW YORK STATE DEPARTMENT OF HEALTH

Buraau of Putiic Water Supply Protection Report on Test and Maintenance
Empire State Plaza - Corning Towar Roam 1110 - -
Nlbany, NY 12237 : of Backflow Prevention Device

Far the year ,Q-@/ﬁ

= Initial test - Complete entirs form
Annual test - Complete Part A only

Please use a separate form for each devica.

Public Water Supply Account Nao, County Bloek Lot

M.c wa. Ny -2k e 2o e

Locatian of Device

Facllity Name CI/\I-II\ Mj A{MC[/ WCSCV‘{/‘Z/ C@\ffzy/\ ]"{O 1t j/g 0y
Address .1 Jetview D _Chilr I\/l;] 1962y £,/a/» 7 O+ i Id 4 A

Strest City Zip
Devica Manufacturer Type E RPZ Maodel Size (in Inches) /\Sﬁﬁil Number
mematen | A3 S LIbev  Mayimsoo~cv| )OO £-0052
. - Check Valve No. 1 . Check Valve No, 2 Diiferential Pressure Relief Line Pressure £ () __ psl
. Valve

7 Test Leakerj . Leaked (. Opened at 2 'é psid Pate Z
befara Closed tight E Clased fight [52 10 l? l J I 1 l I /19 I
‘ M D Y

repair
P re drop across first check valve
5 , i psid

Describe Repaired by
repairs and Name

materials ’

used Llc#

Date repalred:

LTI

Dati
Final test Closed tight E Closad tight/@ Opened at Q-é psid BD___I D] D:,
M D Y

Pressure drap across first
check valveé, 2. psid

Water Meter Number Meter Reading Type of Service: (chack ong)

\ — ) 9 Domestic (9 Fire}y 9 other

Remarks (Describe deficlencies: bypasses, autlats before the device, connections bétwsen the devica and peint of entry, missing or inadequate airgaps, etc.)

ny}iﬁ::&tion: This devica ,Kl meets, D does NOT meet, the requirements of an acceptable contalnment device at the time of testing
P i

&Mléj/u;eby c}e);ﬂ 'omf\jfulrle?/aing data to be co?-eig E I _//k-—————’_j 96 , 5,0 Q02 \

Print Nams - Cedtified Tester No, ,7/§tgnatura Explration Date
Property ownerss (or owners agent) cartification that test was performed: f ~//
o ; : — /. o 5 ;
o FL g nerder A0S ,4 AT LA, Lﬁﬁ)ﬁlﬁ-_&_n7??
Print Name Title J/ Slanatura Telephana

Certification that installation is in accordance with the approvad plans. (Ta be complated by the deslgn engineer o architect cr water
* . supplier.)

| hereby certify that this Installation is in accordance with the appraved plans.

Name l Title ) Date l , , I , } NYS DOH Log #

License Number , Phone ( ) . m d y

Representing Describe minor installation changes

Address

oty | sae | 2

Signature

NOTE: Send one compiated copy 1o the designated health department representative and ona copy 10 the watar mg:puer within 30 dayz of the tesung davice,
Notify owner and water suppller immediately If devics falls test and repalrs cannct immediately ba mada. DOR- 1013(9/91)







