NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Public Water Supply Protection Report on Test and Maintenance
Empire State Plaza - Coming Tower Room 1110 o .
Albany, NY 12237 of Backflow Prevention Device

2021 o

=] Initial test - Complete entire form
Annual test - Complete Part A only

Please use a separate form for each device.

Public Water Supply Account No, County Block Lot

Orange

Location of Device

Facility Name _SGT Catalin D. Dima AFRC
address 910 Raz Avenue New Windsor, NY 12553-4704

Street City Zip
Device Manufacturer Type IE RPZ Model . Size gn inches) SeriallN.umber'
nermation | A Po J{O ooy [HoAoHTR /fg 13¢ L85
Check Valve No. 1 Check Vaive No. 2 Differential Pressure Relief Line Pressure (. S~ psi
Valve
. Date

Test Leaked E Leaked | Opened at 392 psid .
before Closed tight Closed tight [ [0] o] [2]0] [2]1]
repair

Pressure drop across first check valve M D Y

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

Final test Closed tight Closed tight I:I Opened at psid l_ I —l [ I ] L 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 g {om;r2

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

Certification: This device B meets, D does NOT meet, the requirements of an ac?,\able containment device at the time of testing

I hereby certify the foregoing data to be comect.
_John E. Cimina o e comega3g - 8 /31 /2022

Print Name Certified Tester No. ignature Expiration Date

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

AN\ TP f BN HAAac i f— (917518 4564
Print Name Title alure—" Telephone
Certification that installation is in accordance with the approved pla( (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 [o the designated health department represeniative and one copy 1o the waler supplier within 30 days of the tesling device.
Notify owner and water uppl?esﬁmmdiataly if device fails test and repairs cannot immediately be made. o DOH- 1013(9/81)



NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Publc Water Supply Protaction Report on Test and Maintenance

Empire State Plaza - Corning Tower Room 1110 A =

Albany, NY 12237 of Backflow Prevention Device
Fontbogear 2021

Please use a separate form for each device. 1 o
Initial test - Complete entire form

Annual test - Complete Part A only

Public Water Supply Account No, County Block Lat
Orange
3 Location of Device
Faciity Name_SGT Catalin D. Dima AFRC
Address 910 Raz Avenue New Windsor, NY 12553-4704
Street City Zip
Device Manufacturer - Type D RPZ Model Size (in inches) Serial Number
Information ﬂm &y m DoV Co)T Q\OO |F~ 15%¢
Check Vaive No. 1 Check Vaive No. 2 Differential Pressure Relief Line Pressure << 5 psi
Valve
Date

Test Leaked E Leaked £ Opened at psid
before Closed tight Closed tight 3] 0] 9o [2]0][2]1]
repair

ssure drop across first check valve M D Y

' A psid

p / i s ’
Describe Repaired by
repairs and Name
materials
used Lic#
Date repaired:
M D Y
Final test Closed tight Closed tight D Opened at psid [— I l I I | I | l
Pressure drop across first M D Y
check valve psid
Water Meter Number Meter Reading Type of Service: (check.one)
9 pomestic '@ 9  other
Remarks (Describe deficienci byp stiets 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 co 3 f
_John E, Cimino 8839 L £ 8 31 /12022
Print Name Certified Tester No. fignalure Expiration Date
. :
Property ownert:j?‘;ra agent) certification that test was e}r}fgﬂrmed:( 579(_ S P77 /—?
(JO 216 S525m/, 57D . D> ;
Print Name Title / Sighature Telephone
~
-;Certfﬁcation 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 (o the Hﬁgqna:sd health department representative and one copy 1o the waler sué:glier 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 Report on Test and Maintenance

Empire State Plaza - Coming Tower Room 1110 - i

Albany, NY 12237 of Backflow Prevention Device
Please use a separate form for each device. el T

L 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
address 910 Raz Avenue New Windsor, NY 12553-4704
Street City Zip
P?Wc& " Manufacturer g Type l:l RPZ Model Size (in inches) Serial Number
nformation
Ane Xloev | ColrQopn & HT 19/4
Check Vaive No. 1 Check Vaive No. 2 Differential Pressure Relief Line Pressure psi
Valve
Date
Test Leaked El Leaked [ Opened at psid
before Closed tight Closed tight [7] I 0 l 9| I 2 l 0 I |2 |1 |
repair
Pressure drop across first check valve M D Y
: psid 02 2\
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y
Final test Closed tight Closed tight I:I Opened at psid I— I I I ] | | [ |
Pressure drop across first M D Y
check valve psid
Water Meter Number Meter Reading Type of Service: ( one)
9 Domestic 9 9 Other
Remarks (Describe deficlencies: 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 col 3 =
_John E. Cimino 8839 bk C€— 8 31 12022
Print Name Certified Tester No. synatum Expiration Date
Property owner=s (or owner= agent) certification that test was performed: . C/
T AAKOS U A S UD /Z//(/ @2~ (917518 4564
Print Name & Title Signalture Telephone
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 represeniative and one copy 10 the waler sudp:her within 30 days of the testing device.

Notify 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

Sy of Pl WalorSuply Proecion Report on Test and Maintenance
Albany, NY 12237 of Backflow Prevention Device

Please use a separate form for each device. %QQMOL
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
address 910 Raz Avenue New Windsor, NY 12553-4704

Street City Zip
P$vica " Manufacturer Type m RPZ odel Size u‘.? hes) Senal Nymber
momaton | €.OR b PALY oo | HpaeyTa e 32 Ty
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure psl
Valve

Test Leaked Leaked (] Opened at&_ﬁlpsld . —

before Closed tight Closed tight [5¢"] | 0 | 9| 2|0 ' l2 |1

repair
Pressure drop across first check valve M D Y

sid
p 2 ) 8’

Describe Repaired by

repairs and Name

materials

used Lic #

Date repaired:

Final test Closed tight Closed tight I:‘ Opened at psid F | | | | J
Pressure drop across first D Y
checkvalve _____ psid

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

O Domestic 9 Fire 9 ther

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

Certification: This device JZI meets, D does NOT meet, the requirements of an acce
| hereby certify the foregoing data to be correct.
imi %839

le containment device at the time of testing

8 /31 12022
Print Name Certified Tester No. Expiration Date
Property owner=s (or owner=s agent) certification that test was parformed:
. - / s———

TR AES TaeMosh M AAaS (917518 4564

Print Name Title / Signature Telephone
Certification that instaliation is in accordance with the approved plans. (To be completed by the design engineer or archilect 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 heallh department representative and une copy to the water “Jmlm within 30 days of the tesling device.
Notify owner and water supplier immediately if device fails test and repai

DOH-  1013(9/91)



NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Public Water Supply Protection Report on Test and Maintenance
Empire State Plaza - Coming Tower Room 1110 - -
Albany, NY 12237 of Backflow Prevention Device

Fonthoysar 2021 .
- Initial test - Complete entire form
Annual test - Complete Part A only

Please use a separate form for each device,

Public Water Supply Account No, County Block Lot

Orange

f Location of Device
Facility Name _SGT Catalin D. Dima AFRC

Address 210 Raz Avenue New Windsor, NY 12553—4704

Street City
ID?vice e Manufacturer Type m RPZ Model ) Size (vﬂmes) Serial Number
nformation (..OJ’\}')”Q C O m DCcv l_iog'ol—lm Y L‘I?W
Check Vaive No. 1 Check Vaive No, 2 Differential Pressure Relief Line Pressure psi
Valve
D

Test Leaked Leaked 1 Opened at /. & psid -
before Closed tight Closed tight 3] [ 0 I gl [ 2 [ 0 | [2 |1 |
repair

Pressure drop across first check valve M D Y

A4 psid F

.g'_b_P -}) , é
Describe Repaired by
repairs and Name
materials
used Lic#

Date repaired:
D Y
: ) Date

Final test Closed tight |:| Closed tight D Opened at psid ‘:L__l [D ‘:I:I

Pressure drop across first M D Y

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

9 Domestic 9O 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 davic:e_ me_e!s. D does NOT meet, the requirements of an acceptable c;ontainment device at the time of testing
| hereby ot:)l'ufy the foregoing data to be ourrag.839 _— { 8 131
Print Name Certified Tester No. Signature Expiration Date
Property ownerss (or owner=s agent) certification that test was performed:
QA?C’QOKJ \J(CAM g wn M\//’,«%p”—”‘ (917518 4564
“Print Name Title (:/ Signature Telephone
Certification that installation is in accardance with the approved plans. g‘;:;;t):mpletad by the design engineer or architect or water
| heraby 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 I State | Zip
Signature.
NOTE: Send one completed copy to the department representative and one copy to the water suppher within 30 days of the testing device,

Notify owner and watnr supplier rn mediately 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 Report on Test and Maintenance

Empire State Plaza - Coming Tower Room 1110 _ a

Albany, NY 12237 of Backflow Prevention Device
Fontkegear 2021

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
Address 910 Raz Avenue New Windsor, NY 12553-4704

Strest City
Device Manufacturer Type [Xj RPZ Model Size (in inches) Serial Number
infsxaaaion W ATTN Cdoov |[LE %09 L RSE 4L
Check Valve No. 1 Check Valve No. 2 Differential Pressure Relief Line Pressure ( si
Valve
Date
Test Leaked Leaked [ Opened at /.0 _psid
before Closed tight Closed tight m [ 0 | 9| | 2|0 | |2 |1
repair 7
Pressure drop across first check valve M D Y
712 psid :
[ &
Describe Repaired by
repairs and Name
materials
used Lic #
Date repaired:
M D Y

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

Pressure drop across first
check valve psid

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

oISt D{ 27) 9 pgmesti>) 9 Fie 9 Other

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

Certification: This devi ng meets, E] does NOT meet, the requirements of an acceptable containment device at the time of testing
Ihambyce the foregoing data to be co 2
8839 8 131 12022

Pnnt Name Certified Tester No. ¥ signature Expiration Date

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

\FIMES Toeipf DA/ 225 (917518 4564
Print Name Title 7S Telephone
7z : ;
Certification that installation is in accordance with the approved plans. (To buea O?molet&d by the design engineer or architect or water
supplier.
I hereby certify that this installation is in accordance with the approved plans.
Name Tite Date NYS DOH Log #
License Number Phone ( ) m d y
Representing Describe minor installation changes
Address
City I State ] Zip
Signature

NOTE: Send one completed copy to the Eﬁ nated health department re Tepresentative and one copy to the waler Tier within 30 days of the 1esting device.
Notify owner and water supplier immediately if device fails test and pairs cannot ii rnadpp DOH- 1013(9/91)




