Please Return this form to:
Backflow Prevention Program
Utilities - WGW Operations
P.O. Box 10250

Palo Alto, CA 94303

Ph. 650-496-5926

Backflow Prevention
Assembly Test Report

|. General Information

Contact Person: Phone Number:

Name of Facility: Address:
Location of Assembly: Domestic [] Fire Service [] Irigation O Date of Install:
Manufacturer: Model: Serial Number: Size:

Palo Alto Water Meter #: Test Gauge Model:

External [JInternal []

If internal, is this the principal device on this service? YesD NOD

RP bpcO pvB[O svB[O DCDA[ RPDAL]

Il. Test & Repair Information

Check Valve No. 1 Check Valve No. 2 D|fferen_t|a| Pressure Pressure Vacuum
Relief Valve Breaker
[CLeaked [JLeaked [Jopen at PSID [ Air inlet opened at
Test [ closed Tight O closed Tight [CJDid Not Open _____PSID
Results Pressure drop across first [Joid not open
Check Valve PSID
[cleaned Ocleaned Ocleaned [ Check Valve:
Replaced: Replaced: Replaced: ___ PSID
CIRubber Parts Kit [JRubber Parts Kit [CJRubber Parts Kit [ICheck Valve Leaked
Ocv Assembly [JCV Assembly RV Assembly OCleaned
-% Opisc ODbisc Obisc Replaced:
& Oo-rings Oo-rings [ODiaphragm DC_V As;embly
& Oseat Oseat Oseat DD!SC Air Inlet
[Spring [ spring [ISpring DD'S‘_; cv
[JStem/Guide [ stem/Guide OGuide |:|Spr|n.g
[Retainer [ORetainer Oother: I:lReFalner
OLocknuts CLocknuts DGU'_de
[Jother: [Oother: Co-rings
Oother:
! . . [JOpen at PSID )
Final Test [cClosed tight [OcClosed tight O satisfactory
reduced pressure
Remarks
City of Palo Alto Certification Tag: [JAttached to unit Tag Number .
Additional Notes:
lll. Approvals
Date Tested: Tester Phone #: Certified Tester #: Passed []
Failed []

Company Name:

Tested By (Signature):

Tested By (Print Name):

White — CPA

Yellow — Customer

Pink — Tester

Revised 5/2009
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