
Submit completed report to Bayfield Town Hall, kcathcart@bayfieldgov.org 

Assembly Serial No____________________________ 
Property Address_____________________________ 
___________________________________________ 
Test Date/Time_______________________________ 
Tester Certification No_________________________ 

Assembly Test Results  ☐PASS     ☐FAIL 

P
R

O
P

ER
TY

 Water Supplier TOWN OF BAYFIELD    Meter #__________________________ District __________________ 

Facility Name/Owner ________________________________________ Phone _____________ 
Mailing Address____________________________________ City____________ St____ Zip_______ 

 

 

D
EV

IC
E 

Make ____________ Model ______________ Size _________ Date Installed ___________________ 

Type ☐RP ☐DC ☐PVB ☐AVB ☐Air-Gap 
Location on Property _____________________________________________________________________ 

☐ New 

☐ Existing 

☐ Replacement 
Previous Assembly Serial_____________ 

Use 

☐Domestic 

☐Fire ☐Glycol 

☐Irrigation  

☐Recycle  

☐Process 

Protection 

☐Containment 

☐Containment by 
Isolation 

☐Isolation 

Orientation 
 Inlet                      Outlet 

☐   Vertical Up  ☐ 

☐   Horizontal   ☐ 

☐Vertical Down☐ 

Approved  ☐Y  ☐N 
 

TE
ST

IN
G

 

 Initial Test Results Repairs/Comments Re-Test Results 

Tightness Differential  Tightness Differential 

Check Valve 1 
(RP, DC, PVB) 

Leak   Tight   Leak   Tight  

Check Valve 2 
(RP, DC) 

Leak   Tight   Leak   Tight  

Relief Valve (RP)      
Buffer (RP)    

Air Inlet (PVB)    
Backpressure Yes    No    

Shutoff Valve 1 Leak  Tight   
Shutoff Valve 2 Leak  Tight   

Test Procedure ABPA _____________ ASSE ________________ 

Comments ________________________________________________________________________________ 

 Alarm Company/Fire Department Notified___________________________________________________ 
Contact Person _____________________________ Contacted by_________________________________ 
Turn Off Date, Time __________________________ Turn On Date, Time _________________________ 

 

 

Test Kit Make________________________________ Model __________________________ 
Serial No ___________________________ Last Calibration Date _________________________ 

Tester certifies this assembly has been tested with the above listed procedure and verifies the isolation valves were 
returned to pretest orientation 
Testing Company___________________________________________________ 
Tester Name _____________________________Phone_________________________________ 
Signature __________________________ Certificate Expiration Date  _________________________ 
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