Water Systems Operation Report
 For Chlorinated/UV Disinfection/Filtration Systems Monthly Submission Form 

Instructions:  Complete form and submit to the Oneida County Health Department – 185 Genesee Street – 4th Floor, Utica, NY 13501 Fax: 798-6486 within 10 days of the close of the reporting period.

	Facility Name


	Facility Type


	Federal PWS ID Number


	Reporting Month / Year


	Oneida County


	Date
	Amount of Treated Water (1,000 gals per day)
	CHLORINATION
	UV Intensity  (>70%, green or yellow)
	Turbidity (if checked)
	Date
	Amount of Treated Water (1,000 gals per day)
	CHLORINATION
	UV Intensity  (>70%, green or yellow)
	Filters Changed

	
	
	Liquid

Hypochlorite Used (Qts.)
	Free Chlorine Residual (mg/L)
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Hypochlorite Used (Qts.)
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Population Served 

 (Average)
Number of Service Connections 



Source Type:     FORMCHECKBOX 
 Drilled Well     FORMCHECKBOX 
 Dug Well     FORMCHECKBOX 
 Spring    FORMCHECKBOX 
 Surface 
      How Many Sources? 

 


- What is the Annual Bulb Replacement Date?

/
/

( FORMCHECKBOX 
 n/a)

- Does the system have an automatic alarm to indicate failure?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
( FORMCHECKBOX 
 n/a)
- Does the shut-off to prevent untreated water from being used? 
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
( FORMCHECKBOX 
 n/a)

- Did the alarm activate? 
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
( FORMCHECKBOX 
 n/a)
    When? 

/
/


- What action was taken to remedy the situation? (explain on reverse or attach sheet)
- If the system has filtration - were filters changed - if so, how many, which ones and when? (use reverse)
  ( FORMCHECKBOX 
 n/a)


Did an emergency occur in any part of the water system?
 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No (if yes, explain on reverse or attach)

Comments / Remarks (explain on reverse or attach sheet)








Reported by






Title






Signature 






Date 

/
/


If NYS Certified Operator – Grade Level 


Certificate No.  




 

Expiration Date 


/

/



Distribution System Analytical Results - COLIFORM
	Sampling Location
	Date of Sample
	Sample Type (1,2)*
	Free Chlorine Residual
	Total Coliform Positive
	E.coli Positive

	
	
	
	
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

	
	
	
	
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

	
	
	
	
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

	
	
	
	
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

	
	
	
	
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

	
	
	
	
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

	*  1 = Routine Sample
	2 = Repeat Sample

	Number of required routine COLIFORM samples 


	Number of actual routine COLIFORM samples 



	PLEASE SUBMIT ALL LABORATORY RESULTS WHEN RECEIVED


	Does an M&AR violation exist? 
 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No

	If yes, check reason(s) below:

	 FORMCHECKBOX 
  Actual number of samples fewer than required.  

	 FORMCHECKBOX 
  Failure to analyze for E.Coli if there was a positive result for total coliform from routine, repeat or high turbidity sample.

	 FORMCHECKBOX 
  Failure to analyze repeat samples.

	

	Does an MCL violation exist?
  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No

	If yes, check reason(s) below:

	 FORMCHECKBOX 
 Two or more positive total coliform samples for systems collecting fewer than 40 samples (routine, repeat or hiturb) / month

	 FORMCHECKBOX 
 More than 5% positive total coliform samples for systems collecting 40 or more samples (routine, repeat or hiturb) / month

	 FORMCHECKBOX 
  When a positive Total Coliform sample is positive for E.Coli and a repeat Total coliform sample is positive, OR, when a positive Total Coliform sample is negative for E.Coli, but the repeat Total Coliform sample is positive and also positive for E.Coli.

	*A system must collect a minimum of 5 routine samples the month following a repeat sample collection unless waived in writing by the Health Department.

	**REPORT ALL POSITIVE COLIFORM SAMPLES IMMEDIATELY!!!



Specific System Served (e.g. Bar, System A, etc…): 








Minimum Residual for CT:   � MERGEFIELD "ALTERNATE_ST_NUM" �
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