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	             Arkansas Department of Health
	
	Permit / Site ID Number

          

	
	                   4815 West Markham Street, Slot 46 

                      Little Rock, Arkansas 72205-3867
	

	
	
	Date of Assessment

	Onsite Wastewater System Assessment
	     


Part 1  General Information

	1  Site Location (911 Address)                             
	                        City  
     
	State

     
	Zip

     

	2  Current Owner

     
	3  Phone Number

     

	4  Mailing Address (If Different)
     
	City

     

	State

     
	Zip

     

	5  County

     
	6  Date of Installation

     
	7 Assessment Frequency  

 FORMCHECKBOX 
 Quarterly  FORMCHECKBOX 
 Biannually   FORMCHECKBOX 
      


	8  Manufacturer
     
	9  Type of System 

 FORMCHECKBOX 
 ATU   FORMCHECKBOX 
 PMF   FORMCHECKBOX 
 HLD   FORMCHECKBOX 
 ABG    FORMCHECKBOX 
 RS/GF   FORMCHECKBOX 
 IS/GF   FORMCHECKBOX 
 RPF   FORMCHECKBOX 
       


	10 Assessment Type
 FORMCHECKBOX 
 Routine   FORMCHECKBOX 
 Service Call
	11  Dispersal Method (If Applicable)

 FORMCHECKBOX 
 Surface   FORMCHECKBOX 
 Drip   FORMCHECKBOX 
 Experimental   FORMCHECKBOX 
                               



	Part 2   Assessment

	Items: (If Applicable)
	
	Description:  In the space below, list any deficiency assessed and/or action(s) taken.
	Effluent Parameters (If Applicable)

	1  Chlorinator
	 FORMCHECKBOX 

	
	     
	CI2          
	ppm

	2  UV Light
	 FORMCHECKBOX 

	
	     
	pH           
	6 - 9 (Normal)

	3  Contact Chamber
	 FORMCHECKBOX 

	
	     
	Fecal       
	cfu

	4  Discharge Route
	 FORMCHECKBOX 

	
	     
	BOD5       
	mg/L

	5  Electrical Connect.
	 FORMCHECKBOX 

	
	     
	TSS         
	mg/L

	6  Floats/Alarms
	 FORMCHECKBOX 

	
	     
	Flow         
	GPD

	7  Pump(s) Air/Effluent
	 FORMCHECKBOX 

	
	     
	
	

	8  Sludge Depth
	 FORMCHECKBOX 

	
	     
	
	

	9  Distribution System
	 FORMCHECKBOX 

	
	     
	
	

	10 Other Components
	 FORMCHECKBOX 

	
	     
	
	


Part 3  Sludge Removal

	1  Septic Cleaner Service

     
	2  License Number

     
	3  Date of Service

     

	Part 4 Certification

	I certify that I have conducted all applicable assessments listed above and have taken the appropriate action to maintain the proper function of the above listed system in accordance with the latest guidelines for the Onsite Maintenance Program of the Arkansas Department of Health.

	Signature

     
	Date

     

	Typed/Printed Name

     
	CMP License Number

     
	Phone Number
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