Name of System_______________________________________________




PWS ID #_______________

BUREAU OF PUBLIC WATER SUPPLY

2009 MICROBIOLOGICAL SAMPLE SITE PLAN / DISINFECTION BYPRODUCTS PLAN

(Attach a map of your system with the sites identified.  To order a county map, a MDOT Map Sales Form is included.)

SITE #
PHYSICAL ADDRESS AND CITY
SITE #
PHYSICAL ADDRESS AND CITY







































































NOTE:  The bacteriological plan should include a minimum of 10 sampling sites.  Use additional copies if necessary.

DISINFECTION BYPRODUCTS MAXIMUM RESIDENCE TIME LOCATION

(This location should represent the area where the water remains in the line for the longest period of time, typically, the last occupied dwelling on the system’s longest line.)   

SITE #
PHYSICAL ADDRESS AND CITY

MRT000


CERTIFICATION

I certify that as the certified waterworks operator for this public water system, I have personally inspected and found acceptable each of these microbiological sample site locations.  The property owners at each site have given their permission for bacteriological sample collection by authorized representatives of this public water system.  Routine bacteriological samples will be taken according to this sample site plan.  Should this plan change, I will notify the Bureau of Public Water Supply in writing.  In accordance with the Disinfection Byproducts Rule, I further certify that the required chlorine residual samples will be collected and recorded at the same time and location as microbiological samples.

<OPERATOR>, Certified Waterworks Operator
                                                                                                          __________________________________________         










Daytime Phone Number

Alternate Phone Number

________________________________________________
___________________



Signature of Certified Waterworks Operator


 Date

MDH Office Use Only:  Approved by:__________________________

 Date:__________
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