	Form 7.4  Supermarkets/grocery stores

	
	
	
	
	
	
	
	
	
	
	
	
	
	Page 1/2

	Survey completed by: _____________________________
	Reference #: ________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Client contact information

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Yes
	No

	Facility name: ___________________________________
	Time: ______________
	Date: _______________

	Facility address: ______________________________________________________________________________

	Owners name: ___________________________________
	Phone #: __________________________________

	Mailing address: _____________________________________________________________________________

	Designer: _______________________________________
	Installer: __________________________________

	Design flow: ____________________________________
	Date of last pumpout: _______________________

	Is the facility in a rural setting?
	
	
	(
	(

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	A. Facility operation

	
	

	A.1 
	Type of services (check all that apply)

	
	
	Meat cutting dept: (
	Frozen yogurt: (
	Deli-general:  (
	Ice Cream:  (

	
	
	Bakery dept: (
	Salad bar:  (
	Deli-specialty: (
	Self-serve soft drinks:(

	
	
	Produce: (
	Soups: (
	Cafeteria: (
	
	

	A.2 
	Hours of operation:

	
	a.
	Peak season:
	
	
	
	
	
	
	
	
	
	

	
	
	Mon
	____
	Tue
	___
	Wed
	___
	Thu
	___
	Fri
	___
	Sat
	___
	Sun
	___

	
	b. 
	Off season (if applicable):
	
	
	
	
	
	
	
	
	

	
	
	Mon
	____
	Tue
	___
	Wed
	___
	Thu
	___
	Fri
	___
	Sat
	___
	Sun
	___

	A.3
	Number of customers:

	
	a.
	Peak season:
	
	
	
	
	
	
	
	
	
	

	
	
	Morning: ________________
	Afternoon: __________
	Evening: ____________
	
	

	
	b. 
	Off season (if applicable):
	
	
	
	
	
	
	
	
	
	

	
	
	Morning: ________________
	Afternoon: __________
	Evening: ____________
	
	

	A.4
	Average number of customers or transactions per day (indicate customers or transactions):

	
	a.
	Peak season:
	
	
	
	
	
	
	
	
	

	
	
	Mon
	____
	Tue
	___
	Wed
	___
	Thu
	___
	Fri
	___
	Sat
	___
	Sun
	___

	
	b. 
	Off season (if applicable):
	
	
	
	
	
	
	
	
	

	
	
	Mon
	____
	Tue
	___
	Wed
	___
	Thu
	___
	Fri
	___
	Sat
	___
	Sun
	___

	
	c.
	Please list any special occasions (with dates) where customers exceeds the number listed above:

	
	
	Event: _______________________________________________
	Customers: __________
	

	
	
	Event: _______________________________________________
	Customers: __________
	

	
	
	Event: _______________________________________________
	Customers: __________
	

	A.5
	Square footage of establishment: _________
	
	
	

	A.6
	Number of employees: ___________(total)
	_________ (per shift)
	_____________ (shifts/day)

	A.7
	Do you use septic tank additives?
	
	(
	(

	
	a.
	If “yes”, what products: ______________________________________________________________

	A.8
	Water supply:
	
	
	

	
	
	Private well: (
	Centralized system: (
	Other: ( __________________

	A.9
	Are there public restrooms?
	
	(
	(

	A.10
	Does this facility have a restaurant or cafeteria? (If yes, attach appropriate form)
	
	(
	(

	
	
	
	
	

	B. Water use habits (not including restaurant or cafeteria)

	B.1
	Types of equipment (check all that apply)
	
	
	
	
	
	

	
	a.
	Deep fat fryer:  (
	Location: ________________________________________

	
	b.
	Convection oven: (
	Location: ________________________________________

	
	c.
	Garbage disposal:(
	Location: ________________________________________
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	Yes
	No

	B.2
	Type of cooking oils/fat used (check all that apply):
	
	
	
	

	
	
	 Animal:  (    
	Vegetable:  (
	Liquid:  (
	Solid:  (
	
	

	B.3
	Use of preservatives in foods: ______________________________________________________________

	B.4
	Is a dishwasher used?
	
	
	
	
	(
	(

	
	a.
	Hot water rinse: (
	Chemical rinse: (
	Temperature: _______________ °F

	
	b.
	Detergent 
	Liquid: (
	Powder: (
	Concentrate: (
	
	
	

	
	c.
	Detergent name brand: ______________________________________________________________

	
	d.
	Are plates and dishes scraped into garbage prior to rinsing or washing?
	
	(
	(

	
	e.
	Is there an open screen installed after the sink or dishwasher?
	
	(
	(

	
	f.
	If yes, how often is it cleaned?
	 ______________________day
	_____________________week

	B.5
	Are dishes hand-washed?
	(
	(

	
	a.
	How often is sink water changed?
	___________________per day

	B.6
	Are foods thawed under running water?
	(
	(

	B.7
	Are drain cleaners used?
	(
	(

	B.8
	Does after-hours cleanup result in wash-water going down a floor drain?
	(
	(

	
	a.
	Are floor strippers used?
	(
	(

	
	b.
	Are degreasers used?
	(
	(

	
	c.
	Are hood cleaning products used?
	(
	(

	
	d.
	Are the floor mats cleaned in the dishwasher?
	(
	(

	
	e.
	List any other products used in clean-up: _________________________________________________

	B.9
	Does the facility have a laundry machine to wash floor mats, tablecloths, and other items?
	(
	(

	B.10
	Does the facility serve coffee?
	(
	(

	C. Onsite wastewater treatment system

	C.1
	Actual water use (GPD)
	
	

	
	a.
	Average: _____________
	Peak: ________________
	Low: ________________
	
	

	
	b.
	Reading this date from:
	
	

	
	
	Cycle counter: ____________________
	Elapsed time meter: ________________
	
	

	
	
	Water meter: _____________________
	Other: ___________________________
	
	

	C.2
	What is the water pressure?
	_______psi

	
	a.
	Are bathroom fixtures or any other water-using devices rated as low flush?
	(
	(

	
	b. 
	If yes, please list: ___________________________________________________________________

	
	c. 
	Are there automatic flush fixtures?
	(
	(

	C.3
	Water treatment device:
	
	(
	(

	
	a.
	Is a water softener used?
	
	(
	(

	
	
	i.
	Back-flushes to: _______________________________________________________________

	
	b.
	Reverse osmosis:
	
	(
	(

	
	
	i.
	Discharges to: _______________________________________________________________

	C.4
	Air conditioner unit(s):
	(
	(

	
	a.
	Condensate drains to: _______________________________________________________________

	C.5
	Commercial ice machine:
	(
	(

	
	a.
	Condensate drains to: _______________________________________________________________

	C.6
	Large commercial freezers and/or refrigerators:  How many________________________
	(
	(

	
	a.
	Condensate drains to: _______________________________________________________________

	C.7
	Footing drains or sump pumps connected into the wastewater treatment system:
	(
	(

	C.8
	Does facility utilize a grease trap inside the building?
	(
	(

	
	a.
	If yes, how often is trap cleaned?
	____________________month

	C.9
	Flows from facility are commingled:
	Inside: (
	Outside: (

	C.10
	Monthly water readings for one year period:

	
	
	Jan
	____
	Feb
	___
	Mar
	___
	Apr
	___
	May
	___
	Jun
	___
	
	

	
	
	Jul
	____
	Aug
	___
	Sep
	___
	Oct
	___
	Nov
	___
	Dec
	___
	
	

	C.11
	Location of sampling point: ______________________________________________________________

	
	(Attach Sampling Form B.1)

	Additional Comments:__________________________________________________________________________


