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	Survey completed by: _________________________
	Reference #: ________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Client contact information

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Yes
	No

	Client name: ___________________________________
	Time: ______________
	Date: _______________

	Address: ____________________________________________________________________________________

	Phone #: ___________________________________
	Cell #: __________________________________

	Designer: _______________________________________
	Installer: __________________________________

	Design flow: _________________________________GPD
	Date of last pumpout: _______________________

	Is the facility in a rural setting?
	
	
	(
	(

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	A. Operational data 

	
	

	A.1
	Is this your first home with an onsite wastewater treatment system?
	(
	(

	A.2
	Have you ever received any onsite wastewater treatment system user information?
	(
	(

	A.3
	Did you receive the as-built drawing for the system?
	(
	(

	A.4 
	Type of use:

	
	a.
	Permanent : (
	Seasonal : (     Seasonal rental : (
	If seasonal, # of months used: ________

	
	b. 
	Number of people living in the house:
	
	
	
	

	
	
	Adults:
	Teenagers:
	Children:

	
	
	M
	___
	F
	___
	M
	___
	F
	___
	
	M
	___
	F
	___
	

	
	c. 
	Number of bedrooms: ____________
	
	
	
	
	
	
	
	
	

	
	d.
	Number of bathrooms: ___________
	
	
	
	
	
	
	
	
	

	
	e.
	Number of laundry rooms:_________
	
	
	
	
	
	
	
	
	

	A.5
	Water supply:

	
	
	Private well : (
	Centralized system: (
	Other : ( ________________________

	A.6
	Do you have an in-home business?
	(
	(

	
	a. 
	If “yes”, what type? _________________________________________________________________

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

	
	a.
	If “yes”, what products? ______________________________________________________________

	A.8
	Square footage of house: ___________ft2

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	B. Water use habits
	
	
	
	
	
	
	
	
	

	B.1
	Is any resident using long term prescription drugs or antibiotics? 
	(
	(

	
	a.
	If “yes”, what type? _________________________________________________________________

	B.2
	Do any residents use bath/skin oil/moisturizer?  
	(
	(

	B.3
	Garbage disposal use
	
	(
	(

	B.4
	Dishwasher use
	
	(
	(

	B.5
	Laundry machine use
	
	(
	(

	
	a.
	Max loads per day: ______________
	Total loads per week: ________________
	
	

	
	b.
	Are loads done consecutively?
	(
	(

	
	c.
	Brand of laundry detergent: _______________________
	Powder : (
	Liquid : (

	
	d.
	Is Bleach used?
	
	
	
	
	
	
	(
	(

	
	
	Powder : (
	Liquid : (
	Cups/load: __________
	Loads/week: _______________

	
	e.
	Hot water : (
	Cold water: (
	
	
	
	
	
	
	

	B.6
	Whirlpool tub/Jacuzzi
	
	
	
	
	
	
	(
	(

	
	a.
	Use: 
	________ times/day
	_____________ days/week
	
	

	B.7
	Is a drain cleaner used?
	
	
	(
	(

	
	a.
	Type: _____________________________________
	Frequency of use: ______________________

	B.8
	Hand-washing soap brand: ________________________
	

	
	a.
	Antibacterial
	
	
	
	
	
	
	(
	(

	
	b.
	Liquid
	
	
	
	
	
	
	(
	(
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	Yes
	No

	B.9
	Number of toilet paper rolls used per week
	 _________________ rolls

	B.10
	Are feminine hygiene products, or baby wipes flushed down the toilet?

Toilet cleaning product brand: ______________________________
	                                (          (

	
	a.
	Cleanings/month: _____________________
	
	
	
	

	
	b.
	Continuous cleaner used in toilet tank: _______________________________________________

	B.11
	Please list commonly used brands of cleaning supplies and antibacterial products:
	
	
	

	
	
	Shower: __________________
	Kitchen:_________________
	

	
	
	Floors: ___________________
	Other: ___________________
	

	
	
	
	

	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:
	(
	(

	
	b.
	Condensate drains to: __________________________________________________
	
	

	C.6
	Footing drains or sump pumps connected into the system:
	(
	(

	C.7
	Monthly water readings for one year period:

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

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

	C.8
	Location of sampling point: _________________________________________________________________

	
	(Please attach Form B.1)


