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 ENGINEERING DEPARTMENT 

474 South Fletcher Road, Gibsons, B.C.   V0N 1V0 
Phone: (604) 886-2274   www.gibsons.ca  

 
 

BACKFLOW PREVENTION DEVICE TEST REPORT 
 

Owner of Device:  __________________________________________________________________________________ 

Address of Device:  _________________________________________________________________________________ 

Location of Device (ie. Room Number):  __________________________________    _______________________________ 
           Type of Equipment or Fixture Protected 

Device:    ____________________     ____________________     ___________________________     ______________ 
       Manufacturer (make)        Model    Serial No.                 Size 

Existing    Replacement    New     PlumbingPermit # ___________________  

Type of Device:    RP..       DCVA..      PVBA..      RPDA..      DCDA..       AG.. 

Line Pressure at Time of Test:  _______ psi.        Testing Equipment:    DIFF.        DUP.        S.T.  
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Air Gap Inspection:  Required minimum air gap separation provided: Yes    No  
 

Initial Test Date:  _______________________________  Testing Company: ___________________________________ 

Repair Date:   _______________________________  Phone # :               ___________________________________ 

Final Test Date:   _______________________________  Name of Tester:    ___________________________________ 
            Please Print 
 
I certify that I have tested the above device and that it meets the performance requirements outlined in CAN/CSA-B64.10.1-01 and/or 
the Pacific Northwest Section - AWWA “Cross Connection Control Manual, Accepted Procedure and Practice”. 
 
         __________________________________________ 
         Signature of Tester 

         __________________________________________ 
         Certification Number 


