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4 DEPARTMENT OF NATURAL RESOURCES

ENVIRONMENTAL PROTECTION DIVISION




REVISED TOTAL COLIFORM RULE

Level 2 Assessment Form
General Information
	WSID:
	     
	System Name:
	     
	Date of Trigger Notification:
	     

	County:
	     
	System Type:
	     
	Assessment Date:
	     


Facility Representative:      

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No 

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


Presampling Conditions
Have any of the following occurred at relevant facilities prior to collection of Total Coliform samples?
a. Were there any operation and maintenance activities that could have introduced total coliforms?..........................................
b. Has the system lost pressure to less than 20 psi?....................................................................................................................
c. Has there been any vandalism and/or unauthorized access to facilities?.................................................................................
d. Are there any visible indicators of unsanitary conditions observed?.........................................................................................
 FORMCHECKBOX 
 Standing water
 FORMCHECKBOX 
 Lab area dirty

 FORMCHECKBOX 
 Surface water accessing finished water basins/units
 FORMCHECKBOX 
 Other

e. Have there been any analytical results or any additional (special or routine) samples collected, including source samples which were positive?..................................................................................................................................................................
f. Have there been any sites with low or inadequate disinfectant residual? Are there sites where it is difficult to maintain a residual without flushing?...........................................................................................................................................................
g. Were any other water quality parameters measured?...............................................................................................................

If yes, were any results out of the ordinary?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
h. Has there been any community illness suspected of being waterborne?..................................................................................
(e.g. Does the community public health official indicate that an outbreak has occurred?)

i. Did the water system receive any Revised Total Coliform Rule violations in the past 12 months?...........................................
If yes, when?
Date:      
j. What was the most recent date on which satisfactory total coliform samples were taken?
Date:      
k. Has there been a fire fighting event, flushing operation, sheared hydrant, etc.?.......................................................................
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No 


l. Other comments on records and maintenance…………………………………………………………………………………………
Environmental Events
a. Has there been heavy rainfall?..................................................................................................................................................
b. Has there been any flooding?....................................................................................................................................................
c. Have there been any changes in available source water (e.g. significant drop in water table, well levels, reservoir capacity, etc.)?..........................................................................................................................................................................................

d. Have there been any interruptions to electrical power?.............................................................................................................
e. Have there been any extremes in heat or cold?........................................................................................................................
f. Was the water colored, cloudy or have an odor?.......................................................................................................................
Identified Corrective Actions and Comments:
	     


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


Source
Treatment Change/Problems

a. Have any inactive sources recently been introduced into the system (e.g., auxiliary systems)?...............................................
b. Have there been any new sources introduced into the system?...............................................................................................

Source – Wells     FORMCHECKBOX 
 N/A
a. Total number of wells?      
b. How are the wells used? (Please indicate number of wells used for each category)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No 


Primary:      

Back-up:       

Emergency:       

Other (Not a PWS, Not Drinking Water):      
c. Are any of the wells prone to flooding?......................................................................................................................................

d. Are the sanitary seals intact?.....................................................................................................................................................

e. Are the well caps vented?..........................................................................................................................................................

f. Does the vent terminate inside a building?................................................................................................................................

g. Does the vent terminate twelve (12) inches above the well pad?..............................................................................................

h. Are the vents screened and are the screens intact?..................................................................................................................

i. Does the pump to waste terminate in approved air gaps?.........................................................................................................
j. Are there any unprotected cross connections at the wellhead?................................................................................................

k. How far does the casing extend above grade? (Please indicate in inches)

Well 1 Height: 
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


Well 5 Height:      

     


Well 8 Height: 

     


Well 7 Height:  FORMTEXT 

     


Well 6 Height: 
l. Is there evidence of standing water near the wellhead?............................................................................................................

m. Are the wellheads secured to prevent unauthorized access?....................................................................................................

n. Has the well pump been replaced? …………………………………………………………………………………………….………..
If so, when?      
o. Have there been any spills or contaminants released within the protection area?....................................................................

p. Can the positive samples be attributed to well construction?....................................................................................................

q. Other comments on the well system……………………………………………………………………………….…………………….
Source – Purchased Water Connection (Consecutive System)     FORMCHECKBOX 
 N/A
a. Please list the Water System name and WSID# for each purchased water source in use within the last sixty (60) days:

	     


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


b. Do the physical connections show signs of contamination (e.g. flooded vault, leaking valves, recent maintenance, etc.)?....

Source – Springs     FORMCHECKBOX 
 N/A
a. What is the sanitary condition at the source?
 FORMCHECKBOX 
 No problems seen

 FORMCHECKBOX 
 Areas need maintenance
b. What is the condition of the intake?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


 FORMCHECKBOX 
 No problems seen

 FORMCHECKBOX 
 Areas need maintenance
c. Is the source secured to prevent unauthorized access?............................................................................................................
d. Other comments on the spring system……………………………………………………………………………………………….….
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


Source – Surface Water Supply     FORMCHECKBOX 
 N/A
a. Have there been any spills (i.e. sewer, petroleum) or contaminants released within the watershed?.......................................

b. Have there been any algal blooms?..........................................................................................................................................
c. Has source water turnover occurred?........................................................................................................................................
d. Other source water comments……………………………………………………………………………………………………………
Identified Corrective Actions and Comments:
	     


Treatment
  FORMCHECKBOX 
 N/A
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


a. Number of treatment plants:      
b. Treatment devices operational and maintained?.......................................................................................................................
c. Is there any recent installation or repair of treatment equipment?.............................................................................................
d. Were there any recent changes in the treatment process? (e.g. addition of a process, change in chemical or dosage)……...
If yes, when, what was the change?      
e. Have there been any interruptions in the treatment process (lapse in chemical feed, disinfection, turbidity excursions, etc.).. If yes, for how long?       
 FORMCHECKBOX 
 Chemical feed problems



 FORMCHECKBOX 
 Chemical added/changed


 FORMCHECKBOX 
 Disinfectant added/changed

 FORMCHECKBOX 
 Abnormal flow rates/short circuiting

 FORMCHECKBOX 
 Clearwell operational issues

 FORMCHECKBOX 
 Abnormal influent turbidity
 FORMCHECKBOX 
 Excessive filter run-time



 FORMCHECKBOX 
 Filters operated above capacity
 FORMCHECKBOX 
 Sludge blanket carryover
 FORMCHECKBOX 
 Coagulation/sedimentation problems
 FORMCHECKBOX 
 Other



f. What is the free chlorine residual measured at each entry point?
Entry point 1:      
Entry point 2:      
Entry point 3:      
Entry point 4:      
Entry point 5:      
Entry point 6:      
Entry point 7:      
Entry point 8:      
g. Were there any failures to meet the contact time (CT) requirements?  FORMCHECKBOX 
 N/A……………………………………………….........
h. Were the flow rates above the rated capacity?  FORMCHECKBOX 
 N/A............................................................................................................
Treatment (Continued)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


i. Did a review of the filter turbidity profiles reveal any anomalies?  FORMCHECKBOX 
 N/A…………………………………………………………..

j. Were there any anomalies on the settled water turbidities?  FORMCHECKBOX 
 N/A………………………………………………………….……..
k. Other comments on the treatment system………………………………………………………………………………………………
Identified Corrective Actions and Comments:

	     


Distribution
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


Distribution System
a. Was the sample collected in a hydraulically isolated area of the distribution system?...............................................................
b. System pressure: Is there evidence that the system experienced low or negative pressure?...................................................
If yes, when?
Date:      
c. Were any cross connections identified?.....................................................................................................................................
d. Pump station (if applicable): Are there any sanitary defects in the pump station(s)?  FORMCHECKBOX 
 N/A…………………………………….
e. Last pump maintenance/service date:      
f. Air relief valves: Is the valve vault subject to flooding or does the vent terminate below grade?...............................................
g. Have there been any operating issues with control valves (i.e. Pressure Reducing Valves, Altitude)?.....................................
h. Fire hydrant/blow off: Are any located in an area with a high water table or pits?......................................................................
i. Is the distribution system secured to prevent unauthorized access?.........................................................................................

j. Are the backflow prevention devices at high risk sites present, operational and maintained?...................................................
k. Have there been any water main repairs or additions? If yes, explain the type of repair or addition below………..……………

l. Have there been any water main breaks?.................................................................................................................................
If yes, when?
Date:      
m. Was there any scheduled flushing of the distribution system?...................................................................................................

If yes, when?
Date:      
n. Is there any evidence of intentional contamination in the distribution system?..........................................................................
o. Does the booster chlorinator function properly?   FORMCHECKBOX 
 N/A...........................................................................................................

p. Is there evidence of loss of disinfection or other potential sources of contamination?...............................................................

q. Other comments on the distribution system……………………………………………………………………………………………..
Identified Corrective Actions and Comments:
	     


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


Storage Facilities
a. How many storage tanks are in the system?      
b. Are the overflow and vents properly screened?.........................................................................................................................
c. Is the facility secured to prevent unauthorized access?.............................................................................................................

d. Is the access opening sealed tightly?........................................................................................................................................
e. Was there any observed physical deterioration of the tank?.....................................................................................................
f. Could the physical condition of the tank be a source of contamination?....................................................................................

g. Is the vent turned down and maintaining an approved air gap at the termination point?...........................................................

h. Are there any unsealed openings in the storage facility such as access doors, vents, or joints?..............................................
i. Does the drain/overflow line fail to provide the minimum of a 12-inch air gap?.........................................................................
j. If present, did the pressure tank deviate from normal operating pressure?...............................................................................
If yes, how much?      
k. Were there any observed leaks?...............................................................................................................................................
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	

	
	

	
	

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


l. Is there any evidence of vandalism or intentional contamination at the storage tank?..............................................................

m. Does it appear as though proper operation and maintenance activities are being performed?.................................................
n. Has there been any facility maintenance? (i.e. painting/coating)…………………………....………………………….……………

If yes, when?      
o. When was last tank inspection?
Date:      
p. Was the required microbiological sampling conducted before returning the tank to service?....................................................
q. Does the tank on the distribution system have a single inlet/outlet or are there separate inlet and outlet lines?
 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Separate

r. What is the measured free chlorine residual of the water exiting the storage tank today?

Tank 1:      

Tank 2:      

Tank 3:      

Tank 4:      
Tank 5:      

Tank 6:      

Tank 7:      

Tank 8:      
s. Other comments on the storage system…………………………………………………………………………………………………

Identified Corrective Actions and Comments:

	     


Sampling
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	

	
	

	
	

	
	

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


Sample Site
a. Have conditions changed at the sample site since last sample collection?................................................................................

b. What is the location of the tap?

 FORMCHECKBOX 
 Outside residence

 FORMCHECKBOX 
 Outside business

 FORMCHECKBOX 
 Yard spigot

 FORMCHECKBOX 
 Inside residence

 FORMCHECKBOX 
 Inside business


 FORMCHECKBOX 
 Other (explain in comments)

c. What is the regular use of the connection?
 FORMCHECKBOX 
 Kitchen


 FORMCHECKBOX 
 Bathroom



 FORMCHECKBOX 
 Irrigation


 FORMCHECKBOX 
 Landscape

 FORMCHECKBOX 
 Sampling Only

d. Was there a potential for hot water to enter the sample through the tap?..................................................................................
e. Have there been any plumbing changes or construction?..........................................................................................................

If yes, when and what was the repair or change?      
f. Have there been any plumbing breaks or failure?......................................................................................................................

If yes, when?
Date:      
g. Were any cross connections identified after the service connection or in premise plumbing?...................................................

h. Were all of the backflow prevention devices present, operational and maintained?..................................................................

i. Have there been any operating issues with control valves (i.e. Pressure Reducing Valves, Altitude)?.....................................

j. Were there any low pressure events or changes in water pressure after the service connection or in the premise plumbing?

If yes, when?
Date:      
k. Are there any treatment devices after the service connection or in premise?............................................................................
If yes,  FORMCHECKBOX 
 Point of Entry

 FORMCHECKBOX 
 Point of Use

l. Other comments on sample site?...............................................................................................................................................

Identified Corrective Actions and Comments:

	     


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


Sample Protocol
a. Were all Total Coliform samples collected and handled using proper Standard Operating Procedures?..................................
b. Did sample collection and handling factors contribute to contamination?..................................................................................
c. Were there any visible indicators of unsanitary conditions?.......................................................................................................
d. Were sterile sample bottles used?.............................................................................................................................................
e. Were the samples transported in a sanitized cooler or clean box?............................................................................................
f. Were there any changes in sampler or collection protocol?......................................................................................................
g. Was the sample tap disinfected before use?.............................................................................................................................
h. Were samples shipped properly to avoid contamination?..........................................................................................................
i. What was the free chlorine residual at the positive sample site/sites?

	Positive Sample Site No.
	Free Chlorine Residual Result

	     
	     

	     
	     

	     
	     


Sample Tap
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


a. What is the condition of the tap?

 FORMCHECKBOX 
 No problems seen


 FORMCHECKBOX 
 Areas need maintenance

b. Was the tap flushed to ensure that a representative sample was collected?.............................................................................

c. Was the tap flushed during Level 2 Assessment visit?  How long did it actually take to flush the tap to ensure that a free chlorine residual was present?………........................................................................................................................................

Time:      
d. Was the aerator removed before collection?  FORMCHECKBOX 
 N/A................................................................................................................

e. Was the sample collected from a swivel faucet?........................................................................................................................

f. Was the sample tap leaking or broken?.....................................................................................................................................

Identified Corrective Actions and Comments:

	     


Certification: I certify under penalty of law that I am the person authorized to fill out this form, and the information contained herein is true, accurate and complete to the best of my knowledge and belief.

	Completed by:
	     
	Title:
	     

	Signature:
	
	Date:
	     


	Reviewed by:
	
	Title:
	     


RTCR Level 2 Assessment – updated September 2016
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