Town of View Royal - Building Services

45 View Royal Avenue, Victoria, BC. VOB 1A6 PLU MBING TEST CERTIFICATION

oo
g Ph. 250.708.2256
W buildingpermits@viewroyal.ca

PROPERTY INFORMATION
Civic Address: Permit No.

Owner(s) Name: Installation Date:

CONTRACTOR/ INSTALLER

Name: Company Name:
Address: Postal Code: City:
Email: Phone: Cert. No.:
| hereby certify that the following plumbing systems at the above Installer Signature:
address are installed and tested in accordance with good trade
practice and comply with the current edition of the BC Plumbing Code.
Testing Information:
Indicate all tests performed, initial and provide test dates
Testing of under- ground drainage and venting systems, as required under Section 7.3.6 of | Test Date:
the BC Plumbing Code
[0 Static Water Test —water column of at least 3m (10 ft.) to all joints for 15 minutes.
I Air Test - 15 minutes at 35 kPa (5 psi) Initial:
Testing of above-ground drainage and venting systems as required under Section 7.3.6 of Test Date:
the BC Plumbing Code
[0 Static Water Test - water column of at least 3m (10 ft.) to all joints for 15 minutes. —
O Air Test - 15 minutes at 35 kPa (5 psi) Initial:
Testing of building sewer to approved sewage disposal location as required under Section Test Date:
7.3.6 of the BC Plumbing Code
[0 static Water Test —water column of at least 3m (10 ft.) to all joints for 15 minutes.
O Air Test - 15 minutes at 35 kPa (5 psi) Initial-
[0 Pressure sewer, force main or sump pump discharge piping — 1.5 times the maximum
potential pressure.
Testing of potable water systems, as required under Section Test Date:
7.3.7 of the BC Plumbing Code
O water Pressure Test — maximum in-service pressure.
0 AirTest-2hours at 700 kPa (100 psi) Initial:
[0 Other — as recommended by the piping manufacturer.
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