{(JIOWADOT

SMARTER | SIMPLER | CUSTOMER DRIVEN

STORM WATER OVERSIGHT (QUALITY ASSURANCE) INSPECTION

Date & Time of Inspection:

Project No.:

DNR Authorization Number: 1A

County:

Prime Contractor:

Inspection Made By:

Date of Previous QA Inspection

Expiration

Contractor Staff: Name Date
Erosion Control Technician (ECT)
(minimum 1 per company)

ECT Expiration ESC Basics Expiration
Contractor Staff — Individual(s) joining weekly inspections: Certified? Date Trained? Date
DOT Inspection Staff

ECT Expiration ESC Basics Expiration
DOT Staff — Individual(s) completing weekly inspections: Certified? Date Trained? Date
Documentation Review Yes No N/A
Erosion Control Implementation Plan (ECIP) provided? L] [
ECIP updated since last inspection? 1 [ [
Subcontractor co-permittee statements provided? 0 O If yes, how many?
Comments:
Inspection Reports Review (review reports since last inspection): Yes No
Missing reports? 1 [
Lacking information? 1 [

Comments:

General Comments/Observations:



Deficiencies Found (including additional items needed):
Corrective Action

Deficiencies Found: Required

Item # / Item No N

(1) Silt Fencing

(2) Ditch Checks |:|

(3) Perimeter & Slope Sediment Control |:|
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(4) Rock L]
(5) Silt Basin L]
Item # Comments/Recommended Improvements

Deficiencies Found:
Item # / Item

(6) Seeding & Mulch
(7) Housekeeping

(8) Discharge Locations
(9) Other

(10) Other

Location

Corrective Action
Required
No N/A
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| certify under penalty of law that this document and all attachments were prepared under my direction or supervision in accordance with a system designed to assure that qualified
personnel properly gathered and evaluated the information submitted. Based on my inquiry of the person or persons who manage the system, or those persons directly responsible for
gathering the information, the information submitted is, to the best of my knowledge and belief, true, accurate, and complete. | am aware that there are significant penalties for submitting

false information, including the possibility of fine and imprisonment for knowing violations.

Inspector’s Signature:

Date
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