State of Oregon Drinking Water Program _
Monthly Disinfecﬁjg Report for Ground Water Systems
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Was the chlorine residual ever less than the required minimum residual of mgl? [ Yes [3kNo
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Return by 10" of following month by sither email dwp.dmce@state.or.us; fax 971-673-0694;
or mall fo Drinking Water Services, PO Box 14350. Portland. OR 97293-0350.



