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City of Lake Charles Wastewater Treatment Facility
1. Contact Information 
a. Facility Name:      _____________________________________________________
b. Facility Address:	_____________________________________________________
_____________________________________________________
_____________________________________________________
c. Mailing Address:	_____________________________________________________
				_____________________________________________________                                                                                                                                          
	_____________________________________________________ 
d. Designated signatory authority of the facility:
	[Attach similar information for each authorized representative]
	Name:        	__________________________________________________________                                                                                                                                                 
	Title:          	_________________________________ Phone___________________                                                             
	Address:     _________________________________________________________
         		_________________________________________________________
e. Designated  facility contact:
	Name:   _______________________________________________________                                                                                                                                                 
	Title:    ____________________________________ Phone: _______________                                                             
2. Name and dental license number of all practicing dentists at the location:
________________________________________________
________________________________________________
			________________________________________________
3. Please check all that apply to your facility
_____ General Practice 
	_____ Pediatric Dentistry 
		_____ Endodontics 
	_____ Oral pathology
	_____ Oral and maxillofacial radiology
	_____ Oral and maxillofacial surgery
	_____ Orthodontics
	_____ Periodontics
	_____ Prosthodontics
	_____ Mobile Unit

4. Amalgam usage

a. Do you use amalgam?                     _____ Yes _____ No
b. Do you remove amalgam fillings?  _____ Yes _____ No
If your answer is no to both questions, you may skip to No. 8 (Certification Statement) of the questionnaire.
5. Description of amalgam removal device(s):  According to the Dental Office Point Source Category regulations 40 CFR 441, there are two options for achieving the new pretreatment standards.  Please complete one of the options (a or b) presented below.
a. Will your practice use an amalgam separator(s)?                     _____Yes  _____No 
If yes, please complete 1 through 5 below. Note:  Must be compliant with either 3 or 4 and number 5 below.
1) Description of the amalgam separator(s) 
Make: 			____________________________________
Model: 		____________________________________
Installation Date:	____________________________________
Manufacturers recommended frequency for the amalgam separator(s) device to be serviced?  _________________________________________________________
2) Number of amalgam separator(s)?	 _____________________________
3)	Are the separator(s) compliant with the American National Standards Institute (ANSI) American National Standards/American Dental Association (ADA) Specification 108 for Amalgam Separator (2009) with Technical Addendum (2011)? 	                                                                          _____Yes  _____No 
	or
4)	Are the separator(s) compliant with the International Organization for Standardization (ISO) 11143 Standard (2008) or subsequent versions so long as that version requires amalgam separators to achieve at least a 95% removal efficiency?                                                                                 _____Yes  _____No
5)	Will compliance be assessed by an accredited testing laboratory under ANSI’s accreditation program for product certification or a testing laboratory that is a signatory to the International Laboratory Accreditation Cooperation’s Mutual Recognition Arrangement?  The testing laboratory’s scope of accreditation must include ANSI/ADA 108-2009 or ISO 11143.                           _____Yes _____No
b. Will you install a different type (not an amalgam separator) of wastewater treatment to capture the amalgam?                                                                  _____Yes _____No 
If yes, please complete 1 through 6 below. Note:  The device must be compliant with 3 through 6 below.
1) Description of device __________________________________________
	Make: 			__________________________________________
	Model: 		__________________________________________
Installation Date:	__________________________________________
	Manufacturers recommended frequency for the amalgam removing device to be serviced?  _________________________________________________________
2) Number of amalgam removing devices?	 _______________________
3) Will the treatment removal efficiency of the device be at least 95 percent of the mass of solids from all amalgam process wastewater?              _____Yes _____No
4) Is the removal efficiency calculated in grams recorded to three decimal places, on a dry weight basis?                                                                     _____Yes _____No
5) Is the removal efficiency demonstrated at the maximum water flow rate through the device as established by the device manufacturer’s instructions for use?
                                                                                                   _____Yes _____No
6) Is the removal efficiency determined using the average performance of three
 samples.  The removal efficiency must be demonstrated using a test sample of dental amalgam that meets the following particle size distribution specifications:  60 percent by mass of particles that pass through a 3150 µm sieve but which do not pass through a 500 µm sieve, 10 percent by mass of particles that pass through a 500 µm sieve but which do not pass through a 100 µm sieve, and 30 percent by mass of particles that pass through a 100 µm sieve.  Each of these three specified particle size distributions must contain a representative distribution of particle sizes. 								   _____Yes _____No
6.	Description of 	dental chairs
	a.	Total amount of dental chairs at the new facility?   _________
	b.	Total number of dental chairs at which dental amalgam may be present in the resulting wastewater?  ________
c.	Total number of chairs discharging to an amalgam separator(s) or equivalent device(s)?  ________
	d.	Will the amalgam separator (s) or other amalgam removal device (s) stated above be sized to accommodate the maximum discharge rate of the amalgam process wastewater?                                                                                _____Yes _____No
7. 	Waste Management 
a. 	Disposal method used for amalgam 
1) 	Contact amalgam 		          _______________________________
	2) 	Non-contact amalgam 	          _______________________________
	3) 	Will they be disposed of together?                             _____Yes   _____No
b.	If waste amalgam will be shipped to a refiner, please provide the name, address and phone of the refiner. 
Name 		______________________________________________________
Address 		______________________________________________________
			______________________________________________________
Phone 		______________________________________________________
8.	 Certification Statement:

I __________________________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 gather and evaluate 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. I am aware that there are significant penalties for submitting false information, including the possibility of fine and imprisonment for knowing violations.


______________________________________________________________________________
                                Name						Signature
______________________________________________________________________________
                                Title					             Date
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