
FORM E-2 

 

DEVELOPER INSTALLED WATER MAIN INSPECTION FORM 

 
General Information 
 
Date:        
Project:        
Contractor:        
Prepared by:        
Contact Number:        

Daily Inspection Report  
 

Water Main Installed Casing Installed 
 
Size:        
Length:        
Depth:        
Polywrapped: Yes  No  

Tracer Wire: Yes  No  

 

 
Size:        
Length:        
Depth:        
Sealed: Yes  No  

Main Restrained:  Yes  No  

Spacers:  Yes  No  

Measurements Taken: Yes  No  

Valves Installed Fitting Installed 
 
Size:        
Valve Type:    Gate  Butterfly  

Joint Type: Push-On  Mechanical  
Depth:        
Restrained: Field Lok   
 Retainer Gland  
 Other          

 
Size:        
Fitting Type:        
Joint Type:  Push-On   Mechanical  
Depth:        
Restrained: Field Lok    
 Retainer Gland  
 Other          

Exceptions:   

Provide Sketch of Work and Measurements to Fittings/Valves/Casings on page 2 
 
Completed by: ________________________ 

Start Location (Station): _______ 
End Location (Station): _______ 
Weather Conditions: __________ 
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