
 
Monthly Chloramination Report 

PLEASE REFER TO OPERATING LICENCE FOR APPLICABLE TREATMENT STANDARDS AND MONITORING REQUIREMENTS. 
PLEASE CONTACT YOUR DRINKING WATER OFFICER WITH ANY COMMENTS, QUESTIONS OR CONCERNS. 

 
Water System Name: ___________________________ Water System Code: __________ 

Month: __________   Year: _________      Type of Measurement Device: ___________________________________________ 

Operator-in-charge (Print): ______________________ Other Operators (Print): ______________________________________ 

Daily Consumption Units: __________________________________                                                   ________________________________________________ 
 
Flow Meter for Daily Consumption: (circle choice)  Raw  Treated  No Metering 

 

Date Time Initials 
Residuals (mg/L) Daily 

Consumption  
Date Time Initials 

Residuals (mg/L) Daily 
Consumption Mono Total 

 

Mono Total 
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Total Monthly Consumption   

 
Ammonia in Treated Water 

Date Time Initials 

Ammonia 
(mg/L)  Date Time Initials 

Ammonia 
(mg/L)  Date Time Initials 

Ammonia 
(mg/L) 

          

 
        

 
        

        

 
        

 
        

 
Residuals at Distribution Sample Locations 

Date Time Initials Location 

Residuals (mg/L) 

 Mono Total Ammonia 

               

               

               

               

               

               

  
Submitted by (Print): ________________________________      Signature: ___________________________________
 



 

 

 

Date Comments 

  
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
  


