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ON-SITE DENTAL AMALGAM SEPARATOR/ MERCURY 
RECOVERY UNIT (ADDITIONAL FORM) 

 
 
 
 

If more than one amalgam separator device is installed on-site, provide information for additional 
devices here. Include separate page for each device and attach to Annual Compliance Report Form.  

 
“I, ______________________________, am a duly authorized representative of the above named dental facility, and 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 of Authorized Representative (Type or Print) Title  
  
             
 Signature of Authorized Representative   Date 
 

Attach to Mercury BMP form & return to: 
City of Dallas Water Utilities Department 
Pretreatment and Laboratory Services Division  
1020 Sargent Road, Building #2 
Dallas, TX 75203       
FAX: 214-243-2645 Attn: Mercury BMP 
EMAIL: dwupretreatment@dallascityhall.com      

   
MAKE: _____________________________________________________________ 

  MODEL: _________________________________________________ 

  SIZE: ______________________________________________________________ 

  ISO 11143 COMPLIANT (Yes or No): ___________________________________ 

      INSTALLATION DATE: ___________________________________ 

       

     THIRD PARTY SERVICE PROVIDER INFORMATION: 

              BUSINESS NAME:  ______________________________________________________________________ 

  CONTACT REPRESENTATIVE: _________________________________________________________ 

  SERVICE PROVIDER STREET ADDRESS: _________________________________________________ 

  CITY _________________________ STATE: _______________________ ZIP: ______________________ 

   

              LAST SERVICE DATE: _______________________________________________ 
(Attach Inspection log, along with copies of relevant bills of sale/invoices/receipts for repair work done since submittal of 
last report with Annual Compliance Report Form.)  

CERTIFICATION STATEMENT 

For further information on the Mercury BMP  
program contact: 
Environmental Coordinator (P: 214-670-9725) 
Pretreatment Coordinator (P: 214-243-2362) 
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