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Licensed Infectious Waste Treatment Facility Annual Report

Year 20_  _


FACILITY INFORMATION
	Facility Name 














Address   












     


City 



State 


Zip Code


  Phone ( 
)

    
Contact Person 







 Phone  ( 
)



                 

Ohio EPA District Office in which facility is located 













1.
Enter the monthly amount of infectious waste, listed by state or province from which the infectious waste originated, which was treated at your facility last calendar year.  NOTE:  Please indicate the state and/or country where the infectious waste was generated and not the state and/or country in which the transporter was located.  Please utilize the accompanying tables, filling in the state heading when necessary.  Provide all data in tons.
2.
Please indicate, on the table below, the normal operating hours of the treatment facility:

	
	Open
	Close

	Monday
	
	

	Tuesday
	
	

	Wednesday
	
	

	Thursday
	
	

	Friday
	
	

	Saturday
	
	

	Sunday
	
	


3.
Enter hourly capacity of each infectious waste treatment unit as indicated on the permit-to-install or current permit-to-operate.



Incinerator #1 


 lbs/hr

Autoclave #1 


 lbs/hr



Incinerator #2 


 lbs/hr

Autoclave #2 


 lbs/hr

4.
Please provide a monthly average of the frequency and duration that each treatment unit is down for repairs and maintenance.





     Frequency

      Duration





     (#/month)

    (hrs/month)


Incinerator #1








Incinerator #2








Autoclave #1








Autoclave #2






5.
Please provide an estimate of the amount of infectious waste which can realistically be treated, in any one month, by each unit.  Please consider normal hours of operation, time-down for repairs and maintenance, unit cycle time, and btu factor.



Incinerator #1  




Autoclave #1  






Incinerator #2  




Autoclave #2  




6.
Enter the total number of Ohio shipping papers on which a discrepancy has been indicated due to:



a.
Incorrect number of boxes/bags:  





b.
Incorrect weight:  




c.
Infectious wastes from facility that implemented a contingency plan:  





d.
Radioactivity present:  



7.
List and attach the name and address of all transporters who delivered infectious waste to your treatment facility during the last calendar year.

8.
List and attach all facilities utilized for disposal of treated infectious waste (please specify disposal facility utilized for each type of treated infectious waste, i.e., incinerator ash and/or autoclave waste).

9.
Please enclose copies of all TCLP Test results of incinerator ash analyzed in the last calendar year.      

10.
What was the total amount of infectious waste host fees collected last year for remittance to the township or municipality?




  Please submit copies of all host fees remittance forms for last year. 
	I CERTIFY THAT I HAVE EXAMINED AND AM FAMILIAR WITH THE INFORMATION SUBMITTED IN THIS ANNUAL REPORT AND ALL ATTACHMENTS AND TO THE BEST OF MY KNOWLEDGE THE INFORMATION CONTAINED IN THIS ANNUAL REPORT IS TRUE, ACCURATE, AND COMPLETE.

Print Name





Signature



Date

Notary - Print name




Signature



Date

Only original signatures will be accepted; photocopies of signatures will not be accepted.  Annual report must be signed by a notary public.
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Table for Question 1 - All Totals in Tons
	STATE
	Ohio
	
	
	
	
	
	

	JANUARY
	
	
	
	
	
	
	

	FEBRUARY
	
	
	
	
	
	
	

	MARCH
	
	
	
	
	
	
	

	APRIL
	
	
	
	
	
	
	

	MAY
	
	
	
	
	
	
	

	JUNE
	
	
	
	
	
	
	

	JULY
	
	
	
	
	
	
	

	AUGUST
	
	
	
	
	
	
	

	SEPTEMBER
	
	
	
	
	
	
	

	OCTOBER
	
	
	
	
	
	
	

	NOVEMBER
	
	
	
	
	
	
	

	DECEMBER
	
	
	
	
	
	
	

	STATE TOTAL:
	Tons
	Tons
	Tons
	Tons
	Tons
	Tons
	Tons


Please indicate the number of tables enclosed:


Submit to:  Ohio EPA – DMWM


     P.O. Box 1049


     Columbus, OH 43216-1049
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