
I N S P E C TO R

Weekly Emergency Vehicle Report

Page No. ______
Name of Company: ________________________________________________________________
Address: ________________________________________________________________________
Vehicle Mfg.:____________________________ Vehicle Unit/ID Number: ____________________
Year: ________________________  Serial No.:____________________  Type: ________________
Required Tire Pressure: _________________  Gross Vehicle Weight.(GVW): __________________
Front Axle: ______________________________ Rear Axle(s): ______________________________



Inspection
Date

Repair
Date

Comments Repairs Completed
By:                  Date:

Item No: C10:007 (10/06)


