ECU Health Sciences Campus Above Ceiling Work Permit


Permit #: _____________

Name:                                                                      Date: _________________                             
Department/Company:______________________________________________ 

Phone: _______________________  Fax: _______________________

Location: _________________________________________________________
ECU Department requesting the work: __________________________________

ECU Contact:  Name: _______________________    Phone: ________________

FOAPA #: _________________________________________________________
Yes ___ No ___  Is the location in a high risk patient area at BSOM as identified in the Addendum to Facilities Services Above Ceiling Work Permit per ECU Infection Control Policy – Safety Policy for Construction in High Risk Patient Areas?  

If yes, a copy of the Addendum and Appendix B should be attached to the Permit with an executed copy of Appendix A.
Description of Work:

Any Pre-existing Conditions:

System Category: to be installed or modified:
___Communication

___Fiber Optic 

___Security

___Other_________

___Door Controls


___Fire Alarm___
___Telephone

___Electric low or high voltage
___HVAC

___Television
How will work be supported?
___Deck



___New pipe or conduit rack 
___Wall
___Existing casework

___Existing cable tray 

___Other______________
___Existing pipe or conduit rack
___New cable tray 
Will any penetration be made in walls, roof, or ceiling?  Yes____  No___

Describe:

Will any permanent modifications be made to the visible ceiling or walls?   Yes___  No___
Describe:

Start Date__________  Time__________  Completion Date__________ Time__________

Authorized to proceed________________________________  Date____________

Interim inspection____________________________________ Date____________

Final inspection______________________________________Date_____________
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Date of Issue:  03/27/06

