Name / Position:
Present Employer:

Mailing Address:

COMMITTEE

s
COLLECTION SYSTEMS

A

Application Form

City:

State;|State

Phone #:

Public Sector: [ |Municipality [ ] Authority

Fax #:

Zip Code:

E-Mail:

Private Sector:|:|ConsuItant |:| Sales |:| Service

Explain Other:

[ ]Regulatory [ ]Other

[ Jother

Please check one or more of the listed subcommittees for which you may want to serve:

Priority

Sub-Committee

Asset Inventory / Management

GIS Systems / Applications

Pipeline & Manhole Inspection

Flow Monitoring

Infiltration & Inflow Investigation

Odor / Corrosion Control

F.R.O.G. (Fats, Roots, Qils, Grease) Awareness
Pipe Materials and Construction

Collection System Cleaning

Collection System Repair / Rehabilitation
Trenchless Technologies

Pump Station / Lift Station O & M

Combined Sewer Overflow Issues

Other / Explain




Y
S \ ) COLLECTION SYSTEMS
9% COMMITTEE

-

Application Form (Cont’d)

My primary area(s) of expertise:

Additional Comments:

| understand that participation in Committee Meetings and NJWEA events held
periodically throughout the year is strongly encouraged, but not mandatory. However, |
am available to participate, at a minimum, through telephone, fax, e-mail, or mail in the
on-going activities of this committee. As such, | am interested in being considered for
appointment to the Collections Systems Committee.

Signature: Date:

Please submit application to: Louis C. Lambe
Phone: (973) 953-9607

E-Mail: lou.lambe2004@gmail.com
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