P.O. Box 5670
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AdvenSure &Py INFLATABLE AMUSEMENT DEVICES Phone: (800) 822-3747
D ST Ao e Fre s SUPPLEMENTAL Fax: (607) 756-5051
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mcneilandcompany.com

Entity Name Date

What best describes yourexposure (please select ALL that apply)

(] Bounce House ] Jumping Pillow L] Jumping Pad

[] water trampoline [] carnival Ride (please specify)

[] other

Month/Yearit was originally installed/implemented: /

Are the manufacturer’s recommendations followed at all times? [J ves [ No
Isitsetup on aflat ground surface (noton a slope)? [ ves O No
Is there a minimum of 5 feet of clearance space on all sides? [J ves I No

How isit securedtothe ground?

Is adult supervisionrequired at all times? [ ves [ No
Is a waiverrequired for participation? [ ves [ No
Are therulesclearly posted? |:| Yes |:| No
Does the attendant make all participants aware of the rules? [ ves [ No
Are participants grouped with others similarin age, weightand height? [ ves [ No
(Adults and older children should not bounce with younger children)
Is the device deflated when notinuse? [ ves [ No
Are all electrical connections properlygrounded? [J ves O No
Was any wiring completed by a certified electrical contractor? [Jves LI No

How oftenisthe device/equipmentinspected?

What material is utilized for the shock absorbent landing zone?

Is personnel trained on safety and operation? []ves []No

If yes, who provides this training and how often?

Isita waterbased device? []ves [ ]No
Ifyes,isitlocatedina minimum of 10 feet of water? []ves [ ]No
Isittetheredinplace? []ves []No

List any reasons why you would dedine a person from partidpating (health, age, alcohal, etc).

Please provide a photo
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