HYDESVILLE COUNTY WATER DISTRICT
3455 HIGHWAY 36 / P.O. BOX 561

HYDESVILLE, CA  95547

(707) 725-3000 (707) 725-1730 fax
WATER BILL ADJUSTMENT CLAIM FORM

Instructions
Only claims for bills which are for at least three times the average water usage (average of same three-month period in previous year) will be considered.  If the claim is accepted, you will not be eligible for another adjustment for two years.  All adjustments over $100 will require approval by the Board of Directors.  
Adjustments will not be considered if:  


1) Prudent action has not been taken to repair or correct the problem or leak.


2) Reasonable protection from vandalism, stock damage, or freezing temperatures has 
 
    

     not been maintained. 


3) Plumbing has not been kept in a state of reasonable repair. 

4) High usage is due to negligence, leak, or break with customer’s previous knowledge 
    

                  and/or previous notification by District.

Name of claimant: _______________________________________________________Acct #_____________
Address of water service: ____________________________________________________________________

Mailing Address: __________________________________________________________________________
     (If different)
Date of high-water bill: __________________         Amount of high-water bill: $______________
Reason for high usage: _______________________________________________________________________
__________________________________________________________________________________________
Following measures have been taken to correct the cause of high usage:  _______________________________
 _________________________________________________________________________________________
Signature of claimant: ___________________________________________ Date _______________________

………………………………………………………………………………………………………………………
*** This section completed by District staff ***
$________ High Water Bill   -   $________ Average Bill   =   $________ Difference, ½ difference $_________

- ________ Credit to customer’s account
$ ________ Adjusted bill
Claim meets requirements per Board Policy.  _____yes   _____no: __________________________________
General Manager/Operator ________________________        





Signature
Board approval if over $100.00 credit adjustment: ___________________________________






   
              Signature                                 Date
………………………………………………………………………………………………………………………………………………

Journal Entry/Date: ________________________      Account Adjusted Date: ________________________
