
Service(s) Requested? System Startup User Training Troubleshooting/Programming Pre-Construction Meeting

Project # (If Known):

Project Name:

Today's Date:

For questions, please call 

1-617-788-2400 x4

Project Address:

Note: General lead time is 12 business days upon review of this form. Email all forms to your Electrical Distributor. 

Preferred Startup Date:

Special Requirements:

nts.

Hard Hat Steel Toed Boots Safety Vest Background Check            Other:

Note: For Background Check & Drug Screening, please provide instructions and a copy of the contract documents showing requireme

Working outside of normal business hours? Yes No

If yes, what are the required hours? (Additional charges may apply)

Electrical Contractor Company Name:

Foreman/Installer: Phone:

Email:

Email:

Phone:Project Manager:

System Platform: (check all that apply)
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nLight xPoint WirelessFrescoFresco

Yes No

Yes No

Yes No

Yes No

LumenpulseLC&D

Other  ______________________

ONSITE SERVICE REQUEST FORM

Please return to your distributor for processing Rev BLS 02/2020

cmatarazzo
Text Box
Please confirm the follow:

(1) Is the system deemed ready for startup?

(2) Will the end users be available for user training?

(3) Have the device locations been recorded in anyway?

(4) Have all cables been tested with a LAN cable tester to verify proper RJ-45 terminations?

NOTE: Return trips are billable
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