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Project:
Area:
Date:

Inspector:

Is there any repainting required?

Is the paint being applied in accordance with the manufacturer's recommendations?
Are we using brushes, rollers, and spray equipment appropriate for the application?
Is the materials applied evenly and consistent?

Does the finish application match the approved samples?
Upon completion of the area, is the masking and protection properly cleaned up?

Are the paint edges clean and sharp?

Have we received a moisture content reading?
Have we performed proper masking techniques?
Are the adjacent surfaces properly protected?
Is the surface material prepared properly?

Application Practices
Are the mixing techniques performed  in accordance with the manufacturer's recommendatio

Will the weather conditions allow for work to proceed?
Is there adequate ventilation, lighting, and temperature conditions? Do we need respirators? 

General

Preparation
Have we examined all the surfaces scheduled to receive paint?

Is it required to report unsuitable conditions?

Are the product data and MSDS submittals been submitted and approved?
Are the samples submitted and approved?

Do we have the approved samples on site for reference?
Have we reviewed  the material specifications?

Paint Quality Conformance
Inspection Checklist

Notes

Are the coating systems specified to one (1) manufacturer?
Do we acknowledge the minimum coats required to hide the base materials?


	Checklist

	Project: 
	Area: 
	Date: 
	Temp: 
	Inspector: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Text5: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 


