
PLAYGROUND SURFACING HIGH FREQUENCY (MAINTENANCE) INSPECTION FORM

 Playground:
Inspection 
Date:

 Inspected by: Time:

Corrective Action

Inspection  Requirement Yes No If No, specific  Goal  Date done
items condition

Cleanliness Area free from trash,
biological debris,
particulate matter?

Sanitary Turf/Poured-in-Place
free from growth of
mold, fungus, or other
harmful plants?

Drainage Any standing water or
signs of water 
retainage?

Trip Hazards Curb separation or
surface buckling
present?

Adjacent Is loose fill even with
Surfacing grade of PIP or Turf?

Deterioration Signs of granulation
in high wear areas 
underneath slides/steps
or off surface in cracks?

Repairs Any openings in surface
Needed needing a patch/repair?

Vandalism Are there burns, cuts,
or other damage to
report?

Other Additional items noted?

For additional audit or high frequency inspection services, please contact Park Zapp at www.parkzapp.com
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