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MONTANA MENTAL HEALTH NURSING CARE CENTER 

Maintenance Department Work Request 
To Be Completed By Person 

Requesting the Work 
 

To Be Completed By Maintenance Worker 
 

Date Work Requested:__________________ 

 

Name of Person:_______________________ 

 

Department:___________________________ 

 

Location of the area or the item which 
requires maintenance or repair (please be 
specific:______________________________ 
_________________________________ 
_________________________________ 
 
Work or repairs required (please be 
specific)______________________________ 
_________________________________ 
_________________________________ 
 

 

 

Description of work done:______________ 
 

_____________________________________ 

 

_____________________________________ 

 

_____________________________________ 
 

_____________________________________ 
 
List of parts or materials used:__________ 
 

_____________________________________ 

 

_____________________________________ 
 

_____________________________________ 
 
 
 

Time spent:___________________________ 
Work completed by:____________________ 
Date work was completed: ______________ 

When work is completed, original goes to the Maintenance Department Supervisor. 
Copy goes to the Supervisor of the Department that requested the work. 

 
 

 

 

 

 


