
  OMEGA MULTIPURPOSE CENTER 

   INVENTORY CHECKLIST/DAMAGE ASSESSMENT FORM 

Renter: _______________________________________________  Date: ____________ 

Address: ________________________________________________________________ 

City/Street/Zip: __________________________________________________________ 

Renter Arrival Time: ________________  Renter Departure Time: _________________ 

S – Satisfactory U – Unsatisfactory          
       Inspection/Before Inspection/After 

Main Meeting Room      ____   ____ 

Main Conference Room     ____   ____ 

Main Lobby       ____   ____ 

Multipurpose Room      ____   ____ 

Front Bathrooms       ____   ____ 

Front Hallway        ____   ____ 

Kitchen       ____   ____ 

Back Hallway       ____   ____ 

Back Bathrooms      ____   ____ 

Large Conference Room     ____   ____ 

Small Conference Room     ____   ____ 

Admin. Lobby       ____   ____ 

Office Space # ______      ____   ____ 

Inspection – Comments Before Event: _____________________________________________ 

Inspection – Comment After Event: _______________________________________________ 

Renter Signature: _________________________(B) _______________________________(A) 

OMC Facility Manager Signature: ________________________________________________ 
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