NRC FORM 368 U.S. NUCLEAR REGULATORY COMMISSION

TT7] | After swapping this recorder with a properly functioning one, both recorders |

T | operated correctly. The radiation recorders will be replaced this vear. N
CE L J
Fm 1 )
80
‘A"tu‘" aTHER STATUS EcoveRy DISCOVERY DESCRIPTION @
L_:.E ]___j@ [OJB [R ]@[ N/A | PG Operator Observation |
“ 4 46 80
:: E‘:‘sza oso:l?;fs! AMOUNT OF ACYIVIT'Y@ LOCATION OF RELEASE
CTs ! l__j@lzl@l N/A J L N/A ]
e 45 80
="SD~NEL !X’OS&-'!S 6-9\
NUMSER TYee CESCRIPTION
= Lololo @ zI@L N/A '
- i 9 13 L]
PERSONNEL INJURIES
u._vu oescmmc~©
CL] Lalg l@l N/A |
8 1" 8c
TR T @

.' 'g< | Z @!\o N/A ﬂl)
nsneneon @ BER°ADGZK 03000280 (ol 1
r—r—: ‘ DL g PDR AR EEEEEREREN
s s 5 58 69 30

YAME 22 stz .08D Jo L. "‘ilwn Sw e 2 (804) 357-3184

. FINe
S LICENSEE EVENT REPORT
CONTROL BLOCK: [ ! 1 ! 1 l@ (PLEASE PRINT OR TYPE ALL REQUIRED INFORMATION)
r"‘o ;vtAsps olol-lololojo!-lolo] @(411|1|1|1| |
: ..Lmzt caloe %@ : LICENSE NUMBER % LICENSE TYPE 40®5L7'.’A?T|.@
SONT
] oee | 4._}.10|51010Iolzleloj@lolzhlnulq[_Q_1_2J_2_5_La__3_l.
e . DOCKET NUMBER EVENT OATE REPORT DATE
SVENT aes.mmoN AND PROBABLE CONSEQUENCES @
=777 | With Unit 1 at 85% on 2-4-83 and an effluent release in progress, radiation |
T | recorder RR-100 began printing erratically. This event occured again on 2-10-83 |
3Ta) | and twice on 2-11-83. Thisevent is contrary to T.S. 3.11.B.4 and is reportable 1
eTs) | per T.S. 6.6.2.b(2). The associated radiation monitors, including the alarms and |
(3Ts] | automatic actuating functions wére operable, therefore, the public's health and J
017 | safety were unatfected. |
ore | ‘Jo
’ e SYSTEM CAUSE CAUSE ComP VALVE
COCE CJ0E SUBCQODE COMPONENT CCDE SUBCODE SUBCCo0E
Ll c® 1@ 2@ [alnlsiolelg® 1@ L@
' ’ : g stoutuvug OC..uunENCt n!oomr llvmon
G\ ;5.,.9 EVENT YEAR REPOAT NQ.
@#% Tals] = lolaly o Ly |4 =& L
ACTION BUTLURE EFFECT SHUTDOWN AT’ACNM!NT N’RM PRIME CDM’ »OWON!NT
TAKEN ACTION ON PLANT METHOD HOURS @ SUBMITTED FORM 5UB. SUPPLIER MANUFACTURER
i@LE e Z® phlil] ¥6@ WE W@ lul2lsld®
CAUSE DESCRIPTION AND coansc-nvs ACTIONS @
771 | The apparent cause was a poor electrical connection on the erratic recorder. |

o) 9N PN



ATTACHMENT 1
SURRY POWER STATION, UNIT NO. 1

DOCKET NO: 50-280
REPORT NO: 83-005/03L~0
EVENT DATE: 02-10-83

TITLE OF THE EVENT: RR-100 ERRATIC

1. Description of the Event

With unit 1 at 85% on 2-4-83 and an effluent release in progress,
radiation recorder RR-100 began printing erratically. This event occured
again on 2-10-83 and twice on 2-11-83. This event is contrary to T. S.
3.11.B.4 and is reportable per T. S. 6.6.2.b(2).

2. Probable Consequences and Status of Redundant Equipment

The radiation monitor recorder (RR-100) serves to provide a permanent
record of the gross activity of liquids and gases being released. The
recorder, in itself, does not mitigate the consequences of any system
malfunction. The associated radiation monitors, including the alarm and
autamatic actuating functions, remained operable. The discharge tunnel
radiation monitor and its recorder remained operable, therefore, the health
and safety of the public were not affected.

3. Cause
Since the Recorder has performed satisfactorily after interchange
with the Unit 2 Recorder, it appears there was a poor connection that
was causing the erratic operation.

4. Immediate Corrective Action

The releases were terminated.

Subsequent Corrective Action

On 2-11-83 the recorder was inspected and then interchanged with RR-200.
After placing RR-100 into the carriage of the other recorder, it worked
correctly. Radiation recorder RR-200 worked properly in PR-100's carriage.

On the previous failures, inspection and cleaning seemed to make RR-100
work correctly, but only temporarily. After interchanging the recorders,
no further problems have been experienced.

6. Actions Taken to Prevent Recurrence

The radiation recorders will be replaced this year.

7. Generic Implications

There have been similar events, however, the actions taken in 6 above
should correct the problem.



