
ADD INSULATION WORK ORDER 
 

 

Customer Name: ______________________________________________________________________________________ 

Address: ______________________________________________________________________________________________ 

Primary Phone: _________________________________ Secondary Phone: _____________________________________ 

Requested Date of Service: ___________________________________________________ Time: ________________ 

Sales Person: ______________________________________ Phone: _________________________ Branch: _________ 

 

ATTICE INSULATION                ATTIC SQUARE FOOTAGE _________________________ 
Existing R-Value: R- _________________     

R Value to Add: R-    _________________ 

Type of Insulation to Add: TAP PEST CONTROL INSULATION  Administrative Use Only 

Number of Can Lights: __________________      Date Received: ___________________ 

          Date sent to AL: ___________________ 

REMOVAL         Date Confirmed: __________________ 
Remove Old Insulation  YES  NO       

Type of Insulation to Remove  Batts  Blown In      

Debris Present   YES  NO 

Spray Disinfectant   YES  NO 

 

RADIANT BARRIER 
Roof Line    YES  NO 

Square Footage             _____________________ 

Gable Ends    YES  NO 

Square Footage            _____________________ 

 

ADD – ON SERVICES 
Air Sealing    YES  NO Knee Wall   YES  NO 

Under Floor    YES  NO Remove   YES  NO 

R-Value to ADD           _____________________ Insulate   YES  NO 

Square Footage (Footprint)           _____________________ Stud / Cripple on Center    _______________________ 

Floor Joist on Center            _____________________ 
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