NEBC FORM 38¢ U.S NUCLEAR REGULATORY COMMISSION
2.

. . LICENSEE EVENT REPORT

canTEOL BLOCK: | RN O { ) (PLEASE PRINT OR TYPE ALL REGUIRED INFORMATION)
™ T Tivl | M olgl-lololololol-lg'!glCl I 4 | l
—_— i\ -~:-.§suP::c:>!S LO TICENSE MUMBER z=®zo TTenst et J0® ®
SON-T

. oes N -
ST ERn L i®el sl 0!0i2! 8l Qk itz lilels oL 2L 1 3l 812 1®
: = SOCKET NUMBER EVENT CATE ut'o- SATE &c

EVENT SESCRIPTION ANC PAOBABLE SONSESUENGES (1

5T | On November 21, 1982, radiation meaitor recordexr (RR=175) was found to bhe |

=TT | inoperasle. This is contrary to T.5.3.11.B.4 and 4.9C and is reportable per |
7 1 T.S5.6.6.2.b(s}. All releases in progress were terminated immediately. The B
T | associated radiation monitors, including the alarms and automatic actuating |
zTe) | functions, were operable. Therefore, the health and safety of the public would J
@171 | not have been affected. |
ERER J
: K TYSTEW CAUSE CAUSE come. VALVE
cooE ss0¢ SUBCCOE COMPONENT CODE SUBCODE _  SUBCIDE
yic]® (1@ i@ aiilsizlzly® p1® 2I®
5 § e i) 20
. stounmu. c::uuu:z REPORT -ews-ou
o FEReS EVENT YEAR REPORT NO. Co0E TYPE
©fpnllela = iy o Lla) Ll L= Lo_'
ACTION BUTURE EESECT Su&."DOWN A'T'ACuM!\T N’ﬂD-A PRIVE -:)M’ CSM'ON!N?
~AKEN ACTION ON PLANT METHOD =“OURS @ SUBMITTED FORMSUE. SUPPLIER MANUFACTURER

GPEE 1@ O lalllo) WE W@ LI® lul2lsi®

CAUSE DESCRIPTION AND CORﬂEC-IVE ACTIONS @

E.I"::] | The inoperability was caused by 4 slipped drive cable. The drive cable was |
717 Lre-installed and :the recorder returpned to service, J
G2 | |
143 ! J
uaca 8 :
. * . METHOD OF oy
oA % POWER OTWER STATUS DISCOVERY DISCOVERY SESCRIPTION @
II] l IC |110]0|Gs)| N/A ] [AJG)L__Operator's Observation |
2 N “ e P 80
A""'VW Cah"!'d'f
RELLATEC_OF RELEASE AMOUNT OF A:'.'IVI'V@ LOCATION OF autu:
[Te] Lz L2 IGa)| N/A | L N/A |
3 : 3 - ' P 4L 8
PEREINNEL EXPOSURES
NUMEES -vee SESSRIPTION »\3-9/}
petngie n 1GD - 1G2) /A |
| ) N LE S N8
E - . = [
BSaNNE L INJUNIES ~
CMEES sgsonirTionié
P . :/‘::\: N N/ H
B ik kL el PO 8212210388 821213 Ec
SR ron ) PDR ADOCK 05000280
e - N/A = PDR ]
: : 80
’ " 7% NEC USE ONLY
=1z Lt 7 - AR BERENEN
v eaitng~ TR iy 68 €3 80
NANE TEEmIIISES J. L. Wilson su=+z __(804) 357-3184

R LR LA



* ATTACHMENT 1
SURRY POWER STATIUN, UNIT NO. 1
DOCKET NO: 50-280
REPORT NO: 82-113/03L-0
EVENT DATE: 11-21-82

TITLE OF THE EVENT: RR-175-MALFUNCTION

Description of the Event

With Unit 1 and 2 operating steady state at 100% power, radiation monitor
recorder (RR-175) was found to be inoperable. This is contrary to T.S.3.11.B.4
and T.S5.4.9.C ar’ is reportable as per T.5.6.6.2.b(4).

Probable Consequences and Status of Kedundant Equipment

The radiation monitor recorder (RR-175) serves to record, for permanent
record, 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 automatic 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.

Cause
The recorder became inoperable due to a slipped drive cable.

Immediate Corrective Action

T-. immediate corrective action was to terminate all releases that were in
progress.

Subsequent Corrective Action

The drive cable was replaced and the recorder was returned to service.

Actions Taken to ®revent Recurrence

Preventative maintenance is performed on these recorders at least once
per month, therefore, no additional actions are deemed necessary.

Generic Implications

This is a random event and is not considered to be generic.




