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Simplex Test
Callsign___________ Location_________________ Operator___________________

Test Frequency_____________ Date______________ Equipment_______________  Power:__________

Station Location
Signal

Power Remarks
Read Strength

Net Control

EOC

OPP1

OPP2

FS1

FS2

SH1

SH2

SH3

RCHQ

HOSP

ARM

HU

Instructions:

This form is used to collect data on the Group’s ability to contact one another, utilizing simplex frequencies. It is preferable that a 

separate sheet be used for each band. Multiple frequencies within a single band may be tested on the same sheet as the results should 

not vary within a band. A notation in the remarks column is all that is necessary. Any significant information should be inserted in the 

remarks column.
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EOAD

Simplex Test

At the top of the page above the table please provide the following information.

1. Callsign - your callsign.

2. Location is where you are located. (City, town, street, building – common sense, significant indicators)

3. Operator is your name

4. Test Frequency – The simplex frequency used for the testing.

5. Date – Date of the Test

6. Equipment – Type and model. (Eg: Yaesu FT90)

7. Power – Power output of your transmitter.

In the table, please provide the following information:

A. Station – Callsign of the station you are contacting.

B. Location – The location of the station you are contacting.

C. Signal Read – Readability of the station you are contacting.

D. Signal Strength – Strength of the station you are contacting.

E. Power – This is the power level of the other station's transmitter.

F. Remarks – Any significant information that could impact the test results.

Note: This form may be completed by printing (copying) and then filled out manually. 

If the form is completed using a PC, it may be important to know that the size of the cells on the table have been set by inserting an 

“enter” or “return” in the first cell on the left. For electronic filing, this can be removed to insert more lines per page.
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