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Natural Food
Certifiers

Off-Farm Manure/Wood Verification (OFMWYV)

Use this form to provide information about off-farm manure and/or wood-based materials. Please have the
suppler complete this form and have one completed for each source of off-farm manure or wood-based
materials.

Supplier Name:

Contact Name:

Address:

City: State: Zip:

Phone;: Email:

Please complete information below that applies to the manure/wood you provide to organic operations:

[ ] Off Farm Manure
Type of animal: [_] cattle [ ] poultry [ ] sheep [_] horse [] swine [] other

Type of animal: [] liquid [] solid [_] semi solid [] dehydrated [ ] pelleted

[ ] other

Does the off-farm manure provided contain ingredients added to the manure pit/pile after the manure is
removed from the animal area? (i.e.. Pit additives, fly sprays, odor controls, etc.) [ ] No [] Yes
If yes, please list additives:

[ ] Wood Based Materials

Type of wood material: [_] sawdust [ ] wood shavings []wood chips [] other

Source:

Does wood-based material come from treated sources? (i.e. preservatives, fungicides, glues or finishes):

[ ] No []Yes

If yes, please list treatments:

Signature of Manager: Date:

888-422-4632
a2 WWW.NFCcertification.com

* Info@nfccertification.com
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