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Adjoining Land Use Verifi cation                                                                                                   

I verify that I am the farmer of Location _________________________________________.

I am aware that my neighbor,  ______________  (name) whose land borders my farm(s) the  (N,E,S, and/or W) 
side(s) is certifi ed organic.  I also understand that it is important to his or her business that organic crops and land 
be protected from contact with certain substances—such as synthetic fertilizers, herbicides, insecticides, fungi-
cides, other pesticides and genetically modifi ed organisms—that are not allowed in organic farming. Buff er zones 
are required to be suffi  cient to prevent contamination. 

The following statements in this affi  davit will help the organic certifi er determine what type of buff er the organic 
farmer named above needs to maintain. Please check all that are true. 

 I am an organic farmer, with current certifi cation by ___________________(name of certifi er) (or exempt from 
certifi cation due to sales). 

OR 

The materials I routinely use on my farm include the following: 

synthetic fertilizers 

herbicides 

insecticides 

fungicides 

treated wood  

other (specify) 

I do not use any of the above materials on my farm 

 I use the materials checked above, but not on the fi elds adjoining my neighbor’s property. 

 The distance between where I use the materials checked above and my organic neighbor’s property is ____feet. 

I agree to notify my organic neighbor when I plan to use these materials on adjacent land. 

Signature of neighbor        Date 

 

Farm Name  

Address  

Phone number  
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