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Valid Pre-Shipment Treatment Certificates

AQIS Approved ETO Offshore Treatment Providers will provide importers with a valid 
pre-shipment treatment certificate to accompany commercial and barrier documentation. This certificate will include:
Treatment Provider Letterhead
AQIS Identification Number (AIN): (an identification number issued by AQIS when facility is approved)
‘The goods described below were treated in accordance with the fumigation requirements of the Australian Quarantine and Inspection Service.’
	Shipper/Exporter:
	 ..............................................................................................

	Consignee:
	 ..............................................................................................

	Details of Treatment:
	 ..............................................................................................

	Name of fumigant:
	 ..............................................................................................

	Dosage:
	 ..............................................................................................g/m3

	Duration:
	 ..............................................................................................Hours

	Temperature during fumigation:
	 ..............................................................................................

	Vacuum pre-fumigation:
	 ..............................................................................................

	Container number (or numerical link):
	 .............................................................................................. 

	Description of cargo:
	 ..............................................................................................

	 
	 ..............................................................................................

	Quantity:
	 ..............................................................................................

	
	

	Date:
	 ..............................................................................................

	
	

	Treatment Provider Signature:
	 ..............................................................................................

	Date:
	 ..............................................................................................




