
NOP § 205.201

Check Yes, if there are changes to the OSP, No if no changes.

Producer Name(s): _________________________________

Section A: Production Operation Profile
A certified operation must update this system plan on an annual basis in order to verify continued compliance. You may 

update your plan at any time.  Changes must be submitted the Department prior to implementation. Plan updates may 

be submitted by phone, fax, email or letter.

Avian: OSP Update 
Year: 

Business Name: __________________________________

Avian OSP V19.3 03/15/2019 Page 1 of 1

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No □ N/A Updates:

□ Yes □ No

If yes, explain how it was or is being resolved:

Section B: Natural Resources & Biodiversity:  

Section A: Production Operation Profile:   

Section K: Pest Management & Monitoring:   

Section J: Record Keeping:

Section I: Livestock Transport & Slaughter     

Section H: Livestock Product Handling/Processing:   

Section G: Livestock Living Conditions:   

Section F: Livestock Care & Production:   

Section E: Livestock Feed:

Section D: Livestock Materials Table:   

Section C: Origin of Livestock:   

Section L:  Did you have an issue of concern or 

information to be verified noted last year?

Signature: __________________________________________ Date: ______________________
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