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Certification of Precursor Exemption: 
California Controlled Chemical Substances 

Customer #:  ______________ Order #: ______________  Spectrum Representative: ___________ 

Dear Customer:  The California Health and Safety Code, Section 11100, imposes a 21-day wait for 
purchases of certain precursor chemicals. However, a licensed pharmacy, physician, dentist, podiatrist, 
or veterinarian, is exempt from this requirement under Section 11100 (e) (3). An analytical research 
facility holding a valid DEA registration is exempt under Section 11100 (e) (4). 

Please complete this form carefully, to allow Spectrum to exercise this exemption and ship your 
order without delay. 

Note:  This material is intended for dispensing, compounding, or research and is not to be resold. Resale 
of these chemicals requires a California Permit for Controlled Chemical Substances and, in most 
cases, also requires a DEA registration permitting such distribution. 

CERTIFICATION:  

This will certify that  ________________________________________________________________________ 
(Purchasing Organization) 

is a licensed pharmacy, physician, dentist, podiatrist, veterinarian or an analytical 
research facility registered with the Drug Enforcement Administration. 

PLEASE SPECIFY WHICH: ____________________________________________________________________ 

My pharmacy license or DEA Registration number is: _____________________________________ 

Name ___________________________________________  Title: _____________________________ 

Signature: _______________________________________  Date: _____________________________ 

*Form is valid for 1 year from date signed*
Please email completed form to compliance@spectrumchemical.com or fax them to (310) 516-2014 

FAX NUMBER: 

 
__________________________ 

ATTN: __________________________ 

BILLING SHIPPING 
Company Name __________________________________ __________________________________ 
Address 1 __________________________________ __________________________________ 
Address 2 __________________________________ __________________________________ 
City, State, Zip __________________________________ __________________________________ 
Telephone __________________________________ __________________________________ 
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