FORM. 3 — EUR.MED - exporter / producer

REQUEST FOR THE RELEASE OF EURMED CIRCULATION CERTIFICATE

THE CUSTOMS HOUSE
GENOA

I8 =0T o L= = o 1=
as legal representative of COMPaNY ... e
With head OffiCe 1N ... e e
EORI NO. .o,

aware of the responsibilities and of the duties established by the Union and national rules in
force hereby

declares

meet the prescribed requirements to obtain the release of EUR MED circulation certificate

In particular, as exporter — producer of the goods, declares that the goods are of
............................................................................................................... origin.

cumulation not applied

cumulation applied With ...

As a check of the provisions above declared, in addition to the documentation presented
together with the request of release of circulation certificate EUR.MED, engages
expressively himself to supply any other documental proof or justification, which may be
required from the Customs Authorities as well as to accept any possible inspection.

Because of what above declared he is asking this Customs Office the release of
EUR.MED circulation certificate.

The undersigned declares to be aware of the responsibilities and penalties established for
forgery attestations and false declarations pursuant to art. 76 of D.P.R n.445 of 28 December
2000.

He confers express assignment for account of the undersigned company to the filling in
and subscription of the request form and of the circulation certificate as well as the
authorization to accomplish what is necessary for the release to Company Saimare
S.p.A, to carry out Customs formalities at Genoa Customs, from now expressively
indemnified from any responsibility directly or indirectly connected to the
accomplishment of the procedure object of the present request.

(signature ad stamp)
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