Supporting Information for
Accommodations Request Form

How to complete this form

Ask a health professional (e.g., physician, psychologist) to complete these two
pages and provide any additional information to certify that your disability/
disorder/condition requires the requested test accommodation(s).

Have your health professional directly submit the completed form, along with
any additional information, to:

Intake, Registration

College of Nurses of Ontario
101 Davenport Rd.

Toronto, ON M5R 3P1

Email: enp@cnomail.org

Fax: 416-928-6507

COLLEGE OF NURSES
OF ONTARIO

ORDRE DES INFIRMIERES
ET INFIRMIERS DE L ONTARIO

Contact us

College of Nurses of Ontario
101 Davenport Rd., Toronto, ON
M5R 3P1

c<no.org

Telephone: 416 928-0900
Toll-free in Canada: 1 800 387-5526
Fax: 416 928-6507

Collection of personal information

Please review CNO's Privacy Policy

(cno.org/privacy) to understand
how your personal information will
be used.

To be completed by health professional

| have known

Name of candidate

in my capacity as a

Date (DD/MMM/YYYY)

Professional title

Briefly describe disability/disorder/condition, including the date when the disability was first diagnosed or identified:

If medications (e.g., insulin, insulin pumps) are required during the exam, describe any possible side effects related to testing/

exam performance:

Is this a permanent disability? 8 Yes 8 No
No

Is this is a temporary disability? Yes

If yes, expected date of return to pre-disability status:
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Describe past accommodations granted for the disability/disorder/condition, including accommodations provided to the
candidate in testing situations during her/his nursing program:

Explain why the candidate requires specific accommodation:

It is my opinion that the candidate should be accommodated by providing the following (check all that apply):
|:| Separate room

[] Reader

|:| Additional time (specify time needed):

[] other:

Health professional information

Name (please print)

Professional designation Registration number

Mailing address

Email address Telephone number

Signature Health care professional’s stamp

Date (DD/MMM/YYYY)
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