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For more information or to request alternate formats of this form for accessibility, please contact
LLQP.Admin@durhamcollege.ca.

Please submitthe completed formto LLQP.Admin@durhamcollege.ca, we will reach outto
confirm youraccommodation upon receipt of the completed form and follow up with next steps.

Part 1: Candidate Information

First Name: Last Name:
CIPR #: Phone Number:
Email:

Part 2: Exam Format & Location

Please indicate your preferred exam format and location.

Online

In Person (Paper)

If selecting In Person, please provide your preferred exam location:

Part 3: Diagnosis and Impact

This section must be completed by the accredited diagnosing health professional, such as
a Physician, Neurologist, Audiologist, Ophthalmologist, Psychologist, Psychiatrist, or other
medical specialist who is authorized to provide a clinical diagnosis.

Please identify the candidate’s diagnosis:

Attention Deficit Hyperactivity Disorder

Autism Spectrum Disorder

Acquired Brain Injury

Visually Impaired/Low Vision

Deaf/Hard of Hearing

Medical / Chronicillness

Mobility / Functional Impairment

Mental Health
Other:
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Please select one of the following statements thatapply to the candidate’s disability in a
testing environment:

Permanent |t is expected that the condition will remain with the candidate and
will require managementover the course of their normal natural life.

Temporary Itis expected thatthe condition will be shortlived and require short
term management.

What is the currentimpact of diagnosis(es)in the testing environment?

Based on the identified diagnosis(es), whataccommodations would you recommend to
promote the candidate’s success in a testing environment? Please see guide below and
check all that apply or identify any other recommendationsin the ‘Other’ section.

Extra time for exams (max. 2x)

Spacing between exams

Modifications to the test environment:

Assistive Technology:

Other:

Part 4: Other Comments

Please indicate if there is any otherrelevantinformation that would be helpfulto share to
ensure this candidate is support appropriately.
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Part 5: Certificate of Accredited Diagnosing Health Care Provider

First Name: Last Name:

Specialty (If applicable)]

Phone Number; License Number:

Signature: Date (yyyy-mm-dd):

Notice of Collection: In accordance with Section 39(2) of the Freedom of Information and
Protection of Privacy Act, 1990, the personal information collected on this form is collected
under the legal authority of the Ontario Colleges of Applied Arts and Technology Act, 2002 and
may be used and/or disclosed for providing required accommodations from Corporate Training.
Your personal information may also be used for various administrative, statistical and/or
research purposes of the College and/or ministries and agencies of the Government of Ontario
and the Government of Canada. If you have any questions about the collection, use and
disclosure of your personal information by the College, please contact the Freedom of
Information and Protection of Privacy Coordinator, 2000 Simcoe Street North, Oshawa, ON,
L1G 0C5, 905.721.2000 ext. 3292.
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