; CRP?@A@, College of REQUEST FOR SPECIAL TESTING ACCOMMODATIONS

=" = REGISTERED RPNC EXAMINATION
PSYCHIATRIC NURSES .
of Alberta Candidate Form

The information requested below and any documentation regarding your disability and need for accommodation in taking
the registration examination will be treated confidentially and will not be shared with any outside source without your
expressed written permission.

Information submitted to CRPNA for the purpose of making or supporting a request for special accommodations may be used
for other regulatory purposes, consistent with governing legislation, the Health Professions Act. For example, the information
may in some circumstances, be relevant to your eligibility for registration, particularly around the fitness to practice
requirement under Sec 28(1)(m) of the Act.

SECTION A — PERSONAL INFORMATION

First/Given Name Last/Family Name Application Number

Other Surname(s)(your last/family name at birth, your maiden name or other former names): Date of Birth

Mailing Address

City Province Country Postal Code

Email Phone/Cell

Nature of condition/disability

Have you disclosed this condition on your application for registration? O Yes ONO

SECTION B — ACCOMMODATION(S) REQUESTED

Describe why this condition/disability prevents you from writing the exam in the usual method and/or environment:

Select the type of accommodation you are requesting (select all that apply):
|:| Separate room |:| Adjustable contrast |:| Adjustable font size |:| Reader
D Recorder |:| Screen magnifier
D Other (specify)

Additional time (please select): OTime and a half O Double time O Other

Describe the testing accommodations that you have received in the past throughout your nursing program:

Signature: Date:

Hint: Use 'Fill & Sign' feature Then select ' Add Signature' from menu

September 2025 College of Registered Psychiatric Nurses of Alberta (CRPNA)
Suite 201, 9711-45t Avenue Edmonton Alberta T6E 5V8
T: 780-434-7666 F: 780-436-4165 Toll Free: 1-877-234-7666 E: crpna@crpna.ab.ca
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