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TEST ACCOMMODATION REQUEST FORM

Complete this form only if you answered YES to the accommodation question on the main application.  In addition to completing and signing this form, you must also submit documentation from a qualified professional verifying your functional impairment.  This documentation must also include a diagnosis and the qualified professional’s recommendation for accommodation.  See Section 11 of CRC Certification Guide for more information on documenting a request.  The guide is available on CRCC’s website at www.crccertification.com/certificationguide. 
If all necessary documentation is not submitted with your application packet, your file will be incomplete.  Therefore, you will not be eligible to sit for the examination for which you applied.  You will be given an opportunity to complete your packet in order to be considered during the next examination cycle.

Information regarding test accommodation decisions will not be released via telephone.  All official communications regarding your request will be provided in writing.

	NAME
	First
	Middle Initial 
	Last
	Maiden Name 

(if applicable)

	 FORMCHECKBOX 
 Mr.    FORMCHECKBOX 
 Ms.    FORMCHECKBOX 
  Dr.
	      
	  
	
	


	NATURE OF DISABILITY
	Describe the functional limitation(s) that exist as a result of your disability for which test accommodations are necessary. 

	 FORMCHECKBOX 

	Cognitive (serious difficulty concentrating, remembering, or making decisions because of a physical, mental, or emotional condition)
	    

	 FORMCHECKBOX 

	Hearing (deaf or serious difficulty hearing)
	    

	 FORMCHECKBOX 

	Orthopedic or Physical (difficulty walking, ambulating, lifting, grasping, manipulating, or serious or extreme lack of range of motion in any joints)
	    

	 FORMCHECKBOX 

	Visual (blind or serious difficulty seeing)
	    

	 FORMCHECKBOX 

	Other (Please Specify)      
	    


	Indicate the accommodation(s) you are requesting.  Note that accommodation(s) must be appropriate to the functional limitation(s) that exist as a result of your disability and must be supported by documentation from a qualified professional.

	 FORMCHECKBOX 

	Adjustable Height Table

Note how many inches from floor:      
	 FORMCHECKBOX 

	Reader

	 FORMCHECKBOX 

	Anti-Glare Screen
	 FORMCHECKBOX 

	Screen Magnifier

	 FORMCHECKBOX 

	Braille
	 FORMCHECKBOX 

	Scribe

	 FORMCHECKBOX 

	Enlarged Font (to 125%)
	 FORMCHECKBOX 

	Separate Room

	 FORMCHECKBOX 

	Time and One-Half
	 FORMCHECKBOX 

	Touch Pad Mouse

	 FORMCHECKBOX 

	Double Time
	 FORMCHECKBOX 

	Track Ball Mouse

	 FORMCHECKBOX 

	Sign Language Interpreter (Individuals who are deaf or hard of hearing, and who require assistance in communicating with test center personnel via sign language, must request a sign language interpreter to facilitate communication at the test center.  However, CRCC does not allow sign language interpreters to interpret the exam.)

	 FORMCHECKBOX 

	Other (Please Specify) 


	Indicate prior classroom or test accommodations you have received.

	During Standardized Examinations
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
  No

	Examination:
	     

	Month/Year:
	     

	Accommodation(s) received:
	     

	If extra time was given, note how much:
	     

	Examination:
	     

	Month/Year:
	     

	Accommodation(s) received:
	     

	If extra time was given, note how much:
	     

	During Graduate/Professional School
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
  No

	Accommodation(s) received:
	     

	During College
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
  No

	Accommodation(s) received:
	     

	During Secondary or Elementary School
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
  No

	Accommodation(s) received:
	     


	I hereby affirm that all the information provided above is complete, true, and correct.  Further, I hereby consent to the release and disclosure, by the professional who has verified my disability and need for accommodation, of my Personal Health Information to the Commission on Rehabilitation Counselor Certification (CRCC) for the purpose of allowing CRCC to make a determination regarding my request for a testing accommodation.  I understand that CRCC will employ reasonable commercial methods to help ensure that my Personal Health Information provided to CRCC is treated as confidential.

	
     

	Signature of CRC Applicant
	
	Date (mm/dd/yyyy)


	Documentation Submission Checklist

	 FORMCHECKBOX 

	Did you include documentation from a qualified professional verifying your functional limitation(s)?

	 FORMCHECKBOX 

	Does the documentation include a diagnosis?

	 FORMCHECKBOX 

	Does the documentation include the qualified professional’s recommendation for accommodations?

	 FORMCHECKBOX 

	Did you complete, sign and date the form?
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