State of Maryland

Department of Labor, Licensing and Regulation

Board of Public Accountancy

500 North Calvert Street, Third Floor ● Baltimore, MD 21202-3651 ● (410) 230-6378
Uniform CPA Examination

Request for Special Accommodations Pursuant to the Americans With Disabilities Act 

This form must be submitted to: Examination Coordinator, Maryland Board of Public Accountancy, at the address indicated above by the applicant’s or candidate’s physician. This request must include supporting documentation from the appropriate licensed physician(s) who are qualified to verify your disability and specify the accommodation(s) required for your disability. Submit this form c/o CPA Examination Coordinator.

Documentation Requirements: 

· Initial diagnosis of the disability.  Must include the date on which the initial diagnosis of the disability was determined and submitted on official letterhead, signed by the licensed physicians qualified to make the evaluation. 

· The evaluation must be made no more than three years prior to the examination date and include a complete history of previous accommodation(s) granted including, elementary, high school, college or other professional licensing examinations.  Follow up evaluations or changes from the original diagnosis must be performed within three years of this application. 

· Should establish the existence of a “disability” within the meaning of applicable law. 

· Should describe how the resulting functional limitations impact your ability to take the examination(s). 

· Should demonstrate the need for an accommodation(s). 

· Should specifically identify the accommodation(s) that are believed to be appropriate. 

SECTION 1.  INDIVIDUAL INFORMATION

Name: ____________________________________________________________________



First



Middle


 Last

Address: __________________________________________________________________







Street
 _________________________________________________________________________



City




State



Zip Code


Daytime Telephone No.
 __________________________________

Social Security Number:
 __________________________________

Have you taken this exam before?     ( Yes 
( No

Did you receive special accommodation(s) for the exam?     ( Yes 
( No

Where did you take the exam? 

___________________________________________________________________________________________________

City




State



Zip Code


Previous accommodations were:

(  Additional Time - Double Time
(  Additional Time - Time and a half

( Separate Room

(  Sign Language Interpreter

(  Amanuensis (Recorder of Answers)
( Reader

(  Intellikeys Keyboard

(  Intellikeys Keyboard (Arm/Clamp)

( Screen Magnifier

(  Kensington Expert Mouse    
(  Headmaster & Mouse Unit


( Zoomtext Software

( Selectable Background & Foreground Colors
  ( Other (Explain on separate piece of paper)

SECTION 2 – MEDICAL INFORMATION (to be completed by qualified licensed physician) 

Name: ___________________________________________________________________



First



Middle


 Last

Date of Birth:  _______________________ 

Nature of the Disability: 

( Hearing Disability
 ( Learning Disability 

 ( Physical Disability 

( Visual Disability

 ( Psychiatric Disability 
 ( Other (explain)

​​​​​​​​​​​​_____________________________________________________________________________________

_____________________________________________________________________________________










































_____________________________________________________________________________________

How long ago was the disability first professionally diagnosed? 



( less than 1 year

( 2–4 years



( 1–2 years


( 5 or more years

Please attach medical documentation including diagnosis of the disability, prognosis for recovery, and the examination accommodations appropriate for the disability.  Medical documentation must be updated within three years prior to the examination for which the special accommodation(s) is requested.

Accommodations required:

(  Additional Time - Double Time
(  Additional Time - Time and a half

( Separate Room

(  Sign Language Interpreter

(  Amanuensis (Recorder of Answers)
( Reader

(  Intellikeys Keyboard

(  Intellikeys Keyboard (Arm/Clamp)

( Screen Magnifier

(  Kensington Expert Mouse    
(  Headmaster & Mouse Unit


( Zoomtext Software

(  Selectable Background & Foreground Colors    ( Other (Explain on separate piece of paper)

“I HEREBY CERTIFY UNDER PENALTY OF PERJURY THAT THE INFORMATION CONTAINED HEREIN IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE, INFORMATION AND BELIEF.”  

​​​​​​​​​​​​​​_______________________________________________

_______________________________

Physician’s Name






Date
_______________________________________________

_______________________________

Physician’s Address





 
Telephone No.
SECTION 3 - PERSONAL STATEMENT

In order to document your need for accommodation(s) as completely as possible, please attach, in addition to professional documentation, a personal statement describing your disability and its substantial limitations on one or more of your major life activities. 

SECTION 4 – CERTIFICATION AND AUTHORIZATION

 'I HEREBY CERTIFY UNDER PENALTY OF PERJURY THAT THE INFORMATION CONTAINED HEREIN IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE, INFORMATION AND BELIEF.  If clarification or further information regarding the documentation is needed, I authorize the Maryland Board of Public Accountancy to contact the doctor(s) who diagnosed the disability. 

​​​​​​​​​​​_______________________________________________

_______________________________

Signature







 Date 

