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QUALIFICATIONS FOR TESTING ACCOMMODATIONS
FOR APPLICANTS WITH DISABILITIES

GENERAL INFORMATION

The Board recognizes that physicians with disabilities may wish to take the certifying examinations and will a2empt to
make accommodations for applicants with verified disabilities. The Board supports the intent of the Americans with Dis-
abilities Act (ADA) and amendments thereto. The Board will provide reasonable accommodations during testing to pro-
vide equal opportunity for persons with disabilities. Applicants are reminded, however, that the Board will not offer a
particular auxiliary aid, if doing so “would fundamentally alter the measurement of the skills or knowledge the examina-
tion is intended to test or would result in an undue burden.” (Americans with Disabilities Act, Public Law 101-336 §309
[b][3]; see 28C.F.R. §36.309(b)(3)). To this extent, the Board will provide reasonable accommodations during testing to pro-
vide equal opportunity for persons with disabilities. Documentation requesting reasonable accommodations must iden-
tify the nature of the disability, the major life activities affected by the disability, and provide a rationale for the need for
the specific requested accomodations to standard testing procedures.

Applicants who request accommodations because of a disability must advise the Board in writing no later than the
deadline for submi%ing applications for examination. All documentation and other evidence substantiating the disabil-
ity must be submi2ed to the Board no later than 30 days a1er the deadline for filing an application for examination. Re-
quired documentation includes completion of the Application for Testing Accommodations and appropriate checklists
contained herein.

Applicants for examinations or reexaminations requesting accommodations must check the box provided on the applica-
tion or billing statement, or the on-screen Testing Accomodations box when applying on-line, and comply with all re-
quirements regardless of previous requests and/or granted accommodations. Documentation substantiating the disability
and a completed Application for Testing Accommodations will be required no later than 30 days a1er the fee due date on
the billing statement in order to be considered for accomodations to standard testing procedures.

If the Board deems it necessary, an independent assessment may be requested at the expense of the Board. Documentation
and other evidence substantiating the disability includes, but is not limited to, each of the following:
• A le2er and/or report by a qualified professional who has made an individualized assessment of the applicant diagnos-

ing the applicant's disability and identifying one or more major life activities that the disability substantially limits, in-
cluding, but not limited to, hearing, seeing, breathing, performing manual tasks, caring for oneself, and/or learning
(reading and writing). The diagnosis must be printed on the qualified professional’s le2erhead, with the qualified pro-
fessional’s credentials, address, and telephone number. The diagnosis must include the candidate's name, date of birth,
and date of evaluation, and it must be signed by the qualified professional.

• A history of the disability, including previous se2ings in which accommodations have been granted. If there is no his-
tory of prior accommodations, the examiner must explain why current circumstances necessitate accommodations.

• Diagnostic information about the specified disability using standard nomenclature from sources such as the Interna-
tional Classification of Diseases (ICD) and the APA Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition, Text Revision (DSM-IV-TR®).

• Specific recommended accommodations with a rationale for why each accommodation is needed. A description of
any functional limitations associated with the disability is helpful to the Board’s evaluation of the request.
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