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CCSA Results Appeal Request 

11. IDENTIFICATION (PLEASE PRINT OR TYPE LEGIBLY.) 

Appeal Requests must be 
received no later than 

ninety (90) days after the 
CCSA 

Date: ___________ _ 
First Name Middle Initial Last Name ( date / month / year) 

Street Address 

P.O. Box or Rural Route (if applicable) City 

Province Postal Code Country 

Sonography Canada No. (if applicable) E-Mail Address

Home Telephone Number Cell Phone Number 

2. FOR WHICH SPECIFIC CCSA(S} ARE YOU REQUESTING AN APPEAL OF YOUR RESULTS: 

□ Generalist Location: 

□ Cardiac

□ Vascular Date: 

3. PLEASE INDICATE THE REASON FOR YOUR REQUEST TO APPEAL YOUR EXAMINATION RESULTS:

[A] □

[B] 0

[C] 0

[D] 0

The occurrence of circumstances beyond your control that adversely affected your 

attendance at the CCSA. 

The occurrence of disruptive testing conditions that adversely affected your 

performance on the CCSA. 

You experienced an unexpected medical situation (injury or illness) that adversely 

affected your performance on the CCSA. 

Other (describe in Section 4). 
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CCSA Results Appeal Request 

4. PLEASE DESCRIBE IN DETAIL THE REASONS FOR YOUR APPEAL AS INDICATED IN SECTION 3. IF 

ADDITIONAL SPACE IS REQUIRED PLEASE APPEND THE EXTRA PAPERWORK AND REFERENCE BELOW 

ACCORDINGLY. PLEASE ALSO APPEND ANY NECESSARY SUPPORTING DOCUMENTATION: 

s. PLEASE INDICATE BELOW THE ENCLOSURE OF YOUR APPEAL REQUEST PROCESSING FEE OF $300.00.

□ My fee of $300.00 to process this CCSA Results Appeal Request is

enclosed.

□ Cheque □ Money Order

□ MasterCard □ VISA Credit Card Number: 

Signature of Cardholder: Expiry Date: 
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