Examinee Comment Form

Examinee Name:
(print or type) Last name First Name MI

Test Location:

City State

Directions: Use this form to comment on specific exam questions. Your comments must be directed
toward the ambiguity or validity of the question. Your comments will be reviewed by a committee of
subject-matter experts. Any changes resulting from this review will be applicable to the entire examinee
population. Use a separate form for each exam question. Submission of a comment form does not
constitute a personal appeal. You will not receive a response to your comments.

Comment forms must be mailed to our Board Office, 2535 Capitol Oaks Drive, Suite 300, Sacramento, CA 95833
postmarked no later than 10 days from the date of the exam.

> Identify the exam you have a comment about by checking one box.
NCEES Exams:

O FEAM. Version (check one): |:|A DB DC
4 FE P.M. Module (check one):DChe |:|Civ Llele |:|Env Clind [ IMec [other Disciplines

0 PEAM. Module:

U PE P.M. Module:

Q PE Civil Module (check one): |:|Con |:|Geo |:|Stru DTrans DWater Resources
O PE Electrical Module (check one): |:|C0mputers DElectrical |:|P0wer

O PE Mechanical Module (check one): |:|HVAC DMechanical DThermal

0 PE Structural Type (check one): [ [Vertical Forces Bridges |:|Vertical Forces Buildings

[ ]Lateral Forces Bridges [ |Lateral Forces Buildings
aFS

QPS

STATE SPECIFIC Exams (check one):

DSeismic Principles DEngineering Surveying DGeotechnical DTraffic DLand Surveyor
2 Identify the question number you have a comment about:

= Provide sufficient information for reviewers to fully understand your concerns:

H: Examinee Comment Form 4/25/2011 (for additional comments use backside of page)
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