
   
 

 
Student Name: __________________________________________   Student Number: ______________________ 

Address: _______________________________________________   Postal Code: __________________________ 

E-Mail Address: _________________________________________   Telephone:___________________________ 
 

______________________________________________________    ____________________________________ 
 (Signature)       (Date) 

 
Application for deferred or special deferred examinations must be submitted to the Office of the Dean of 
Pharmacy and Nutrition within three (3) days of the missed examination.  If a deferred examination is 
granted, Academic Services of Office of the Registrar will schedule the examination.  The required fees are to 
be submitted to Student Accounts and Treasury payable to the University of Saskatchewan.  To avoid interest 
costs, payment should be made prior to the last working day of the month in which you receive approval for 
the deferred or special deferred examination.  

 

 
Deferred Examinations (Fee - $40.00) 
Course/Section/CRN   Instructor’s Name   Date of Exam 

_________________________ ________________________ __________________ 

_________________________ ________________________ __________________ 
 
Reason for Request: (satisfactory documentary evidence must be provided) 
 
Medical   Compassionate  Other _____________________ 
 

 
Special Deferred Examination (Fee - $80.00) 
Course/Section/CRN   Instructor’s Name   Date of Exam 

_______________________  ________________________ __________________ 

_______________________  ________________________ __________________ 
 
Reason for Request: (satisfactory documentary evidence must be provided) 
 
Medical   Compassionate  Other _____________________ 
 

 
College Decision: 
 
Granted   Denied 
 
Authorization: ___________________________________  Date: ___________________ 
 
 

 

Request for Deferred and Special 
Deferred Examinations 
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