
We hereby declare that the Evaluation questionnaire and Employer certification provided in either one the following document (please check accordingly):

c  in Appendix C    c  in Appendix D-1      c  in the Confirmation of a training period  attached to the Membership Application

on _____________________________________   by ________________________________________________________________________________________________________                                       
                               (date)				                                       		   (Please print name of partner or practitioner)

with the firm  ______________________________________________________________________  in the city of  _____________________________________________________

is applicable to the details of a part-time training period supplied in the present document.

Signature of partner or practitioner: ________________________________________________   CA – Membership no.: __________________  Date: ____________________

c  Madam    c  Sir
					   
Family name: ______________________________________________________________________________________________________________________________________
	 (as it appears on birth certificate)

Usual first name: __________________________________________________________________________________________________________________________________
	 	 	 	 	 	 	 (as it appears on birth certificate)				     		

Date of birth: Year _______________  Month  _______________  Day _______________

Ordre des comptables agréés du Québec
Vice-Presidency, Education and Recruitment  

680 Sherbrooke Street West, 18th floor
Montreal, Quebec  H3A 2S3

Telephone: 514 982.4606 or 1 800 363.4688, ext. 4606
Fax: 514 843.8375

E-mail: candidat@ocaq.qc.ca

Details of a part-time professional training period – Appendix E
Candidate for the practice of the profession (CPP)

contact information

Five hours and more = 1 day
Between three hours and five hours = 1⁄2 day		            Month: ____________________  Year: _____________________
Less than three hours = 0 day				     		    Please make photocopy for each month reported.

Client number: _______________________________

Day/Month
Total hours 

worked

hours of techni-
cal training
provided by  

employer

Hours of professional services rendered

Auditing
Review

engagements Taxation

Other (including 
compilation 

engagements)
1 ⁄

2 ⁄

3 ⁄

4 ⁄

5 ⁄

6 ⁄

7 ⁄

8 ⁄

9 ⁄

10 ⁄

11 ⁄

12 ⁄

13 ⁄

14 ⁄

15 ⁄

16 ⁄

17 ⁄

18 ⁄

19 ⁄

20 ⁄

21 ⁄

22 ⁄

23 ⁄

24 ⁄

25 ⁄

26 ⁄

27 ⁄

28 ⁄

29 ⁄

30 ⁄

31 ⁄

Total

Training Employer certification

I hereby declare that the information provided in this statement is true.

Signature of the candidate: ______________________________________________________      Date: Year ____________   Month ____________   Day ____________   

signature of candidate


