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Université d’Ottawa      |      University of Ottawa 

REQUEST FOR A DEFERRED MARK (DFR) - UNDERGRADUATE COURSES
The DFR symbol is used when, in the judgment of the appropriate authority, a student presents a valid reason for being unable to satisfy the course requirements, in 
that case, the student must complete such requirements within a time limit determined by the professor and approved by the School, such a limit may not exceed 12 
months. If no mark has been received by the Academic Office within the limit determined by the professor, the DFR symbol will be changed to EIN (0).
IMPORTANT: 
-A request for deferred mark may have an impact on enrollment. If the course requirements of a deferred course are not satisfied prior to the date of 
when official final grades for the term are posted, the student will be withdrawn from the courses for which this course is a prerequisite.
-The awarding of your diploma may be delayed.
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I confirm that I have read and understand the instructions and requirements set out in this form and that all information and documents provided with my 
request for a deferral are accurate and truthful. In addition, I confirm that I have taken note of the date and time of my deferred examination.
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