
ODM 00039 (7/2014) 
Formerly JFS 00039 (7/2013) 

Ohio Department of Medicaid 

REVIEW OF ASSESSMENT REQUEST 
 
 

 
I am requesting to review the results of the assessment I took for the following position: 
 
 

 Job Classification 

      

 

 Position Number (PN) 

      

 

 Test Code 

      

 

 Review Date 

      

 

 
 
I understand that I will not be able to review the answer key, take notes, or make copies of the 
assessment document.  I also understand that I am ineligible to take this particular assessment 
again for a period of 4 months from the date of this review. 
 
 
Applicant Name (please print) 

      

Employee ID 

      

Signature Date 

Human Capital Management Analyst Date 

 


