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ANEXO I 
 

FORMULÁRIO PARA INTERPOSIÇAO DE RECURSO 

 

Nome do candidato: ___________________________________________________________ 

CPF: ________________________________________ 

PEDIDO DE RECURSO QUANTO: 

(  ) ao conteúdo e/ou à elaboração da(s) seguinte(s) questão(ões) da prova 

_________________________________________________________________________________

_____________________________________________________________________________ 

(   ) ao gabarito divulgado – questão(ões) número(s): 

____________________________________________________________________________ 

(  ) Outros: 

_________________________________________________________________________________

_____________________________________________________________________________ 

JUSTIFICATIVA:  

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

____________________,_______________. 

(LOCAL) (DATA) 

 

________________________________________ 

(ASSINATURA DO CANDIDATO) 

 


