TEXAS WOMAN’S UNIVERSITY
College of Nursing

5500 Southwestern Medical Ave.

Dallas, TX 75235
LETTER OF RECOMMENDATION
NAME OF APPLICANT      
CURRENT ADDRESS      
Directions to the Recommender 

The person named above is applying for admission to the nursing doctoral degree program at Texas Woman’s University. You have been selected by the applicant to submit your comments on the applicant’s qualifications. 

Complete the rating grid by evaluating the applicant’s potential for graduate study. The information supplied on this form will be used for the purpose of assessing the applicant’s qualifications for admission. Send the form to the College of Nursing. Thank you for your cooperation and assistance. 

	
	Exceptional/Outstanding
	Above Average
	Average
	Below Average
	No Opinion/Not Observed

	Motivation for Graduate Study 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Conceptual Ability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Analytical Ability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Initiative and Potential for Research 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Integrity 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ability to Work with Others
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Effectiveness in Speaking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Effectiveness in Writing 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



(over)

How long have you known the applicant?
     

     








Years

Months 

Under what circumstances have you known the applicant?

     
What are the applicant’s primary strengths? 

     
What are the applicant’s primary weaknesses or liabilities? How might these affect the applicant’s performance in graduate study?

     
Please describe the reference group you are using to make your comparisons (i.e. students in a particular class, workers on a certain job, etc.)

     
Please check the recommendation 
 FORMCHECKBOX 

strongly recommend






 FORMCHECKBOX 

recommend






 FORMCHECKBOX 

recommend with reservations






 FORMCHECKBOX 

do not recommend

     





     
Name 





College/Organization

     





     
Title





Business Address

     





     
Signature




City, State, Zip Code

     





     
Date





Telephone Number 
* In accordance with Leg. House Bill 1922, an individual is entitled to: request to be informed about the information collected about them; receive and review their information; and correct any incorrect information.

