Doctor of Nursing Practice Recommendation Form

Applicant’s Name

This is a confidential recommendation. Original documents must be sent to the Office of Graduate Admission. If the applicant
has requested to view this recommendation, and you have agreed to grant her/his request, please send a copy of your recom-

mendation form to the applicant.
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1. I have known the applicant as ___an undergraduate student ___an associate ___an employee __ other

2. | have known the applicant for a period of ___ years ___ months in my position as:
3. My appraisal of this applicant is based approximately from dates to
4. Please give your appraisal of the applicant on the items listed below of which you have personal knowledge. Place a check mark at the

appropriate rating.

Rating Scale Key

1 A very strong characteristic of the candidate 4 A weak characteristic
2 A strong characteristic 5 A significantly weak characteristic
3 The candidate is average in this area 6 | am unable to respond and/or not applicable
1 2 3 4 5 6
Motivation for graduate work Demonstrated
Potential
Creativity Demonstrated
Potential
Oral communication skills Demonstrated
Potential
Written communication skills Demonstrated
Potential
Initiative Demonstrated
Potential
Integrity Demonstrated
Potential
Promise in advanced practice in specialty area Demonstrated
Potential
Promise as a researcher Demonstrated
Potential

5. In my opinion, her/his chance of succeeding in a graduate program is:

Very Poor Average Excellent
1 2 3 4 5 6 7 8 9

6. In my opinion, her/his chance of succeeding in an advanced nursing/leadership/educator role is:

Very Poor Average Excellent

T 2 3 4 5 6 7 8 9



7. Please comment, based on your knowledge and experience with the applicant, on her/his ability for graduate study and to function
at the doctoral level. Include education, experience, skills, intelligence and personal qualities that you think will have a bearing on the
applicant’s success in a doctoral program and in advanced practice. Use the space below or attach a separate sheet.

Thank you for your willingness to provide this assessment.
Please print (or attach your current business card):

Name Title

Name of organization

Email address

Business address

City State Zip code
Business telephone ( ) If we need clarification, may we contact you?
Signature Date

THIS RECOMMENDATION MUST BE RECEIVED IN THE OFFICE OF GRADUATE ADMISSION BY JANUARY 15 FOR THIS APPLICANT
TO HAVE PRIORITY CONSIDERATION.
St. Catherine University admits students regardless of race, color, national and ethnic origin, sexual orientation, age, religion, creed, disability, marital status,

status with regard to public assistance, membership or activity in state or local commission and sex to all the rights, privileges, programs and activities generally
accorded to or made available to students at the University.

Please return the completed form to: St. Catherine University, Office of Graduate Admission, Mail 4027
2004 Randolph Avenue, St. Paul, MN 55105



