[image: image1.jpg]JEFFERSON COLLEGE
of HEALTH SCIENCES

&

An Afeliate of CARILIONCLINIC





	Name of Applicant:      

	Name of Reference:      
	Title:      

	Street Address:      
	City/State/Zip:      

	Phone:      
	Email:      

	Relation to the applicant (for the purpose of this recommendation):
	 FORMCHECKBOX 
 Current Employer
	 FORMCHECKBOX 
 Former Employer
	 FORMCHECKBOX 
 Business Professional  
	 FORMCHECKBOX 
 Colleague

	
	 FORMCHECKBOX 
 Nursing Faculty
	 FORMCHECKBOX 
 Perioperative RN
	 FORMCHECKBOX 
 Program Director
	 FORMCHECKBOX 
 Surgeon

	
	 FORMCHECKBOX 
 Instructor
	 FORMCHECKBOX 
 Counselor
	
	


On a scale of 1 to 4 (1 being the low and 4 being high) please rank this applicant on each item category: 

	
	1
	2
	3
	4

	Potential as a healthcare provider
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Educational Motivation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Leadership Qualities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Oral Communication Skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Written Communication Skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Overall recommendation:   FORMCHECKBOX 
 Strongly Recommend
 
  FORMCHECKBOX 
Recommend

 FORMCHECKBOX 
 Do Not Recommend

Please comment on any aspect of the applicant’s background, experiences, community involvement, etc., that will help the scholarship committee evaluate this individual:

     
	By providing my name below I indicate that all information contained in this recommendation is correct to the best of my knowledge, and it may be distributed the purpose of evaluating and awarding scholarships at Jefferson College of Health Sciences.



	Name: 
	     
	Date:
	     


Application packets must be complete and include all required documents.  If items are missing the application will be considered incomplete and will not be reviewed
PLEASE COMPLETE THIS RECOMMENDATION REQUEST AND RETURN IT TO THE APPLICANT FOR SUBMISSION WITH THE APPLICATION






JeFFERSON COLLEGE OF HEALTH SCIENCES


2011-2012 Scholarship Recommendation Form





For assistance with this application, contact the JCHS Office of Financial Aid �at 1-888-985-8483 or 540-985-8267.
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