Request for Recommendation by Applicant to PGY1 Pharmacy Residency Program at  
Sentara Healthcare

To be completed by applicant:
Full Name: 

Preferred Name: 

Address:  

Telephone Number: 

ASHP Match Number: 


To be completed by evaluator:

Please complete and return this form by January 11, 2008 

E-mail address:  rbmyers@sentara.com
Mail address: Brad Myers, Pharm.D., BCPS, Sentara Healthcare, 830 Kempsville Road, Norfolk, VA  23502

Phone:  757.261.1222
The individual listed above has applied to the Sentara Healthcare PGY1 Residency Program.  Recommendations are required and must be completed by persons familiar with the applicant’s qualifications for residency training.  Please perform a frank appraisal of the applicant’s character, personality, abilities, and suitability for a pharmacy residency.  This information will remain confidential and will not be shared with the applicant.

I have known the applicant for approximately _____  (months / years).  My relationship to the applicant was (or is) in the following capacity (please check all boxes that apply):

 FORMCHECKBOX 
 Faculty advisor


 FORMCHECKBOX 
 Employer



 FORMCHECKBOX 
 Clerkship preceptor

 FORMCHECKBOX 
 Supervisor


 FORMCHECKBOX 
 Other faculty relationship

                 FORMCHECKBOX 
 Other

I know the applicant (please check only one box):

 FORMCHECKBOX 
 Very well



 FORMCHECKBOX 
 Fairly well



 FORMCHECKBOX 
 Only casually

Please rate this applicant for each of the following characteristics by placing an X under the rating column which best describes the applicant:

	Characteristic
	Upper 10%
	Upper 25%
	Upper 50%
	Lower 50%
	No basis for judgement

	Academic ability
	
	
	
	
	

	Written communication
	
	
	
	
	

	Oral communication
	
	
	
	
	

	Leadership skills
	
	
	
	
	

	Initiative and motivation
	
	
	
	
	

	Assertiveness
	
	
	
	
	

	Ability to organize
	
	
	
	
	

	Ability to work with others
	
	
	
	
	

	Dependability
	
	
	
	
	

	Willingness to accept constructive criticism
	
	
	
	
	

	Integrity 
	
	
	
	
	

	Emotional stability and maturity
	
	
	
	
	


In addition, please comment on the applicant’s character, ability, and suitability for a pharmacy residency.  Please include any assets or weaknesses that may influence the applicant’s ability to perform effectively in a residency program.

	


Overall recommendation for the applicant:

 FORMCHECKBOX 
 I highly recommend this applicant

 FORMCHECKBOX 
 I recommend this applicant

 FORMCHECKBOX 
 I recommend this applicant, but with some reservation

 FORMCHECKBOX 
 I am not able to recommend this applicant



















Signature of Evaluator (may sign electronically)

Date

Evaluator Name: 

Title and Affiliation / Institution: 

Street Address or P.O. Box: 

City, State, Zip: 

Telephone Number: 

E-mail Address: 

