SPARROW

HEALTH SYSTEM

PHARMACY PRACTICE RESIDENCY APPLICANT
RECOMMENDATION REQUEST

TO BE COMPLETED BY APPLICANT (Please print or type):

Applicant Name: Date

Applicant Address:

Number Street

City State Zip Code Phone

ALL COMMENTS AND INFORMATION WILL BE KEPT IN STRICT CONFIDENCE

TO BE COMPLETED BY APPLICANT REFERENCE:

Applicants to the Residency Program are required to have recommendations submitted by persons who are
familiar with the applicant. The person writing the recommendation is asked to make a frank appraisal of the
applicant’s character, personality, abilities, and suitability for a pharmacy residency. This appraisal is an
important part of a systematic evaluation of all applicants.

| have known the applicant for approximately years.

During this time he/she was a(n):

Undergraduate student Graduate student Pharm.D. student
Advisee Employee Other
| know him/her: well fairly well only causally

Relative to persons of similar background, training, and professional interests, how would you rate this applicant

for each characteristic? Please place an X under the rating column which best describes the applicant.

CHARACTERISTICS EVALUATED Excellent Above Average Below No Basis for

Academic ability

Quality of work

Written communication skills

Oral communication skills

Leadership skills

Industriousness and perseverance

Initiative and motivation

Cooperativeness

Ability to work with others

Dependability

Resourcefulness and originality

Personal appearance and professional
demeanor

Commitment to professional practice

Emotional stability and maturity

Enthusiasm

Integrity

Average Average Judgment
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What is your overall recommendation for this applicant?
I highly recommend this applicant | recommend this applicant

| recommend this applicant, with some reservation | do not recommend this applicant

COMMENTS: We welcome and encourage any additional comments that might assist un in considering this
applicant for a residency position.

Name of Applicant’'s Reference:

Position:

Institution or Employer:

Address of Institution/Employer:

Telephone Number:

Signature of Applicant’s Reference:

When completed, please mail to:
Peggy Malovrh, Pharm.D.
Clinical Coordinator, Pharmacy Practice Residency
Sparrow Hospital
1215 E. Michigan Ave.
P.O. Box 30480
Lansing, Michigan 48909-7980

Thank you for your cooperation and information.
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