APPLICANT APPRAISAL FORM

UMBC Diagnostic Medical Sonography Program

Applicant, please complete.
Last name ______________________ First Name __           ____________           

Address _____________________________________________________
Appraiser, please complete.  (Family members are excluded)

This appraisal is a confidential report of the candidate’s suitability for admission to the UMBC Diagnostic Medical Sonography Program. Your comments will assist the program with the applicant’s qualifications. Please mail to address listed below.  

1. What is your relationship to the applicant and for how long?

	

	


2. Please comment on the applicant’s major strengths and possible weaknesses.
	

	

	

	


3. Please assess the applicant’s performance academically and/or work habits.
	

	

	


4. Additional comments that you feel may emphasize or hinder the student with their progress in the program.

	

	

	


Your name _____________________ Position _______________________
Employer ____________________________________________________
Signature __________________________ Date __________       ________
UMBC Training Centers, LLC
UMBC Diagnostic Medical Sonography Program

1450 South Rolling Road 

Baltimore, MD 21227 

Attn: Lyna El-Khoury Rumbarger
Fax - 443-543-5410

