SALISBURY UNIVERSITY

DEPARTMENT OF NURSING
DATE: ____/____/____
APPLICATION FOR GRADUATE NURSING PROGRAM   

NAME:                                               SOCIAL SECURITY #:  XXX-XX-                           DOB: ___/____/___  

TRACK: (check one) 
___ HEALTH CARE LEADERSHIP  

___ MASTERS FNP

___ CLINICAL NURSE EDUCATOR

___ POST MASTERS CERTIFICATE

LOCAL ADDRESS:  _______________________________________________________________________                                                                                                                                     

CITY:                                                     STATE:                                ZIP CODE:  ________________________            

HOME PHONE NO.: (         )                                     WORK PHONE NO.:  (        ) ______________________
CELL PHONE NO.:   (         )   ________________

HOME ADDRESS: (If NOT the same as above):  ______________________________________________                                                                                              

CITY:                                                        STATE:                              ZIP CODE:  ______________________                   

EMAIL ADDRESS:  ______________________________________________________________________
	DEGREE
	COMPLETION DATE
	INSTITUTION
	MAJOR 
	GPA

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Admitted to SU for graduate study?      YES _____         NO ______ 

Registered Nurse License #:                                               STATE:  __________________________                           

Which semester are you expecting to begin the program?  FALL/WINTER/SPRING/SUMMER _________  






    





          (Year)

Complete all that apply:
	PREREQUISITES
	INSTITUTION
	YEAR
	GRADE
	COMMENTS

	Anatomy & Physiology  (FNP only)
	
	
	
	

	Basic Statistics (ALL)
	
	
	
	

	Health Assessment    (FNP only)
	
	
	
	

	Pharmacology     (FNP only)
	
	
	
	


 Clinical nursing experience: (starting with the most recent, describe at least the last 5 years, use additional paper if necessary)
	YEAR
	AGENCY
	EXPERIENCE

	
	
	

	
	
	


Clinical nursing experience: (Continued - use additional paper if necessary)
	YEAR
	AGENCY
	EXPERIENCE
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RECOMMENDATION FORM

	PART A
	TO BE COMPLETED BY THE APPLICANT                          SOC. SEC. NO.    X  X  X- X X - __ __ __ __ 

                                                                                                                                                        (last 4 digits)

	NAME (Print)            Last                                               First                                                          Middle



	Graduate Nursing                 Degree:                               Masters _______                 Second Degree ________



	I agree that the recommendation I am requesting shall be held in confidence by officials of Salisbury University, and I hereby waive any rights I may have to examine it.                    ________ YES             ________ NO

Signature of applicant:  ___________________________                                            Date:_____________________




	SUMMARY

EVALUATION

Applicant’s promise as a graduate student in comparison with others of similar age and experience
	BELOW

AVERAGE
	AVERAGE
	ABOVE

AVERAGE
	UNUSUAL
	OUTSTANDING
	TRULY

EXCEPTIONAL
	Inadequate

Opportunity to Observe

	
	Lowest 

40%
	Middle

20%
	Next

25%
	Next

5%
	Almost Top

5%
	Top

5%
	

	Research aptitude
	
	
	
	
	
	
	
	

	Intellectual potential
	
	
	
	
	
	
	
	

	Ability to work with others
	
	
	
	
	
	
	
	

	Creativity and imagination
	
	
	
	
	
	
	
	

	Maturity
	
	
	
	
	
	
	
	

	Self-confidence
	
	
	
	
	
	
	
	

	Communication skills oral
	
	
	
	
	
	
	
	

	Communication skills written
	
	
	
	
	
	
	
	

	Ability to analyze a problem and formulate a solution
	
	
	
	
	
	
	
	

	Motivation for proposed program of study
	
	
	
	
	
	
	
	

	Potential as a teacher
	
	
	
	
	
	
	
	

	Potential for career advancement
	
	
	
	
	
	
	
	


	Please indicate the strength of your overall endorsement by placing an “X”:  along the scale



	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Not Recommended                      Recommended with                           Recommended                       Highly Recommended

                                           some reservations

	


	PART B
	TO BE COMPLETED BY THE RECOMMENDER

	How long and in what capacity have you known the applicant?



	We would appreciate your assessment of the applicant’s scholarship, personality, character and professional promise.  Please include in the statement an assessment of strengths and weaknesses.  If additional space is needed, please feel free to use a separate sheet.  If you prefer, you may write the entire statement on your own.

	STATEMENT:



	Signature
	Please Print Last Name
	Date

	Position
	Business/Company Name

	Address

	PLEASE MAIL DIRECTLY TO:

Salisbury University, Department of Nursing, 1101 Camden Avenue, Salisbury, MD   21801-6837


Note to College Placement Offices:  If your office maintains a confidential recommendation file for students and alumni, we would appreciate it if you would forward such files directly to our program office.  Please attach this form to the file.

