LETTER OF REFERENCE
MPH Program
College of Public Health
The University of lowa
APPLICANT:
Applicants Name
Social Security Number
Subtrack or Focus Area

You may waive your right (under the Family Education Rights and Privacy Act of 1974) to review letters of reference.
Such action is optional.

| waive my right to review recommendations and evaluations in support of my application.

Signature Date
EVALUATOR:
Please return completed form to the address on the lower left corner of this form.

1. How long and in what capacity have you known the candidate?

2. How well do you know the candidate? Slightly_ Fairly Well____ Very Well___
3. Please rate the candidate relative to other students or employees whom you have known
Highest Next Next Lowest Not
10% highest highest 50% Observed
15% 25%
Academic performance
Analytical skills
Intellectual potential
Leadership capabilities
Maturity
Motivation for advanced
study
Oral communication skills
Written communication skills
Your Name
RETURN TO: Signature

Master of Public Health Program  Date
College of Public Health N
The University of lowa Position
200 Hawkins Drive, E172 GH
lowa City, 1A 52242-1008
Attn: Lexie Just Street Address

Organization

City/State

Zip/Country

Telephone




Use this space for other comments which will help assess the probability of success of

this candidate in graduate study. If additional space is required, please attach another
sheet to this form. Thank you.

The College of Public Health, The University of lowa, requests this information to determine admission status to our
graduate program. No persons outside of the University are routinely provided this information, except for items of
directory information such as name and local address. Responses to items marked "optional” are optional;

responses to other items are required. If you fail to provide all the required information, the Department will not
consider the applicant for admission to our graduate programs.



