[bookmark: _Hlk16843441][image: ]4th Year Placement Supervisor Reference Form

Name of Applicant: _______________________	  	Date:_______________


To be completed by the supervisor/preceptor providing the reference:

Name:	________________________________________	Title:_____________________

Place of Employment:_________________________________________________________

How long have you know this student and in what context:_____________________________

____________________________________________________________________________				
Please check all that apply: I have worked with this student in the following situations:

___University Clinic 	___Classroom	____Research	___Grad Assistantship
		
___External Clinical Site	___Other-please explain:_______________________________

_________________________________________________________________________
			
Ratings: Compared to other Au.D. students you have worked with, rate this student in terms of the skills and qualities listed below. If you have no basis for comparison for a particular skill/quality, please check “no basis”.

	No Basis
For Comment
	Characteristics
	Below
Average
	Average
	Good/Above 
Average
	Good/Well
Above 
Average
	Excellent
Top10%
	One of the top few encountered in my experience


	
	Comprehensive Audio 
Evaluation
	
	
	
	
	
	

	
	Electrophysiology
	
	
	
	
	
	

	
	Vestib
	
	
	
	
	
	

	
	Cochlear Implants
	
	
	
	
	
	

	
	Tinnitus Management
	
	
	
	
	
	

	
	Amplification/ALDs
	
	
	
	
	
	

	
	Critical Thinking
	
	
	
	
	
	

	
	Professionalism
	
	
	
	
	
	

	
	Motivation/Enthusiasm
	
	
	
	
	
	

	
	Independence
	
	
	
	
	
	

	
	Disciplined Work habits
	
	
	
	
	
	








Additional Comments:
Please provide additional comments you think would be helpful regarding this student. In addition to academics, information about qualities relating to the candidate’s motivation and interpersonal skills with peers. adults, special talents and/or potential for growth is appreciated. 








I recommend this student for a 4th year Externship at the Columbus VA

___With reservation
___Fairly strongly
___Strongly
___Enthusiastically

Signature:______________________________			Date:__________________

May we contact you if necessary?  _____Yes 	___No

Preferred method of contact? ____________________________________________________

Please e-mail completed form to jessica.nail@va.gov 

If preferred, please mail to: 
Columbus VA OPC
Attn: Audiology (126) 
Jessica Nail, Au.D.
420 N. James Rd.
Columbus, OH 43219
Page 2 of 2

image1.jpeg
) U.S. Department
of Veterans Affairs 420 North James Road

VA Central Ohio Healthcare System Columbus, Ohio 43219
Chalmers P. Wylie Veterans Outpatient Clinic www.columbus.va.gov





