











School of Professional Development
State University of New York at Stony Brook
Stony Brook, NY 11794-4310
Recommendation Form for the Educational Leadership Program

The following section is to be completed by the applicant.

Name:
Last First ML
Address:
Number & Street City State Zip
Home Phone: ( ) Work Phone: ( ) Email:
Semester: U Fan 20 O Spring 20__ U Summer 20__

I understand that I have the right to inspect my file upon request under the Family Educational Rights and Privacy
Act of 1974, T hereby DO WAIVE my right of access to this recommendation.

Signature of Student Date
Writers of recommendations are requested to write a statement which comments on the candidate’s ability to carry on advanced
studies in his/her discipline and assesses the candidate’s ability to become an effective administrator. A careful discrimination
between strong and weak characteristics will be more helpful than routine praise. If additional space is needed, please attach a
separate page. Thank you.

Please rate the applicant in comparison with others of his/her age and position whom you have known within the past five
years. If possible indicate the number of students with whom you are comparing him/her.

Upper | Upper 10% | Upper 25% | Upper half Lower No basis
1-2% but not but not but not half for
Upper 1-2% | upper 10% | Upper 25% judgment

Academic Performance

Intellectual Ability

Ability to Express Him/Herself

Motivation for Proposed Field of Study

Would you admit the applicant to your department? [ ] Assuredly  [] Probably L] Possibly ] No

Signature

Print Name Date

Position Address




School of Professional Development
State University of New York at Stony Brook
Stony Brook, NY 11794-4310
Recommendation Form for the Educational Leadership Program

The following section is to be completed by the applicant.

Name:
Last First M.L
Address:
Number & Street City State Zip
Home Phone: ( ) Work Phone: ( ) Email:
Semester: U Fall 20 O Spring 20__ O summer 20

I understand that I have the right to inspect my file upon request under the Family Educational Rights and Privacy
Act of 1974, 1 hereby DO WAIVE my right of access to this recommendation.

Signature of Student Date

Writers of recommendations are requested to write a statement which comments on the candidate’s ability to carry on advanced
studies in his/her discipline and assesses the candidate’s ability to become an effective administrator. A careful discrimination
between strong and weak characteristics will be more helpful than routine praise. If additional space is needed, please attach a
separate page. Thank you.

Please rate the applicant in comparison with others of his/her age and position whom you have known within the past five
years. If possible indicate the number of students with whom you are comparing him/her.

Upper | Upper 10% | Upper 25% | Upper half Lower No basis
1-2% but not but not but not half for
Upper 1-2% | upper 10% Upper 25% judgment

Academic Performance

Intellectual Ability

Ability to Express Him/Herself

Motivation for Proposed Field of Study

Would you admit the applicant to your department? [ ] Assuredly [ ] Probably [] Possibly [] No

Signature

Print Name Date

Position Address




School of Professional Development

SBS Building, N-201

State University of New York at Stony Brook
Stony Brook, NY 11794-4310

Charge Card Authorization Form
Complete and submit with application materials only if you want to charge the application fee.

Date

Authorized Amount $100.00

Check One: L] American Express () Discover 1 Mastercard 1 Visa

L L P L[] | expiration bare

Card Number

Name of Applicant

Address

Cardholder’'s Name

Cardholder's Signature

STONY
BRA"SK

STATE UNIVERSITY OF NEW YORK



Health Form - Part Time Students

When Completed, Mail Directly to: Student Health Service
ST‘\\\%NY Director, Student Health Service Tel: (631) 632-6740
- Stony Brook University TDD: (631) 632-6171
BR‘\\\\\‘ [< Stony Brook, New York 11794-3191 Fax: (631) 632-6936

'STATE UNIVERSITY OF NEW YORK

Name ID#

(Print) Last First Middle

Home Address ( )

Number and Street City/Town State Zip Code Home Telephone
E-mail Address ( )
Cell Phone
Emergency Contact Relationship ( )
Phone

New York State Public Health Law and Stony Brook University Policy require that all students (Undergraduate, Transfer, Graduate, SPD
students, Certificate Program students, and Distance Learners) return a completed immunization form.

e Students born before 1957 are exempt from the Measles, Mumps, and Rubella vaccine requirement.

Immunization information can be obtained from the following sources: Your private medical practitioner, high school health office, previous
college health service (transfer students), or infant records held by parents that are signed by a physician. Have your physician’s office
complete the enclosed Immunization Form and return it to the Student Health Service before the first day of classes.

It is important that we receive the immunization information before that date so your form can be processed early to avoid
registration / de-registration problems.

PART I-REQUIRED IMMUNIZATION INFORMATION DATE OF BIRTH: / /

Please have your physician complete either Section | and/or Section Il and sign. month day year
SECTION |

List TWO dates of “MMR” (Measles, Mumps, Rubella) vaccine inoculation: ................c........... and

(Two doses of live vaccine administered on or after the first birthday after 1/68)
OR attach a copy of an immunization record signed by a practitioner.

SECTION 1l
A: MEASLES—complete ONE of the following:

1. TWO dates 30 days apart of Measles vaccination:...........cccouvvieiiiiiiiie e and
(Live vaccine administered on or after the first birthday after 1/68)

2. Approximate date of Measles infection (diSEASe): ......cc..ovvieeeiiiiieeee e
3. Date of blood test for Measles ImmMUNItY: ....ooooiiiiiiii e Results

Pos/Neg/Equiv

B: MUMPS—complete ONE of the following:

1. ONE date of MUMPS VACCINALION: . .ocuiiiiiiiiiiie e
(Live vaccine administered on or after the first birthday after 1/69)

2. Approximate date of Mumps infection (diS€ase): ..........cooovveiiiiieieiee e
3. Date of blood test for Mumps IMmMUNITY: ...ooooviiiieiee e Results

Pos/Neg/Equiv

C: RUBELLA (German Measles)—complete ONE of the following:
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2. Date of blood test for Rubella Immunity: ..o Results

Pos/Neg/Equiv

Physician’s Signature/Stamp Date




