
Recommendation Request for Applicant to Suburban Hospital Pharmacy Residency Program 
 
To Be Completed by Applicant:  (Please print or type) 
 
 
Name of Applicant:  _____________________________________________________________________________________________       
   First Name          Middle Initial   Last Name 
 
   _____________________________________________________________________________________________       
   Street Address or P.O. Box     Phone Number 
 
   _____________________________________________________________________________________________       
   City   State    Zip Code 
 
 

I waive the right to review this recommendation. 
 
_________________________________________________________________________       

   Signature of Residency Applicant 
 
 
For the Recommender to Complete:  (Please print or type) 
 
Please complete and return this form by January 16th.     Mehran Mahdavi, Pharm.D, BCOP 
          Suburban Hospital 
          Pharmacy Department 
          8600 Old Georgetown Road 
          Bethesda, MD 20814 
          301-896-2074 
 
Pharmacy residency candidates are required to have recommendations submitted by individuals who can evaluate their qualifications for residency 
training.  All comments and information provided will be kept confidential. 
 
I have known the applicant for approximately __________________ (months and years). 
 
My relationship to the applicant: 
_____ faculty advisor _____ employer   _____ preceptor 
_____ supervisor  _____ other faculty relationship _____ other (please specify)  ___________________ 
 
Relative to persons of similar backgrounds, training, and professional interests, how would you rate this applicant for each of the following 
characteristics?  (Please check the column that applies.) 
 
Characteristics Evaluated Upper 10% Upper 25% Upper 50% Lower 50% No Basis For 

Judgement 
Academic Ability      
Quality of Work      
Written Communication Skills      
Oral Communication Skills      
Leadership Skills      
Industriousness and Perseverance      
Initiative and Motivation      
Assertiveness      
Cooperativeness      
Ability to Organize and Manage Time      
Ability to Work with Supervisors      
Ability to Work with Peers      
Ability to Work with Patients      
Dependability      
Resourcefulness and Originality      
Willingness to Accept Constructive Criticism      
Professional Appearance and Demeanor      
Commitment to Professional Practice      
Emotional Stability and Maturity      
Enthusiasm      
Integrity      
 

Confidential                                             Page 1 
 Suburban Hospital’s Recommendation Request Form 

        



 
Does the applicant possess any special strengths or assets which should be considered? 
 
 
 
 
 
 
 
 
 
 
 
 
Does the applicant demonstrate any weaknesses which you feel would hinder his/her ability to perform effectively in a residency 
program? 
 
 
 
 
 
 
 
 
 
 
 
 
Other comments: 
 
 
 
 
 
 
 
 
 
Recommendations regarding admission (Please check one): 
 
__________ I highly recommend this applicant.  __________ I recommend this applicant, but with some reservation. 
 
__________ I recommend this applicant.   __________ I am not able to recommend this applicant. 
 
 
______________________________________________  _____________________ 
Signature of Recommender     Date 
 
______________________________________________  _____________________ 
Name (print or type)      Phone Number 
 
______________________________________________ 
Title and Affiliation 
 
______________________________________________   
Street Address or P.O. Box      
 
______________________________________________   
City  State   Zip Code   
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