AFFILIATE EXTENSION APPOINTMENT
Academic Department EVALUATION INPUT FORM

This form is to be completed by the Faculty Collaborator and the Academic Chair of the Affiliate Department. Please send input to immediate supervisor of affiliate member by March 1.

Name

Faculty Collaborator
Please provide the information as requested below.
1. Please describe goals accomplished and/or work that has taken place towards completion of the Affiliate’s planned program.

2. Please describe any impacts realized.
3. Please check your recommendation of the Affiliate’s status in this program:

Continuation: _____
Completion: _____
Termination: _____ 
Faculty Collaborator Comments:

Signature_____________________________________________________________________
Department Chair Comments:

Department Chair Signature
__________________________________________________________________

