
Page 1 of 2 

Keiser University Naples 
RECOMMENDATION FORM 

Immediate Supervisor Name: ____________________________________________________________________ 

Applicant’s Name: ____________________________________________________________________________ 

Hospital or Facility Name: ______________________________________________________________________ 

Number of beds in the critical care unit where the applicant is currently employed: _________________________ 

Type of Unit: ________________________________________________________________________________ 

 Clinical Competency Number Managed   
per Week 

Manages 
Independently 

Manages with 
Assistance 

No Experience 

 Ventilator Management ☐ ☐ ☐
 Arterial Line Monitoring ☐ ☐ ☐
 Central Venous Catheter Monitoring ☐ ☐ ☐
 Pulmonary Artery Catheter  Monitoring ☐ ☐ ☐
 Vasoactive Medication Administration ☐ ☐ ☐
 Advanced Hemodynamic Support 
(ECMO, CRRT, Impella, IABP, LVAD) ☐ ☐ ☐

Length of time you have known applicant years months 

Length of time you have been immediate supervisor years months 

Have you ever known applicant to abuse drugs or alcohol? 
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Applicant’s Strengths: 

Applicant’s Weaknesses: 

 Recommendation Rating Select One 

 Highly Recommend ☐
 Recommend ☐
 Recommend with Reservations ☐
 Do Not Recommend ☐

      Additional Comments: 

Name:  

Title:  

Credentials: ______________________________________________ 

Facility:  

Phone:  

Signature Date 

Thank you very much for your recommendation. 

Keiser University Naples 
Admissions Committee 
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