
 
 

 

 

 

 
Waiver for Letters of Recommendation 

To: ___________________________________________ Date: ________________________________________ 

From: _________________________________________ Email: _______________________________________ 

I took your course ________________________________ during (semester) ________________ of year ________ (OR) 

I know you through _________________________________________________________________________________ 

I am applying to medical/dental (circle one) school for fall ______ and would like a letter of recommendation from you to 
accompany my application. 

 I WAIVE the right to access your letter. 
 I DO NOT WAIVE the right to access your (If this is checked, the pre-health advisor’s office will not submit a 

student’s letters to designated schools. It becomes the student’s responsibility to have the letter writers directly 
send the letters to each school.) 

Student’s Signature: _________________________________________________________________________________ 

For the Evaluators only: 

 Guidelines for writing your evaluation letter (see back; provided by AAMC): 
o Please address your letter “To Whom it May Concern” since your letter will be sent to multiple schools. 
o Make sure that all letters are printed on letterhead and contain a signature. 

 Assessment of the Applicant: Please use the scale below to evaluate the applicant 

1. Excellent/Outstanding   _____ Commitment to learning 
2. Good/Above Average    _____ Interpersonal skills 
3. Average     _____ Communication skills 
4. Poor/Below Average    _____ Effective use of time and resources 
5. Insufficient Knowledge   _____ Use of constructive feedback 

       _____ Problem-solving 
       _____ Professionalism 
       _____ Responsibility 
       _____ Critical Thinking 
       _____ Stress Management 
 

Evaluator’s Signature: _______________________________________________________________________________     

Evaluator’s Print Name: __________________________________     Title: ____________________________________ 

Please mail the waiver form and completed letter to the address provided below 
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Pre-Health Program
106 Oelman Hall
3640 Colonel Glenn Hwy.
Dayton, Ohio 45435-001
937-775-3180
cosm-prehealth@wright.edu
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Pre-Health Program 
106 Oelman Hall 

3640 Colonel Glenn Hwy. 
Dayton, Ohio 45435-0001 

(937) 775-3180 
harolynn.williams@wright.edu           

Deadline: _____________________________ 

 

 

 

 

 

 

 




