
College of Health Sciences
Results of Capstone Project/Comprehensive Exams

               Report Capstone Project                 Report Comprehensive Exams  

Department: _______________________ Program:

Student Name:  ________________________   Sam ID:___________________________ 

Areas (If applicable) 

1) ________________________

2) ________________________

3) ________________________

4) ________________________

____________ 

____________ 

 ___________

____________

Date Exam Administered: _______________________ 

Is a re-examination necessary? ________ If so, please list the areas that must be re-administered 

and the date the exam is to be re-administered: Test Type: Oral ___  Written ___

Examination Committee (If applicable) 

Printed Name 

__________________________ 

__________________________ 

__________________________ 

__________________________ 

     Signature 

______________________________ 

______________________________ 

______________________________ 

______________________________ 

_________________________________________ ____________ 
Graduate Advisor/Coordinator Date 

_________________________________________ ____________ 
Chair  Date 

_________________________________________ ____________ 
Dean, College of Health Sciences  Date 

High Pass/Pass/Fail
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