GRADUATE PROGRAM IN SCIENCE AND TECHNOLOGY STUDIES

COMPETENCY EXAMINATION FORM
Send to GPA and GPD of the STS Graduate Program when completed
__________________________________________

________________________

Name of Student





Date of Exam
Competency Examination Lists       


1. ________________________________________________________________________

2. ________________________________________________________________________

3. ________________________________________________________________________

Please indicate the result of the exam: QUALIFIED / QUALIFIED WITH CONDITIONS / NOT QUALIFIED*

(If the exam is a “Not Qualified” then the Student is permitted to resit the examination within 6 months)

Comments

	


Date for rescheduled examination (for office use only): ________________________________

Signatures (please sign and print name)
Chair (& Examiner): _____________________________________________________________
Supervisor: ____________________________________________________________________

Examiner: _____________________________________________________________________
Student: ______________________________________________________________________
