NORSIKG . BERMUDA NURSING COUNCIL

& o MINISTRY OF HEALTH & SOCIAL SERVICES
S % P.O. Box HM 674, Hamilton HM CX, Bermuda
Z 3 Telephone: (441) 236-0224 Ext. 3409
o = Fax: (441) 232-1823

STANDARD PROFESSIONAL REFERENCE CHECK

Telephione NUmiDeE.. oo iiaiiuinimnmsmses Fae Number: o aiinasmanns

The Applicant named below has informed us that he/she previously worked for you. We would appreciate your
furnishing us with as much of the information requested below as possible. We assure you that any information
you may give will be treated confidentially.

Please note that this reference MUST NOT under any circumstance be given back to the applicant. Please mail
directly back to the Bermuda Nursing Council.

An immediate reply will be greatly appreciated.

Sincerely yours,
BERMUDA NURSING COUNCIL

Coprinne Swan, Secretary/Administrator

APPLICANTESINANIE . ..o ccvnmimnnssnrnnsimnniiniininnshsaineiisnamdaninninnaniinmannsuraas
DATESIN'YOUREMPESY: FROM. .ovoiccimmnainanmunmnnsannan TO i s e T s

POOR FAIR AVERAGE VERY GOOD EXCELLENT

QUALITY OF WORK
QUANTITY OF WORK
PERSONALITY
PERSONAL APPEARANCE
ATTENDANCE
DEPENDABILITY
COOPERATIVENESS
CREATIVENESS

HEALTH -




Are you aware of anything which should be brought to the attention of the Credentials Commitee, that could
have a bearing on the Committee’s selection?
e.g. any disciplinary action, criminal offence.

[ Jvyes [ ]no

Please give your candid opinion of the applicant's character, capabilities and temperament, together with any
particular skills, experience or shortcomings of which you are aware.

(Pleae state position - Director of Nursing or Designate)



