AUGUSTA UNIVERSITY
vV THE GRADUATE SCHOOL  comprehensive Examination Results
Doctor of Philosophy Degree

Name of Student:

Graduate Program: Year of Enrollment

Written Exam: Attempt #1: Score: = |:| Pass or|:|FaiI (if fail, notify TGS and provide plans for retake)
Time Date Place of Examination:

Written Exam: Attempt #2: Score: :|:| Pass or|:| Fail

Time Date Place of Examination:

Oral Exam: Attempt #1: Score: =|:| Pass orl:lFaiI (if fail, notify TGS and provide plans for retake)
Time Date Place of Examination:

Oral Exam: Attempt #2: Score: :|:|Pass or|:|FaiI

Time Date Place of Examination:

Overall Results: score: Pass or Fail

Remarks (continue on back or attach separate sheet if necessary):

Typed Names and Signatures of Faculty Administering this Examination- Your signature below certifies the results
and confirms that the exam was conducted according to the procedures approved by TGS for this program.
Name Signature Date

Examination Committee Chair

Graduate Program Director

Department Chair (For PhD in Nursing obtain signature from CON Associate Dean for Academic Affairs)

Dean, The Graduate School

A copy of written examination questions is filed in the office of The Graduate School. The answers are kept in the departmental files.

The Graduate School
Augusta University
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