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Personal details of the Recommending Professor

Name

First Name(s)
Position/ Title
Institution
Address
Telephone

Email

Personal details of the applicant

Name, First Name of the applicant

How long have you known the applicant?



From which of the following events do you know the candidate?
(Please tick which of the following points apply to you and specify under “Other” if none of the
other options apply.)

Supervision of Diploma/ Other

L .
ectures Seminars Master Thesis (please specify)

Please rate the performance of the applicant in comparison with other students in the
same field who have the same amount of experience and training.

Above
s Exceptional Verygood average Below AE
outstanding P Y8 g judgment

0, 0,
(top 5%) (top 10%)  (top 25%) 5(’:)(;)) average possible
(1)

Academic
| [
performance

Originality
and
intellectual

creativity

Mathematical

and analytical L
abilities
Oral and

writing skills

Personal
perseverance/

determination



Motivation to

pursue PhD

Do you recommend the candidate fiir admission to Graduate Center of DIW Berlin:

| recommend the candidate
very highly.

| recommend the candidate.

| recommend the candidate
with reservations.

| cannot recommend the
candidate.

DECLARATION:

By submitting this document, | declare that all information given is complete and accurate.

This form must be submitted electronically.

Place:
Date:

Signature:
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