
	
		
 

IMP ORAL QUALIFYING EXAMINATION 
 

Student Name: ____________________________        Date: ____________ 
 
          Advisor’s Name: _________________________________ 
 
 
 
           Member Name                        Member Signature                            Approve       Disapprove 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 COMMITTEE COMMENTS:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Return to the Program Administrator, 1462 Clifton Building, Suite 300A or email. 


