
  
UNIVERSITY OF WISCONSIN-SUPERIOR  

RECOMMENDATION FOR FACULTY POST-TENURE REVIEW  
  

Name of Faculty Member_________________    Rank___________________________ 
Department____________________________    Years in Rank____________________  
Percent of time in Department_____________     Years of Service _________________  
---------------------------------------------------------------------------------------------------------- 
RECOMMENDATION OF THE DEPARTMENT: Attached is the review of performance. 
 
COMMENTS:  
 
 
 
 
 
 
 
Approval  __________________ 
Non-Approval __________________   
 
_________________________________________                Date:_________________________________ 
Signature of Department Chair 
 
------------------------------------------------------------------------------------------------------------------------------- 
RECOMMENDATION OF THE PROVOST: Attached is the review of performance.  
 
COMMENTS: 
 
 
 
 
 
 
 
Approval  __________________ 
Non-Approval __________________ 

  
________________________________________          Date ____________________________________  
Signature of Provost 
 
 
 
Cc: Provost (c/o Mary Noyes, Original)  
Faculty Member 
Department Chair  


