Department of Theatre
THE OHIO STATE UNIVERSITY

Design Studios GA Supervisor Report

Date: | Student Name: | Scenic Studio Area:
Appraisal Period - From: To:
Use the listed ratings to evaluate performance in each of the following areas:
»  Well Above: Performance is repeatedly above expectations. »  Below: Performance is sometimes below expectations.
»  Above: Performance is sometimes above expectations. »  Well Below: Performance is repeatedly below expectations

»  Meets: Performance meets expectations.

Specialized knowledge and skills (check one)

Well Above | | | Above| | | Meets| ] | Below | | Well Below | |
Comments:
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2 Ability to work in studios (check one)
i Well Above | | | Above| | | Meets[ | | Below | | | well Below | |
=Bl Comments:
Aptitude in training students (check one)
Well Above [ ] | Above| | | Meets| | | Below [ | | well Below [ |
Motivating students (check one)
il Well Above || | Above| ] | Meets|[ | | Below[ | | well Below [ ]
g Overseeing student work (check one)
3l Well Above [ ] | Above| | | Meets|[ | | Below[ | | well Below| |
§ Comments:

Students (check one)

Well Above [ ] | Above[ | | Meets| | | Below| | | Well Below | |

Other GA’s (check one)

Well Above [ ] | Above| | | Meets| | | Below|[ | | well Below [ ]

Supervisory Faculty/Staff (check one)

WeIIAbove|:| ‘ Above| | ‘ Meets| | ‘ Below[ | ‘ Well Below | |
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Evaluators:

Name: Signature:
Name: Signature:
Name: Signature:

Name: Signature:
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