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Development and Performance Review (DPR)
for Grant Funded Positions
	Employee’s Name


	Title

	Department



	 FORMCHECKBOX 
Full-time

 FORMCHECKBOX 
Part-time      No. hrs/wk:
	Date of this Review


	Supervisor



	Grant Account Number:


Evaluation Narrative (please include goals/expectations for next review):
	Supervisor Signature
	Printed Name
	Date

	Dean/Chairperson/VP Signature
	Printed Name
	Date

	I understand that my signature is required to confirm that I am aware of the contents of this review and that I may or may not agree with its contents.  I further understand that I may comment on my on my own if I wish.  I also understand my evaluation will be reviewed for a possible salary adjustment providing I have completed the required length of employment.


	Employee Signature
	Printed Name
	Date



