
  
 
 

 
 
Proposed Strategic Plan Feedback Form 
 
 
DATE____________ 
 
NAME (OPTIONAL)___________________________________________ 
 
SCHOOL/OFFICE/DEPARTMENT__________________________________________________________ 

MAIL_____________________________________________  OFFICE PHONE_____________________ 
 
E
 

E: 
 
CHECK ON

__Faculty  ___Student  ___Staff  ___Alumni  ___Other (Please Specify) 
 
_
 
 
 

gory (or Categories): 
 
Please Select Applicable Cate

__Comment  ___Suggestion 
 
_
 

 
 

 


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Text14: 
	Button15: 


