			
Illinois State University
Mennonite College of Nursing

Doctor of Nursing Practice Program

CHANGE OF FACULTY ADVISOR


Date: _________

Student Name: ______________________________                    UID#____________________


The following change in advisor is requested:


Advisor from _______________________________ to _________________________________
				Name						Name


APPROVED:

______________________________________________________________________________
Student	 										Date

______________________________________________________________________________
Current Faculty Advisor									Date

______________________________________________________________________________
New Faculty Advisor										Date

______________________________________________________________________________
DNP Program Leader										Date

______________________________________________________________________________
Graduate Program Coordinator								Date
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