Toronto
Metropolitan

University

AEROSPACE ENGINEERING PROGRAM
YEATES SCHOOL OF GRADUATE AND POSTDOCTORAL STUDIES

Preliminary Dissertation Examination Scheduling Request

Student Name: Student ID:

Title of Research Proposal

Supervisor(s):

IMPORTANT: All research involving humans, whether funded or not, conducted within the university or by faculty,
staff, or students affiliated with the university must be reviewed and approved to protect research participants and
ensure that research is conducted in an ethical manner. No research on human participants shall be undertaken
without the prior approval of the Research Ethics Board (REB).

Does your research involve any human participation? Yes o
Did you obtain all the required approvals from the Research Ethics Board? Yes o
Did you obtain confirmation that all committee members are available and will attend this exam? Yes No

| confirm the thesis is not manuscript-style (please check box to confirm):

Examination Committee

Chair Department
Member Department
Member Department
Member Department
Member Department
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Toronto

Metropolitan
University

AEROSPACE ENGINEERING PROGRAM
YEATES SCHOOL OF GRADUATE STUDIES

Examination Date: Time: a.m./p.m. 'Room:
DD/MM/YY

Student’s Signature Supervisor’s Signature

Program Director’s Signature Date

1. Room will be booked by the graduate program office. If the exam is virtual (e.g., via Zoom) please indicate 'virtual'.
If virtual the examination Chair will book the virtual exam and will send the invitation to the examination committee,
supervisor(s) and student

2. Students have the option of pre-recording a video of their presentation and sharing it with their exam committee prior
to their scheduled oral exam. Please discuss this option with your supervisor and exam Chair.
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https://www.torontomu.ca/aerospace/graduate/presentations/
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