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 SPONSOR QUARTERLY STATEMENT 
  

Please ask your sponsor to complete a statement below.   
Submit this report every quarter. 

 

 
Name of Participant:             
 
Reporting Period:   from        to      
 
 

The Participant’s progress is:   □ Excellent    □ Good   □ Fair    □ Poor 

 
Comments:               
 
               
 
               
 
               
 
               
 
               
 
 
 

Signature of Sponsor: (First Name Only)                                        
 
 
Date:                          
 


