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MARINE OPERATIONS
VIRGINIA INSTITUTE OF MARINE SCIENCE CHRTR CMNT FORM P1

Charter Comment Form - Marine Operations

CRUISE INFORMATION

Chief Scientist / PI:

Agency:

Vessel Chartered:

Cruise Dates / Cruise ID:

Type/s of Work Conducted:

Area of Operation:

Type of Research Conducted:

EVALUATOR’S INFORMATION

Name:

Role Served:

Email:

Institution:

ASSESSMENT Note: Score of 5 indicates excellent/high, score of 1 indicates poor/low

1.) To what extent were the planned scientific objectives met?

SCORE: |5 4 3 2 1

ADDITIONAL COMMENTS
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MARINE OPERATIONS
VIRGINIA INSTITUTE OF MARINE SCIENCE CHRTR CMNT FORM P2

2.) Rate the effectiveness of the VIMS Marine Operations team’s pre-cruise support (planning,
coordination, logistics, shore support).

SCORE: 5 4 3 2 1

ADDITIONAL COMMENTS

3.) Rate how well the ship and its installed equipment and spaces contributed to achieving the
scientific objectives (equipment readiness, condition, living quarters condition and habitability,
condition of lab spaces, design/layout of deck equipment, frames, propulsion, power etc.)

SCORE: |5 4 3 2 1

ADDITIONAL COMMENTS

4.) Rate how well the vessel-supplied scientific equipment functioned during the Charter (i.e.,
equipment was appropriate, operational, ready for deployment, documentation, technicians
familiar with equipment etc.)

SCORE: |5 4 3 2 1

ADDITIONAL COMMENTS

Ship Equipment Used:

Marine Ops-Provided Scientific Equipment Used:
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