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Name of Program: _______________________________________
Date:_________________________   Time:______
Location:______________________________________________
Title of Presentation:__________________

 

Name of Presenter:____________________________

OBJECTIVES

At the conclusion of this presentation, the participant should be able to:

1.

2.

3.

	Please rate the following
	Excellent
	Good
	Satisfactory
	Fair
	Poor

	Appropriateness of the topic for your educational needs
	
	
	
	
	

	How well the presentation objectives were met
	
	
	
	
	

	Practical value of the presentation to your daily practice
	
	
	
	
	

	Preparation and delivery of the speaker/s
	
	
	
	
	

	Overall impression of the presentation/seminar
	
	
	
	
	

	Effectiveness of learning aid used (audio-visual, etc.?)
	
	
	
	
	


Did the presenter disclose any real or apparent              
        Yes ___   No ___

conflicts of interest, or lack thereof?

Do you feel the presentation was free of commercial bias?           Yes ___   No ___

If no, please explain why ___________________________________________________

Will you incorporate this information into your clinical practice?   Yes ___  No ___

How? __________________________________________________________________

_______________________________________________________________________

Comments/Suggestions for future presentations.

