Evaluation Form

[Your Conference Name]
[Conference Dates] [Conference City & State]
[Conference CME Provider] respects and appreciates your opinions. To assist us in evaluating the effectiveness of this activity and to make recommendations for future educational offerings, please take a few minutes to complete this evaluation form.   
If you wish to receive acknowledgement of participation for this activity, please PRINT in your contact information and return this form to the program monitor upon your departure.  Statements of credit will be mailed within 6 weeks of the activity.

	Name
	Specialty

	Organization

	Degree
	□ MD □ DO  □ PA  □ NP  □ RN  □ Other ___________

	Mailing Address:
	□ Hospital/Academic/Office      □ Home

	Address:

	City:                                                                            State:                                                   Zip:

	Telephone:                                                                 Fax:                                                     Email:


I certify my actual time spent to complete this educational activity to be:

( I participated in the entire activity and claim [Number of CME Credits] credits.  

( I participated in only part of the activity and claim _____ credits.

Please answer the following questions by circling the appropriate rating:
	5 = Outstanding
	4 = Good
	3 = Satisfactory
	2 = Fair
	1 = Poor


Extent to Which Program Activities Met the Identified Objectives
After completing this activity, participants should be able to:

	· Learning Objective #1
	5      4      3      2      1

	· Learning Objective #2
	5      4      3      2      1

	· Learning Objective #3
	5      4      3      2      1

	· Learning Objective #4
	5      4      3      2      1



Please indicate if this activity was free from commercial bias.
 ( Yes
( No
If No, please indicate the topic(s) that were not free from commercial bias. __________________________________________________________________________________________________________________________________________________________________________________________________
Effectiveness of the Individual Faculty Members

	Speakers
	Knowledge of Subject Matter
	Effective in Presenting Material
	Avoided Commercial Bias or Influence

	
	5      4      3      2      1
	5      4      3      2      1
	5      4      3      2      1

	
	5      4      3      2      1
	5      4      3      2      1
	5      4      3      2      1

	
	5      4      3      2      1
	5      4      3      2      1
	5      4      3      2      1


Is there anything you would like to communicate directly to the speakers? _________________________________________________________________________________________________
_________________________________________________________________________________________________
Effectiveness of the CME content
	· Enhanced my current knowledge base
	5      4      3      2      1

	· Will help me improve patient care
	5      4      3      2      1

	· Provided educational material that I found useful
	5      4      3      2      1

	· Information was relevant to my practice and my educational needs
	5      4      3      2      1


Please indicate any changes you plan to make in your practice of medicine as a result of information you received from this activity.
_________________________________________________________________________________________________
	Please rate your commitment level to making these changes.
	5      4      3      2      1


In what time frame do you anticipate making these changes? 

( Immediately
( 1 -2 months
( 3 -6 months
( At some point in the future

_________________________________________________________________________________________________
Based on my participation in this CME activity, I will now incorporate the following new clinical strategies:(check all that apply)

( List desired outcome or change 

( List desired outcome or change 

( List desired outcome or change 

 

 
( I already do all these things

 
If you do not plan to incorporate the above clinical strategies, please list the factors acting as barriers.

_________________________________________________________________________________________________
May we follow-up with you within 4-6 weeks to ask about any changes you made in your practice of medicine as a result of information you received from this activity? 

( Yes, I would be interested in participating in a follow-up survey. (Email address must be listed above)


( No, I’m not interested in participating in a follow-up survey.
	This activity was designed to help the participant master the ABMS/ACGME core competencies - patient care and medical knowledge.  How well did this activity address these competencies?
	5      4      3      2      1


Please provide general comments regarding this activity and suggest how it might be improved:  
_________________________________________________________________________________________________
Are future educational activities on this topic needed?

( Yes
( No
Please indicate medical topics that would be of interest to you: 

_________________________________________________________________________________________________
Space to add additional questions specific to your conference/course.
[Name of CME Provider] [Address of CME Provider]
[Phone number of CME Provider]          [Fax of CME Provider]
