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       Program Evaluation Form
<Activity Title>

<Activity Date>

<Activity Location>

1. Please use the scale to rate the impact of the following learning objectives:
	As a result of attending this activity, I am better able to:
	Strongly
Disagree
	Disagree
	Neutral
	Agree
	Strongly Agree

	<Objective 1>
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	<Objective 2 (if applicable)>
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	<Objective 3> (if more than 3, add additional rows)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



2. Please rate the projected impact of this activity on your knowledge, competence, performance and patient
outcomes:
	
	Yes
	No
	No Change
	Additional Comments:

	This activity increased my knowledge.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	This activity increased my competence.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	This activity improved my performance.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	This activity will improve my patient outcomes.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


3. Did the presentation seem commercially biased in regard to the use of a particular drug or medical device?

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes, please explain ________________________________________________________________

4. Please indicate how you will change/improve your practice as a result of attending this activity (check all that apply).
 FORMCHECKBOX 
 Program provided validation of current practice, no changes to be made
 FORMCHECKBOX 
 Create or revise current protocols, policies and/or procedures

 FORMCHECKBOX 
 Improve the treatment of my patients

 FORMCHECKBOX 
 Other, please explain _______________________________________________________________

___________________________________________________________________________________

5. Please indicate any potential barriers you see in implementing these changes.
 FORMCHECKBOX 
 Cost/Reimbursement/Insurance Issues

 FORMCHECKBOX 
 Lack of experience, opportunity or resources

 FORMCHECKBOX 
 Lack of administrative support


 FORMCHECKBOX 
 Lack of time with patients

 FORMCHECKBOX 
 Patient compliance issues



 FORMCHECKBOX 
 Lack of professional guidelines

 FORMCHECKBOX 
 No barriers

 FORMCHECKBOX 
 Other, please explain _______________________________________________________________

6. Do you plan to address these barriers in order to promote change in your competence, performance, and/or patient outcomes?

 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 No, please explain _________________________________________________________________

 FORMCHECKBOX 
 Yes, please explain ________________________________________________________________

7. Which of the following desirable physician attributes/core competencies were addressed by this activity? (check all that apply)

 FORMCHECKBOX 
 Patient care/patient-centered care



 FORMCHECKBOX 
 Medical knowledge

 FORMCHECKBOX 
 Practice-based learning & improvement


 FORMCHECKBOX 
 Interpersonal & communication skills

 FORMCHECKBOX 
 Professionalism





 FORMCHECKBOX 
 Systems-based practice

 FORMCHECKBOX 
 Interdisciplinary teams




 FORMCHECKBOX 
 Quality improvement

 FORMCHECKBOX 
 Utilize quality metrics




 FORMCHECKBOX 
 Evidence-based practice

8. On a 4-point scale, please rate the following aspects of this activity for each individual presenter.
(4=Excellent, 3=Good, 2=Average, 1=Poor)

	
	Speaker Knowledge of Content
	Teaching Effectiveness of Faculty
	Quality & Use of Visual Aids

	<Presenter #1>
	
	
	

	<Presenter #2>
	
	
	


*Add additional rows for additional speakers.
Additional Comments: ______________________________________________________________________
9. Please select from the following suggestions for improvement of activity format:
 FORMCHECKBOX 
 Format was appropriate



 FORMCHECKBOX 
 Include more case-based presentations

 FORMCHECKBOX 
 Increase interaction with learners


 FORMCHECKBOX 
 Add breakout sessions

 FORMCHECKBOX 
 Add a hands-on element



 FORMCHECKBOX 
 Longer Q & A Session

 FORMCHECKBOX 
 Other, please explain ________________________________________________________________

10. Did you feel that adequate time was allotted for practice-related discussion with the speaker(s)?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No, please explain __________________________________________________________________

11. What topics would you like to see addressed in future educational activities?
__________________________________________________________________________________________

12. On a 4-point scale, please rate the facility and location at which this activity took place.

 FORMCHECKBOX 
 4=Excellent

 FORMCHECKBOX 
 3=Good

 FORMCHECKBOX 
 2=Average

 FORMCHECKBOX 
 1=Poor
Follow-Up Questionnaire
1. <Insert True/False or Multiple Choice Question>
2. <Insert True/False or Multiple Choice Question>

3. <Insert True/False or Multiple Choice Question>

*Add additional lines if needed

Presenter Disclosure
I do (not) disclose the existence of significant financial or other relationship with the manufacturer(s) of any 

commercial products(s) or provider(s) of any commercial service(s):
<Insert Presenter #1 Name & Disclosure>
<Insert Presenter #2 Name & Disclosure>

*Add additional if needed

Audiovisual support, meeting space, and refreshments provided by:

CME Credit

Prairie Cardiovascular Consultants, Ltd. designates this educational activity for a maximum of ​​<Insert # of Credits> AMA PRA Category I Credit(s)™.  Physicians should claim commensurate with the extent of their participation in the activity. Attendees must complete this section to receive CME credit.
Name (Please Print):  ________________________________________________________________
I claim ____ [enter number of hour(s)] Category I credits for this educational event.
Please indicate your specialty:

 FORMCHECKBOX 
 IM

 FORMCHECKBOX 
 FP

 FORMCHECKBOX 
 GP

 FORMCHECKBOX 
EM

 FORMCHECKBOX 
Cardiology

 FORMCHECKBOX 
 Other ____________________
Address (Please Print):

Street _____________________________________________________

City _________________________ State ______ Zip ______________
E-mail Address (optional) ______________________________________________________
Telephone  ______________________________ Fax ________________________________
Please return your completed evaluation form to the CME representative.
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