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 YES NO UNSURE   NOT APPLICABLE 

Did the session meet 

the stated learning 

objectives? 

    

This session provided 

new/evidence based 

information. 

    

I will implement 

information learned at 

this session into my 

patient care (clinical 

practice). 

    

Do you feel that there 

was a conflict of 

interest or commercial 

bias in this 

presentation? 

    

 

 EXCELLENT AVERAGE POOR NOT APPLICABLE 

How would you rate the 

overall quality of this 

session? 

    

Please rate the quality of 

teaching of the faculty 

below. 

Name(s): 

1) 

2) 

3) 

    

 

Comments: _________________________________________________________________________________ 
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