	Alabama Department of Mental Health

	EVALUATION SUMMARY FORM


	TITLE OF EVENT:
	     
	DATE:
	     


Please indicate your rating of the presentation in the categories below by circling the appropriate number using this scale:

(1) POOR       (2) BELOW AVERAGE       (3) AVERAGE      (4) ABOVE AVERAGE      (5) EXCELLENT
A.  The relevance of the training to your practice/work




	
	
	
	
	


B.  The value of the program content for meeting the program’s

 

      stated educational objectives

	
	
	
	
	


C.  The quality and effectiveness of the presentation 




	
	
	
	
	


D.  The knowledge of the instructor






	
	
	
	
	


E.  The quality of the handouts/audiovisual aids





	
	
	
	
	


F.  The quality of the facilities








	
	
	
	
	


G.  Your overall assessment of this program






	
	
	
	
	


Additional Comments/Recommendations:

