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SUMMARY OF EVALUATIONS
	TITLE: 
	DATE: 

	PRESENTER:  
	LOCATION: 


The evaluation forms completed by the attendees at this conference were tabulated and the numbers below reflect the percentage of the responses for each category.  Additional comments may be included on the reverse side of this summary.

Please rate the following questions for the overall course: 



Very







Excellent
Good
Good
Fair
Poor
My overall reaction was







%
%
%
%
%
The clarity and organization of the presentation was



%
%
%
%
%
The speaker’s knowledge of the topic was




%
%
%
%
%
Practical application to my practice/research




%
%
%
%
%
Yes
No

Was the presentation free of commercial bias?



%
%


If you feel there has been commercial bias, please explain:
How well did this program fulfill the following learning objectives?


Very





Excellent
Good
Good
Fair
Poor
Upon completion of this educational activity, the participant 

should be better able to:
1. Recognize the prevalence of childhood and adolescent obesity and explain

%
%
%
%
%
the causes for this increasing prevalence
2. Discuss the consequences of childhood and adolescent obesity


%
%
%
%
%
3. Describe some methods for decreasing the incidence of obesity


%
%
%
%
%
4. Summarize an effective management protocol for children and adolescents 

%
%
%
%
%
with obesity








Very
Somewhat
Slightly


Expert
Knowledgeable
Knowledgeable
Knowledgeable
Novice
How would you rate your level of knowledge about the 
%
%
%
%
%
program content before you attended this program?

How would you rate your level of knowledge about the 

%
%
%
%
%
program content after you attended this program?

Yes
No
Will the information presented cause you to make any changes in your practice/research?
%
%
If yes, please describe any change(s) you plan to make:
	Very Committed
	Committed
	Neutral
	Not Committed
	Not at All


If yes, how committed are you to making these changes?
%
%
%
%
%
If no, what barriers may exist to prevent you from making changes? (check all that apply)

%
Clinical application




%
Time constraint
%
Resource Availability (staff, funding)


%
Need for training

%
Management priorities




%
Reimbursement

%
Fundamental delivery system redesign necessary 
%
Resistance to change

%
Other

If Other, please explain:


Yes
No
Do you feel future activities on this subject matter are necessary and/or important
%
%
to your practice?
Professional Designation:   

%
MD


%
PhD

%
PharmD


%
DO


%
NP

%
RPh

%
PA


%
RN

% 
Other: _____________________
Please list the CME topics that are your highest learning priority:

Additional comments:
Summary made available to presenter



TOTAL NUMBER OF EVALUATIONS RETURNED:  60

