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COURSE NAME

DATE

VENUE, CITY, STATE



	COURSE INFORMATION  SHEET


To assist us in evaluating the effectiveness of this ATS CME activity, and to make recommendations for future educational activities, please take a few minutes to complete the evaluation forms and post test questions. 
Your overall program evaluation (please circle rating):


Excellent
Good
Fair
Poor

Content
1
2
3
4

Adherence to Meeting Objectives
1
2
3
4

Meeting Venue
1
2
3
4

Please provide at least one suggestion for improving this program.
	

	


Please provide at least one topic you would like covered at future conferences. Tell us what improvement in your practice you hope to make that prompted you to suggest the topic. 
	

	


	Please circle your Profession:
	Physician (MD, DO)
	Please circle your area of Specialty:
	Pulmonary 

	
	Physician Assistant
	
	Critical Care

	
	Nurse Practitioner
	
	Pediatric Pulmonary 

	
	Registered Nurse
	
	Allergy/Immunology

	
	Sleep Technologist
	
	Internal Medicine

	
	Respiratory Therapist
	
	Family Practice

	
	Pharmacist
	
	Sleep

	
	Other (explain) 
	
	Other (explain)


	Activity Name 
Date

Venue, City, State

	SPEAKER  EVALUATION


Please grade each speaker using the following scale:

1 - Strongly Agree   2 – Agree   3 – Neutral   4 – Disagree   5 – Strongly Disagree   N/A–Not applicable

	Lecture Title

Speaker


	Speaker made a clear & well-organized presentation
	Presentation

met the identified objectives
	Presentation was relevant to my practice
	***
Information provided will cause me to make changes in my practice
	Presentation was scientifically rigorous and balanced
	Presentation was free from commercial bias

	Presentation Title
Speaker Name, MD
	
	
	
	
	
	

	Presentation Title
Speaker Name, MD
	
	
	
	
	
	

	Presentation Title
Speaker Name, MD
	
	
	
	
	
	

	Presentation Title
Speaker Name, MD
	
	
	
	
	
	


Do you intend to make changes to your practice as a result of participating in this activity? (Yes or No)


If yes, please specify what changes you intend to make in your practice.
If no, please indicate the barriers that exist that would prohibit you from making changes to practice? 
