Faculty Directed (face-to-face) Evaluation Summary (QI) Form

Program Name:       
Program Date:        
Nurse Planner:       
	
	Yes
	No
	Please Describe:

	1. Was time effectively allocated for each portion of the activity?
	
	
	

	2. Were objectives met based on content presented?
	
	
	

	3. Did the speaker adhere to the content as outlined on the lesson plan?
	
	
	

	4. Was the facility conducive to learning?
	
	
	

	5. Were the evaluations and/or post-tests favorable?
	
	
	

	6. Do you recommend that changes be made in future presentations (content, AV equipment, location, etc.)? 

Please describe your recommended changes.

	
	
	

	7. Was there a violation of conflict of interest?

If yes, what did you do about it?  What will you do about it in the future?
	
	
	

	8. Was the information provided without bias?

If no, what did you do about it?  What will you do about it in the future?
	
	
	


Signature: 






 Date: 





 FORMCHECKBOX 
 By checking this box, I am providing my electronic signature verifying all of the information entered herein.
(Adapted from the form used by the OSU Medical Center Provider Unit

Used with permission from Ohio Nurses Association 2009)

