OFFICE OF CONTINUING MEDICAL EDUCATION

School of Medicine/Health Sciences Center

State University of New York at Stony Brook

Program Evaluation
(please fill out and hand in at end of day)

	Program Title:
	

	Date:
	

	
	

	( PHYSICIAN:
	SPECIALTY _________________________________
	


( RESIDENT PGY​​​​​​​​​​​​​​: _______

(  OTHER (SPECIFY)_______________________
ENTER APPROPRIATE NUMBER IN SPACES FOR EACH TOPIC:

1-Excellent     2-Very Good     3-Good     4-Fair     5-Poor

1
I heard about this program from:

( Personal Mail

( Journal Ad

( My Training Director
( Internet

( My Hospital

( Other

( Colleague

(specify:____________)

	Topic/Lecturer
	Pertinence of the lecture to my practice
	Effectiveness of the presentation
	Use of Audio-Visual
	Comprehensive-

ness of content materials
	Presentation free of commercial bias

(if no, list reason # - see legend on reverse side)

	
	
	
	
	
	( Yes         (  No

If no, reason #

	
	
	
	
	
	( Yes         (  No

If no, reason #

	
	
	
	
	
	( Yes         (  No

If no, reason #

	
	
	
	
	
	( Yes         (  No

If no, reason #

	
	
	
	
	
	( Yes         (  No

If no, reason #

	
	
	
	
	
	( Yes         (  No

If no, reason #

	
	
	
	
	
	( Yes         (  No

If no, reason #













        ..…continued on next page

	Name of Program

	Date:


Page 2

	
	
	
	
	
	( Yes         (  No

If no, reason #

	
	
	
	
	
	( Yes         (  No

If no, reason #



THIS PROGRAM: (please check all that apply) Note: practice can include medical teaching and research
	(   Will alter my practice performance.

(   Won't alter my performance, but convinced me

       I'm doing the right thing.

(   Will be relevant to my practice.
	(   Will not be relevant to my practice.

(   Will result in better patient outcomes.

(   Did not satisfy my expectation.

(   Satisfied my expectation.


Will you make any changes in practice as a result of this CME activity?

(  YES

(   NO


If yes, please describe a specific change you will make:

	The content covered will improve my following
   competencies: (check all that apply)

(   Patient care.

(   Medical knowledge.

(   Practice-based learning and improvement.
	(   Interpersonal communication skills.

(   Professionalism.

(  Systems-based practice.


Name (optional) ______________________________________________________

Please use the space below for additional names of speakers, comments & suggestions for future programs.

If presentation was NOT free of commercial bias, the reason was:


	Reason #1.   Unbalanced view of therapeutic options


	Reason #2.   Failure to use generic names


	Reason #3.   Use of single brand name vs. several


	Reason #4.   Illustrative material (e.g. audio-visual) reflects company product promotion


	Reason #5.   Failure to disclose that product recommended for off label use/still investigational


	Reason #6   Other/specify:_______________________________________








