	*NEW REQUIREMENT*
COURSE DIRECTOR PROGRAM EVALUATION FORM


Please complete this form at the conclusion of each RSS series and include in final packets. Thank you.
COURSE DIRECTOR NAME: ___________________________________________________
SERIES TITLE: _______________________________________________________________
SERIES START DATE:  ________________   SERIES END DATE:  ___________________

TYPE OF SERIES (Please Check Box):
 FORMCHECKBOX 
 Grand Rounds

 FORMCHECKBOX 
 Case Conference 

 FORMCHECKBOX 
 M&M 

 FORMCHECKBOX 
 Tumor Board
1. Overall, this series improved participants’:  (Please give an example for each or explain how each was improved, DO NOT JUST CHECK THE BOXES!!)
 FORMCHECKBOX 
  Competency:
 FORMCHECKBOX 
  Performance:
 FORMCHECKBOX 
  Patient Outcomes:
2. I attest that I reviewed ALL evaluations for the series:

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No
a.) Please list any topics or changes you plan to add to your next series as a result of reviewing evaluations:

b.) Did you find that participants perceived commercial biased during a session?
 FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No

If yes, how will prevent this from occurring in your next series? 
3.  In addition to time and financial resources, please list any barriers that will prevent your participants from being able to make the practice changes addressed in your series:
4. Were any tools provided to participants to assist with the changes in practice learned during the series?

Mark all that apply
 FORMCHECKBOX 
 Patient education

 FORMCHECKBOX 
 Patient reminder system

 FORMCHECKBOX 
 Promotion of Self-Management

 FORMCHECKBOX 
 Provider education

 FORMCHECKBOX 
 Provider reminder system

 FORMCHECKBOX 
 Data Relay

 FORMCHECKBOX 
 Audit and Feedback

 FORMCHECKBOX 
 Organizational change 

 FORMCHECKBOX 
 Other
If not, what tools might you consider including for your next series?
5.  As a result of this series, the participants improved in the following competency areas: 
(Mark all that apply)
	 FORMCHECKBOX 
 Patient Care
	 FORMCHECKBOX 
 Professionalism
	 FORMCHECKBOX 
  Practice Based Learning

	 FORMCHECKBOX 
  Medical Knowledge
	 FORMCHECKBOX 
 System Base Practice
	 FORMCHECKBOX 
  Communication Skills


COURSE DIRECTOR SIGNATURE: ___________________________________________________
DATE: ________________
