Department of Children’s Services

Assistance with Self-Administration of Medication for DCS Youth

Evaluation Form

Date:  __________________________ 
Location: ______________________________

Trainer(s):  ________________________________________________________________
	Check the appropriate box
	Disagree

1
	2
	3
	Agree

4

	Information presented was useful
	
	
	
	

	Method of presentation was effective
	
	
	
	

	Presentation was clear and concise
	
	
	
	

	Content of training met learning objectives
	
	
	
	

	Overall quality of training experience was positive
	
	
	
	


Describe the parts of this presentation that were most helpful:

________________________________________________________________________________________________________________________________________________________
Please provide specific suggestions to improve this training:

________________________________________________________________________________________________________________________________________________________
What attitudes and/or practices in relation to your work will likely change as a result of your learning in this training?

________________________________________________________________________________________________________________________________________________________

How is this training relevant in your work as a direct service provider?

________________________________________________________________________________________________________________________________________________________
Comments on the accommodations of this location (comfort, etc.):
________________________________________________________________________________________________________________________________________________________
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