SUNY Upstate Medical University
 CME Evaluation

Activity Name:      
Date:___     _____

Objectives:

·      
·      
·      
1.  Please indicate your profession  FORMCHECKBOX 
MD/DO    FORMCHECKBOX 
NP    FORMCHECKBOX 
PA    FORMCHECKBOX 
RN    FORMCHECKBOX 
Other ________________________
2.  Was this activity scientifically sound and free of commercial bias?

      FORMCHECKBOX 
Yes    FORMCHECKBOX 
No, if no please explain ________________________________________________________
3.  Was the program topic appropriate for your needs?

      FORMCHECKBOX 
Yes    FORMCHECKBOX 
No, if no please explain ________________________________________________________
4.  Did the program have practical clinical value?

      FORMCHECKBOX 
Yes    FORMCHECKBOX 
No, if no please explain ________________________________________________________

5.  Did the program meet stated objectives?

      FORMCHECKBOX 
Yes    FORMCHECKBOX 
No, if no please explain ________________________________________________________
6.  Rate the projected impact of this session on your knowledge, competence, performance and patient outcomes: competence is defined as the ability to apply knowledge or skills in practice (knowing how to)
	
	Yes
	No
	No
Change
	If yes, please describe

	This activity increased my knowledge
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	This activity increased my competence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	This activity improved my performance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	This activity will improve patient outcomes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


7.   Identify how you will change your practice as a result of this activity (select all that apply).

 FORMCHECKBOX 
Validated my current practice, no changes will be made


 FORMCHECKBOX 
Will create/revise protocols, policies, and/or procedures


 FORMCHECKBOX 
Will change the management and/or treatment of my patients


 FORMCHECKBOX 
Other, please describe ___________________________________________________________ 
_______________________________________________________________________________________              
8.  Indicate any barriers you perceive in implementing these changes.


 FORMCHECKBOX 
Cost



 FORMCHECKBOX 
Reimbursement/insurance issues


 FORMCHECKBOX 
Lack of experience

 FORMCHECKBOX 
Patient compliance issues


 FORMCHECKBOX 
Lack of opportunity (patients)
 FORMCHECKBOX 
Lack of consensus of professional guidelines


 FORMCHECKBOX 
Lack of admin support

 FORMCHECKBOX 
No barriers


 FORMCHECKBOX 
Lack of time


 FORMCHECKBOX 
Other, please explain_______________________________
_______________________________________________________________________________________
9. Please list future topics of interest: ______________________________________________________________________________________________________________________________________________________________________________
