APPENDIX B

PROGRAM EVALUATION FORM

We hope that you have found the materials in this program useful. Your comments are
important to us. Please take the time to complete this form and return it to us.

Name: Position:

Contact
Information:

Module(s) Used:

[] Orienting Teachers and International Medical Graduates
[l Educating for Cultural Awareness
[] Assessing Learner Needs and Designing Individually Tailored Teaching
Programs
[] Delivering Effective Feedback
[] Promoting Patient-Centred Care and Effective Communication with Patients
[[] Untangling the Web of Clinical Skills Assessment
Nature of the Audience:
[] Program Directors [] Faculty Development Providers
[] Teachers [] Administrative Staff

[] Other (Please describe):

Please describe your educational session:

Format and agenda (including duration):

Context:

Observations about what worked and what did not:

Observations about audience response:



How did you use these program materials?

PART A
[] Forindependent study
[] For an educational session with teachers
[] For an educational session with IMGs
[] Other (Please describe.)

PART B
[] Read the entire module

[[] Read sections of the module (Please specify.)

[] Other (Please describe and provide comments.)

Which program materials did you use?

Workshop Outlines

Guidelines for Site-Specific Activities
PowerPoint Slides

Video Scenarios

Narratives

Role Plays

Handouts

Other (Please describe.)

OOoddooono

What did you find most helpful/useful in the module materials?

What did you find least helpful/useful?

Other comments:

Please return this form by fax (514-398-6649) or by e-mail to:

Dr. Yvonne Steinert at yvonne.steinert@mcgill.ca or Dr. Allyn Walsh at
walsha@mcmaster.ca.
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