Webinar Evaluation 
Name of Webinar:
Presenter:

Time of Delivery: 
	1.  Overall, how would you rate this presentation?

	 FORMCHECKBOX 
 Poor
	 FORMCHECKBOX 
Fair
	 FORMCHECKBOX 
 Good
	 FORMCHECKBOX 
 Very Good 
	 FORMCHECKBOX 
 Excellent


	2.  How would you rate the effectiveness of the presenter in delivering the presentation?

	 FORMCHECKBOX 
 Poor
	 FORMCHECKBOX 
Fair
	 FORMCHECKBOX 
 Good
	 FORMCHECKBOX 
 Very Good 
	 FORMCHECKBOX 
 Excellent 


	3.  How would you rate the scope and depth of the presentation?

	 FORMCHECKBOX 
 Poor
	 FORMCHECKBOX 
Fair
	 FORMCHECKBOX 
 Good
	 FORMCHECKBOX 
 Very Good 
	 FORMCHECKBOX 
 Excellent 


	4.  How would you rate the usefulness of the presentation to your work?

	 FORMCHECKBOX 
 Not useful
	 FORMCHECKBOX 
 Somewhat useful
	 FORMCHECKBOX 
 Very useful



	5.  How would you rate the usefulness of the presentation’s accompanying materials?

	 FORMCHECKBOX 
 Did not use them
	 FORMCHECKBOX 
 Not useful
	 FORMCHECKBOX 
 Somewhat useful
	 FORMCHECKBOX 
 Very useful


	6.  How did you participate in this presentation?

	 FORMCHECKBOX 
 By teleconference call
	 FORMCHECKBOX 
 By webcast
	 FORMCHECKBOX 
 Through transcripts on the website



	7.  Would you be interested in additional training on this topic?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	

	8.  If “yes” to question 7, what type of additional training would be helpful?

	     


	Name: (optional)
	     

	Agency:
(optional)
	     

	Email:
(optional)
	     

	Affiliation: (Please check all that apply) 

 FORMCHECKBOX 
 Consumer/Survivor                 FORMCHECKBOX 
 Community Care Member                     FORMCHECKBOX 
 Therapist

 FORMCHECKBOX 
 Case Manager                            FORMCHECKBOX 
 Advocate                                                   FORMCHECKBOX 
 Family Member
 FORMCHECKBOX 
 Supervisor/Administrator      FORMCHECKBOX 
 Other Mental Health                               FORMCHECKBOX 
 Community Care Staff 

 FORMCHECKBOX 
 Other


Thank you for completing this evaluation. 









