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post-activity Quality improvement Template Form #8
SAMPLe template

Indiana State Nurses Association

Program Name:       

Time period being evaluated:      
Nurse Planner:      

Source of Information:
Review of Post-test Results (if applicable) ___
Review of Evaluations ___

	
	Yes
	No
	Please describe:

	1. Was the expected time to complete this activity consistent with learners’ responses?
	
	
	

	2. Were objectives met based on content presented?
	
	
	

	3. Were the evaluations favorable?
	
	
	

	4. Were the post-tests favorable? (if applicable)
	
	
	

	5. Do you recommend that changes be made in future presentations (content, post-test, etc.)?
	
	
	

	6. Did all participants meet criteria for successful completion and receive certificates?
7. If no, please list participants who did not meet criteria for successful completion and therefore did not receive nursing contact hours.
	
	
	

	8. How many participants needed to take the independent study post-test more than once?
	
	
	


Signature: _______________________________   Date: _____________________
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By checking this line, I am providing my electronic signature verifying all of the information entered herein.
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