Course Information:

Maine Emergency Management Agency
Course Evaluation

Course Title: Number:
City: County: Date:
Instructor(s):

Participant Profile:

Type of organization in which you are employed:
Government:

O Federal

O State/Tribal

O County/Local

Private Sector:

O Business/Industry/Utility
O Volunteer Service

O Other (specify)

If you work in local government, what is the population size?
O 50,000 to 149,999

O Below 10,000 O 10,000 to 49,999

O Over 150,000

In what emergency service are you employed? (check as many as apply)

O Emergency Management
O Fire Service

O Law Enforcement

O Public Works/Utilities

O Social Service
O Education

O EMS/Health Care

O Other (specify)

Years of Experience in this Service:

O0to5 O6to10 O 10to 20 0O 20+
Course Effectiveness:
On a scale of 1 to 5, with “5” being the highest, please mark your opinion g § g
of the course: s S 3
E 0 5 5
”mANQ n <
1 2 3 4 5
Requirements and objectives were clear [l O O [l O
Activities supported course objectives O O |l O [
Printed materials were complete and well organized O O O O O
Audio-visual materials were appropriate, visible and effective O ] [l O |
Contributed to my knowledge and skills O O |l O O
Was worth recommending to others O O |l O ]

Comments:

SUBMIT
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