
 

Learner-Paced Educational Activity Evaluation 
 

 

Title of Activity:  Nurse Preceptor Program Online                         
 

Purpose of this activity:    This activity is designed to enhance the knowledge of RNs about roles and 

responsibilities of preceptors, enabling them to be a bridge between faculty, classroom, and clinical 

practice as evidenced by a score of at least 90% on the post-test.  
 

 

Please complete this evaluation questionnaire.  Your responses will be used to revise this activity and to plan future educational 

activities.  Circle the number that best fits your evaluation of how well the offering met your needs: 

 

1 = Not at All/Poor    2 = Somewhat/fair    3 = usually/good    4 = Almost Completely/Very good   5 = Completely/Excellent 
 

1. Effectiveness of teaching / learning resources:………................................................ 1         2         3         4         5 

2. Was the content relevant to the learning outcome/purpose?....................................... 1         2         3         4         5 

 
3. As a result of this activity, do you intend to make any changes to your professional practice/ 

performance?............................................................................................................................... YES NO 

 

 If no, please indicate why not. 

(      )________________________________________________________________ 

(      )________________________________________________________________ 

(      )________________________________________________________________ 

 

 If yes, please identify changes you intend to make. 

(      )________________________________________________________________ 

(      )________________________________________________________________ 

(      )________________________________________________________________ 

 

4. Were the following disclosed prior to the beginning of this activity: 

a. Requirements for Successful Completion………………………………………... YES NO 

b. Conflicts of Interest…………………….………………………………………… YES NO 

c. Commercial Support……………………………………………………………… YES NO 

d. Joint Providers………………………………………………………………….… YES NO 

e. Expiration Date………………………..……………………………………….…. YES NO 

 

5. Did you, as a participant, notice any bias that was not previously disclosed in 

this presentation?............................................................................................................. YES NO 

 

 If yes, please describe who was biased and how. 

(      )________________________________________________________________ 

(      )________________________________________________________________ 

 
 

6. Time in minutes required to complete the Program:  ________________________  

 

7. Date Completed:_______________________________________________________ 

      
COMMENTS:   
 


