Oregon Developmental Disabilities Coalition

Training Series on Direct Supports

Presentation by David Pitonyak


Evaluation Form
Your name:_________________________ Provider Organization:_ _________________
I am a (check one that best describes you):

_ Residential provider




_ Employment/day services provider
_ Individual with a developmental disability

_ Family support provider
_Domestic Employee/Personal Support Worker
_ Foster provider

_ Other (Please describe)_________________________
1) Did the training provide you with knowledge or skills that will be useful in your work?




            Strongly





Strongly
             Not





Agree 
     Agree        Neutral
    Disagree    
Disagree       Applicable
      (Circle a number)


 5
       4
           3
       2
             1
         N/A 

2) David’s presentation was engaging and relevant to my work:
      (Circle a number)
 

5
       4
           3
       2
             1
         N/A
3) Did your viewpoint on the issues covered in this training change because of the training?
      (Circle a number)


5
       4
           3
       2
             1
         N/A 
If yes, how?
4) The handouts were clear and useful: ………………………………..  
       (Circle a number)


5
       4
           3
       2
             1
         N/A
What is one thing that stands out most in your mind about this session?

What will you stop, start or continue doing as a result of what you heard today?

Suggestions & Comments:
Please use both sides if needed
Shelly Reed, DD Foster Care Coordinator , SPD ODDS , Office of Licensing and Quality of Care

500 Summer St NE, E-05, Salem, OR 97301 503-945-5828

