CONSULTANT/TRAINER EVALUATION FORM

7 Name of Consultant/Trainer: Training Center:
gl ¢jiLag (el
CMAN MEDICALSFECIMLTY BSARD Program: Rotation: Block:

A. How many weeks did you wark with this consultant/trainer?

|:|Upt02 D3t04 |:| 5 or more

B. The frequency of your contacts with the teaching consultant/trainer was (per week)?

D 1 orless D 2 ]:l 3 D 4 |:I 5 or more

Never Seldom Half of the Most of the

CONSULTANT/TRAINER tme | tme

£
B

1 {Made rounds regularly

~N

Provided quality teaching

3 |Was well organized

4 [Stimulated enthusiasm for knowledge

5 |Demonstrated breadth of knowledge

6 |Established good rapport with resident

7 |Provided direction & feedback

8 |Was approchable for help & feedback

9 |Encouraged resident to take appropriate responsibility

10|Promoted a comprehensive approach to patient care

11|Provided a good role model as physician

12| Was available with enough time for resident's support & supervision

13|Allowed resident protected teaching time

14|Provided opportunity for performing procedure & techniques
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15(My total workload was appropriate for the time available

Do oooooooog

Comments: (Strengths and Areas for Improvement)

Signature of Resident (optional): Date:




