POST COURSE REPORT 

 (Complete one PCR for each course)
                 







Date:      
Type of course conducted:                         
Training Site Name                                 
Complete Course Location                                 
	Date Started
	Date Completed
	# Enrolled
	# Enrollees Retrained

(those who completed course at least once in their past)
	# cards issued

Provider / Instructor
	# of instructor reregistered

	     
	     
	     
	     
	      /       
	     


Lead Instructor’s Information

(Full Name, Rank, Corps)        



(Duty Phone No.)  Comm          DSN      
(Duty Email Address)       
	Infection Control Guidelines were
adhered to during course and equipment was cleaned IAW Manufacturers instructions at the completion of the course:
	_______________________________________________________
Signature and Title


Program Administrator Information

(Full Name, Rank, Corps)       
(Duty Phone No.)  Comm          DSN      
(Duty Email Address)         
I certify this course has been conducted under the standards and procedures established by the American Heart Association and the Military Training Network.  

____________________________

             ________________________________

Program Director Signature


              Program Administrator Signature 

	MILITARY TRAINING NETWORK INSTRUCTOR LIST

	Instructor’s Full Name (Last, First, MI)

Rank, Branch of Service, Corps
	Professional Licensure (MD, DO, CRNA, RN, EMT, etc.)
	AHA Instructor Card Exp Date
	PD, TSF, or Inst
	**Renewing Instructor (yes/no)

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


** For renewing Instructors Attach the Instructor Renewal Form.
GRADE REPORT FOR ACLS INSTRUCTOR COURSE
Course Date      
Annotate with complete (C), with remediation (R), or unsuccessful (U) under appropriate column.
	CME(*)
	Name (Last, First, MI)

Rank, Branch of Service, Corps
	Professional Licensure (MD, DO, CRNA, RN, EMT, etc.)
	Pulseless Arrest VF/VT
	ACS / Stroke
	Megacode
	ECC Competency Checklist
	Date Monitored by TSF

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


* Denotes individuals receiving CME credits (place CME column) Only licensed Medical Doctors (MD) and Doctors of Osteopathy (DO) are eligible for CME.  Do not asterick medical students, medical interns, or other licensed/certified healthcare workers.  

+ Annotate the grade received on the written exam.  For individuals who have retested place an “R” next to the score.  

GRADE REPORT FOR ACLS PROVIDER COURSE

COURSE DATE:      
(Annotate with completed (C), with remediation (R), Instructor-Potential (IP), or unsuccessful (U) under appropriate column).

	CME*
	Name (Last, First, MI)

Rank, Branch of Service, Corps
	Professional Licensure (MD, DO, CRNA, RN, EMT, etc.)
	BLS

CARD

EXP DATE


	Megacode Test
	Written 
Exam

(>84%)(+)
	CPR 

Skills
	First

Time 

Student

(Y or N)
	Performance Level

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     


* Denotes individuals receiving CME credits (place CME column) Only licensed Medical Doctors (MD) and Doctors of Osteopathy (DO) are eligible for CME.  Do not asterick medical students, medical interns, or other licensed/certified healthcare workers.  

+ Annotate the grade received on the written exam.  For individuals who have retested place an “R” next to the score.  


Instructions:  Please take a moment to complete this evaluation of the course in which you just participated.  We want to provide excellent courses, and we value your opinion.  Your comments will be used to make ongoing improvements in our program.  Please refer to the rating scale provided below.  Thank you for your participation.  

Date:        
Which course did you just complete    BLS FORMCHECKBOX 
       ACLS FORMCHECKBOX 
      PALS  FORMCHECKBOX 
  (check one)

Name of Course:      
Lead Instructor: _     
Name of Training Site:      
Date(s) of Course:        Length     
Location:      
Reason for taking the course:      
1-------------------------2-----------------------3----------------4------------------------5
Strongly Disagree       Disagree                  Neutral            Agree                       Strongly Agree

	1.  The program me its stated objectives.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	2.  Overall this course met my expectations. 
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	3.  The program content was relevant to my work and extended knowledge.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	4.  There was an adequate supply of equipment that was clean and in good working order.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	5.  The method of presentation enhanced my learning experience.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	6.  The audiovisual materials enhanced the presentation.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	7.  The program resource materials (ie. textbooks, outlines, agendas, handouts) were useful
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	8.  Course materials, including the appropriate AHA textbook, were provided to allow adequate preparation time.  
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	9.  The classroom environment was conducive to learning.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	10. There were adequate and appropriate physical facilities for this course.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	11. I would recommend this course to my colleagues.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	12. The program was presented at an appropriate pace conducive to learning.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	13. Instructors presented the material with knowledge and clarity.
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5


	14. Instructors provided adequate and helpful feedback
	 FORMCHECKBOX 
 1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5



(COURSE EVALUATION CONTINUED)

Please rate the instructor’s overall effectiveness: 

1---------------2-------------3-----------------4----------5 

 Poor              Fair            Satisfactory      Good       Excellent

	Instructor and Topic
	1
	2
	3
	4
	5
	Comments

	              
	     
	     
	     
	     
	     
	     

	              
	     
	     
	     
	     
	     
	     

	              
	     
	     
	     
	     
	     
	     

	              
	     
	     
	     
	     
	     
	     

	              
	     
	     
	     
	     
	     
	     

	              
	     
	     
	     
	     
	     
	     

	              
	     
	     
	     
	     
	     
	     

	              
	     
	     
	     
	     
	     
	     

	              
	     
	     
	     
	     
	     
	     


Please use this space to make any additional comments:

	     

	     


Were there any specific strengths or weaknesses of the program that you would like to comment on? 

	     

	     


(Optional)

If you would like feedback on your comments, please fill out the following:

Name: _     ______________________________________________________

Address:      __________________________________________________

Phone: _      _________________________________________________

Email: __     _____________________________________________

Signature: (required if any action is being requested): _______________________________________________

Thank you for your participation and input.  


















Military Training Network


Course Evaluation
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