Training Evaluation Form


The following is a ten page training evaluation form to be utilized for trainings provided to parents and family members by MSP-CAN staff, Board Members, or Volunteers.  This form has been developed to determine if the training is effective in transferring knowledge, empowering parents, and improving outcomes for their children; which corresponds to key steps in MSP-CAN’s logic model.
The first eight pages are to be distributed and completed PRIOR to the training.  Pages nine and ten are to be distributed and completed immediately AFTER the training.  In addition, all participants need to read, understand, and sign MSP-CAN’s “Evaluation of Training” Consent to Participate Form.
All items in red font are to be completed by the training prior to printing of the forms.
All items in green font are only answered once.

All items in purple font are answered prior to the training and again at a one or more “follow up” dates.

The trainer will conduct a follow-up phone call or mail survey.  The length of the follow-up period is to be determined by MSPCAN.

Training Topic:__________________________________________

Date:__________________________________________________

Trainer’s Name(s):_______________________________________

Duration:_______________________________________________

Your Name:_____________________________________________
Your Address:___________________________________________

Your Phone Number:______________________________________

Your Email Address:______________________________________

Child’s Birthdate:_________________________________________

County:________________________________________________

My Child’s Gender is:





____Female





____Male

Race of Child:  ____White ____Black/African American ____Asian

____American Indian ____Hispanic ____Bi-Racial ____Other

My child has the following health insurance:






____Private






____Medicaid






____None






____Other_________________________

I have a child who currently receives services from the following systems: (check all that apply)






____Public Mental Health






____Child Welfare






____Juvenile Justice






____Special Education






____Intellectual Disabilities





____Other_________________________

My child receives services as a result of: (check all that apply)






____Depression






____Attention Deficit Disorder






____Post-Traumatic Stress Disorder






____Panic Attacks, Phobias, or Anxiety






____Manic Depression






____Schizophrenia






____Conduct Disorder






____Other_________________________

Has your child EVER received treatment on a psychiatric inpatient unit of a hospital?






□ Yes     □ No

Has your child EVER been placed in a residential treatment facility?






□ Yes     □ No

Has your child EVER been arrested?






□ Yes     □ No

Has your child EVER been incarcerated?






□ Yes     □ No

Has your child EVER been on probation?






□ Yes     □ No

Is your child CURRENTLY in a hospital or residential treatment facility?






□ Yes     □ No

Is your child CURRENTLY in a detention facility?





□ Yes     □No

Is your child CURRENTLY on probation?






□ Yes     □No

How often does your child attend school?

Less than Weekly



Always Attends School



1

2

3

4

5

In general, how well is your child doing in school?
Very Poorly                       Very Good



1

2

3

4

5

How satisfied are you with your child’s academic progress?

Very Dissatisfied                     Very Satisfied



  
 










          1

2

3

4

5

How many friends does your child have?

              No Friends                            Many Close Friends



1

2

3

4

5

How satisfied are you with your child’s friendships?

                    Very Dissatisfied                Very Satisfied



1

2

3

4

5

Describe your child’s attitude, in general.

                   Very Negative                       Very Positive



1

2

3

4

5

How hopeful is your child about their future?

                  Very Hopeless


      Very Hopeful



1

2

3

4

5

How does your child feel about themselves?

                      Self-Hating                         Self-Loving



1

2

3

4

5

I feel that I have a right to approve all services my child receives.

                         Not True                          Very True


1

2

3

4

5

I feel confident about participating in treatment planning or IEP (Individual Education Plan) meetings for my child.

                          Not True                         Very True



1

2

3

4

5

I know how to get services for my child and I know the steps to take when I am concerned about the services my child is or is not receiving.

                          Not True                        Very True



1

2

3

4

5

I make sure that professionals understand my opinions about the services my child needs.

Not True                        Very True



1

2

3

4

5

I am actively involved in making decisions about what services my child needs.

Not True                         Very True



1

2

3

4

5

I stay in regular contact with those who are providing services for my child.

Not True


    Very True



1

2

3

4

5

Professionals treat me as an equal partner when deciding on services for my child.

                          Not True                         Very True


1

2

3

4

5

Does your child CURRENTLY have a have a case manager? (ONLY answer the following questions if your child currently has a case manager).





□ Yes    □ No

If yes, from which agency?_________________________________

Do you feel that your child’s case manager listens to you when you talk about your child’s needs?

                          Not True


     Very True



1

2

3

4

5

Does your child’s case manager make you feel comfortable?

Not True

              Very True


1

2

3

4

5

Does your child’s case manager support your participation and decisions?




Not True


      Very True



1

2

3

4

5

Do you feel that all of your child’s mental health, school, and personal needs are being met?




Not True


       Very True



1

2

3

4

5

Does your child’s case manager collaborate with other agencies and coordinate all the services your child needs for mental health, education, legal, social services, and others?




Not True                            Very True



1

2

3

4

5

Do you feel that the services being offered to your child are tailored to his/her needs?



Not True                             Very True



1

2

3

4

5

Do you feel that the services being offered to your child build on his/her strengths?




Not True                              Very True



1

2

3

4

5

Do you agree with your child’s current treatment or care plan?




Not at All                              Entirely



1

2

3

4

5

Part 2

My knowledge of the subject PRIOR to training:




Very Low   

  Very High


1

2

3

4

5

My knowledge of this subject AFTER training:




Very Low                               Very High



1

2

3

4

5

This training’s relevance to my child’s mental health treatment:




Very Low                          Very High


1

2

3

4

5

Overall value of the training:




Very Low                           Very High



1

2

3

4

5

I would recommend this training to another friend:




Not True                            Very True



1

2

3

4

5
Additional Comments: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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