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EVALUATION FORM | LEAP Course (with Certified Trainer) 

Thank you for participating!  
Your feedback is valuable to help us improve the program.


DATE: _______________
TRAINER NAME (s):  ________________________________________       LOCATION:  __________________________

	Your Name (optional):    __________________________________
	☐  Family Member         ☐  Peer 
☐  Professional             ☐  Other

	Professional Title:    _____________________________________
☐ Mental Healthcare Professional     ☐ Criminal Justice Professional     ☐ Other _________________________    

	Age:   ☐  <18   ☐ 18-25   ☐ 26-35   ☐ 36-45   ☐ 46-55   ☐ 56+
	Gender:   ☐ Male   ☐ Female   ☐ Other

	How did you hear about this training?    ___________________________________________________________

	Did you read I Am Not Sick, I Don’t Need Help before the training?    ☐ Yes    ☐ No   



	
	Strongly Disagree
	Disagree
	Somewhat
	Agree
	Strongly Agree

	The training met my expectations
	☐
	☐
	☐
	☐
	☐

	I am more knowledgeable of anosognosia after the training
	☐
	☐
	☐
	☐
	☐

	I am more knowledgeable of LAT: Long Acting Treatments (i.e., Long Acting Injections) after the training
	☐
	☐
	☐
	☐
	☐

	LEAP is a new approach for me to use with someone who has serious mental illness and anosognosia
	☐
	☐
	☐
	☐
	☐

	I feel confident in using the LEAP approach 
	☐
	☐
	☐
	☐
	☐

	I would recommend this training to others
	☐
	☐
	☐
	☐
	☐

	
	Poor
	Fair
	Neutral
	Good
	Excellent

	Rate the TRAINING OVERALL
	☐
	☐
	☐
	☐
	☐

	Why?


	Rate the ROLE-PLAYS
	☐
	☐
	☐
	☐
	☐

	Why?


	Rate the PRESENTER(S)
	☐
	☐
	☐
	☐
	☐

	Why?


	

	How could the training be improved? | Additional Comments
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