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Name 	 Date

We really hope you have enjoyed this course and that the knowledge and experience gained will be beneficial 
to you and those around you.

Our courses are continually evolving and to enable us to improve we count on your feedback. Please answer 
the following questions and don’t be afraid to be honest, it is how we learn from you ...

YOUR OPINION MATTERS TO US ...

First Aid Awards Ltd, Awards House, 10 Central Treviscoe, St Austell, Cornwall PL26 7QW
T 03458 333999 ¦ E enquiries@firstaidawards.com ¦ W www.firstaidawards.com

DISTANCE LEARNING

FAA COURSE EVALUATION

THE COURSE CONTENT

THE SUPPORT MATERIALS – e.g. MANUAL AND RESOURCES SUPPLIED

THE TRAINER/ASSESSOR'S KNOWLEDGE AND EXPERTISE

THE TRAINER/ASSESSOR'S FEEDBACK TO YOURSELF

THE WAY THE TRAINER/ASSESSOR TOOK YOUR NEEDS INTO CONSIDERATION

THE GUIDANCE AND SUPPORT OFFERED BY THE TRAINER/ASSESSOR

THE GUIDANCE FOR THE ASSESSMENT

THE USE OF THE TECHNOLOGY FOR THE ASSESSMENT

YOUR OVERALL RATING FOR THIS COURSE

PLEASE TELL US WHICH PART OF THE COURSE YOU ENJOYED THE MOST: 

PLEASE TELL US WHICH PART OF THE COURSE YOU ENJOYED THE LEAST: 

PLEASE TELL US HOW WE COULD IMPROVE THIS COURSE: 

DID THIS COURSE MEET YOUR EXPECTATIONS?

DO YOU HAVE ANY OTHER COMMENTS REGARDING ANY ASPECT OF YOUR EXPERIENCE WITH US? 

 

TRAINER/ASSESSOR FEEDBACK (if required):

YES NO
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