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Journal Supplement Evaluation Form
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Section II: Focus on Anxiety Disorders
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All information on both sides of this evaluation form must be completed in order for participants to receive
continuing education credit.  Upon completion of the evaluation, please return it to the address on the back.

( )

First Name Last Name Degree Daytime Telephone Number

I. Evaluation Information
Please shade in the appropriate circle.

5 = strongly agree 4 = agree 3 = neither agree nor disagree 2 = disagree 1 = strongly disagree

A. Content 5 4 3 2 1
1. The journal articles’ objectives were clearly explained to me. O O O O O
2. The objectives clearly related to the overall purpose of these O O O O O

journal articles.
3. Following this activity, I am now able to:

a. Describe the importance of treating anxiety disorders O O O O O
to remission.

b. Discuss the prevalence and comorbidity of common O O O O O
anxiety disorders and their impact on quality of life.

c. Explain how patients with anxiety disorders present to O O O O O
primary care physicians.

d. Discuss the treatment of anxiety disorders in the O O O O O
primary care setting.

4. These journal articles were relevant to my practice. O O O O O
5. These journal articles presented a balanced view of O O O O O

treatment options.
6. These journal articles were free of commercial bias. O O O O O
7. These journal articles were supported by scientifically O O O O O

rigorous data.
8. I plan to implement changes in my practice based on O O O O O

this activity.
9. If yes to Item 8, in which of the following areas do you plan to O Patient evaluation/screening

implement change? (Please shade all that apply) O Diagnosis
O Therapeutic options
O Patient education
O Other: _____________________________

10. Based on my previous knowledge and experience, O Too basic
the content level of the activity was: O Appropriate

O Too complex
11. How long did it take you to complete this activity? ____________________________________

5 = excellent 4 = very good 3 = good 2 = fair 1 = poor

B. Presentation 5 4 3 2 1
12. Content of the journal articles. O O O O O
13. The authors’ effectiveness in presenting their material. O O O O O
14. The overall quality of the articles. O O O O O

To request credit, please complete the other side of this form.
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II. Request for Credit

Please fill out the information below if you wish to receive continuing education credit. Be sure to provide
the complete mailing address where you would like your activity certificate to be sent and print clearly so
your certificate may be processed in a timely manner. If your specific credit type is not offered but you
would like to receive a certificate of completion for your participation in this activity, please note that in the
Credit Request box at the bottom of the page. Otherwise, no certificate will be issued.

15. First Name ____________________________________________________________________________________

16. Middle Initial ___________________________________________________________________________________

17. Last Name ____________________________________________________________________________________

18. Title/Degree O MD O RN O PA O RPh

O DO O BSN O PA-C O NP

O PharmD O OCN O Other

19. Specialty ______________________________________________________________________________________

20. Mailing Address ________________________________________________________________________________

22. City __________________________________________________________________________________________

23. State/Province _________________________________________________________________________________

24. Zip/Postal Code ________________________________________________________________________________

25. Telephone _____________________________________________________________________________________

26. Fax __________________________________________________________________________________________

27. E-mail Address _________________________________________________________________________________

28. Practice Setting O Academic/University O Hospital O Pharmacy (chain)
O Clinic O Industry O Pharmacy (independent)
O HMO O Long-term Care O Private
O Home Care O Managed Care O Other ______________________

29. Years of Practice O 0–5 years O 6–10 years O 11–15 years O 16+ years

30. How did you receive O Journal subscription O A subscribing physician
this educational activity? O Pharmaceutical representative O Other: ______________________

31. Please list topics that would be of interest to you for future activities. ______________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

32. Please provide comments about this activity. _________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Credit Request

O I participated in the entire activity (Section 2) and claim the maximum hours.
O I participated in only part of the activity and claim credit hours based upon __________ minutes

of participation.
O My specific credit type is not offered; however, I request a certificate verifying my completion

of this activity.

Signature ____________________________________________________ Date _____________________________

Thank you for your participation in this activity.  Please return this form to:
Strategic Institute for Continuing Health Care Education, 1921 Gallows Road, Suite 380, Vienna, VA  22182.
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