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  Presenter: Date: 

Respondent:  Student  Post Doc      Faculty     

Overall 
Ranking: 

1. Poor 2. Fair 3. Good 4. Excellent 5. Outstanding

Feedback 
Please provide the following comments in the spirit of helping your peers improve their scientific analysis 
and presentation skills. 

Rank 
A. Content lowest highest 

1 2 3 4 5
Does the presenter have a command over the topic being presented? 

Did the presenter provide sufficient background material for you to follow the 
topic? 

Did the presenter convey why the study was done, what the main research 
question was and why it matters to address this question? 

Did the presenter explain the experimental approach clearly? 

B. Presentation

Were the figures and other content from the paper easy to see in the slides? 

Did the presentation have a logical flow throughout? 

  Was the presenter enthusiastic and did he/she make the material exciting? 

C. Discussion

Did the presenter engage the audience and stimulate discussions? 

Did you learn something new and valuable from the presentation? 

D. Additional Comments:

Please return completed feedback form to GroupLungInstitute@cshs.org
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