 Demonstration Evaluation Form – VENDOR NAME
	Date/Time: 

Name:

Dept:

Ext:
	Session:   


	 Did the system have a consistent look?
	Yes       No     NA

	Were the screen displays understandable?
	Yes       No     NA

	Were the screen displays intuitive and useful?
	Yes       No     NA

	Did data appear to flow to other areas of the system?
	Yes       No      NA

	Was it easy to enter data?
	Yes       No      NA

	Was it easy to access/view data?
	Yes       No      NA

	Would this system assist you in your work? 
	Yes       No      NA

	Will the system improve access to the patient record?
	Yes       No      NA

	Will the system help to improve patient care?
	Yes       No      NA

	Overall Impression:  Rate the vendor on the following scale: ( Please circle one)

10=outstanding, 8=excellent, 6=very good, 4=good, 2=poor, 0=unacceptable 

	

	Comments:  What did you like and what didn’t you like about the demonstrations? 


	



