
Vistage Speaker Feedback Form

Name _________________________________________________________Group #  ____________________________

Speaker Name ________________________________________________Presentation Date ___________________

I am a: Member Guest

I would like a CD of this presentation: Yes No

Content  Strongly 
Disagree

Disagree Neutral Agree
Strongly 
Agree

The speaker clearly demonstrates his/her knowledge and expertise 
in the area.

1 2 3 4 5

The content has real-world applicability that I will use in my 
company or my life.

1 2 3 4 5

The speaker tailors the presentation to the group’s interest and 
knowledge of the topic.

1 2 3 4 5

Low Medium High

Based upon the above, how do you rate the speaker’s presentation 
in terms of the quality of content provided?

1 2 3 4 5

Delivery  Strongly 
Disagree

Disagree Neutral Agree
Strongly 
Agree

The speaker has engaging presentation skills and delivery. 1 2 3 4 5

The presentation format is interactive. 1 2 3 4 5

The speaker has quality, useful handouts and the audio/visual aids 
enhance the presentation. 

1 2 3 4 5

The speaker’s presentation does not contain  
inappropriate solicitation.

1 2 3 4 5

Low Medium High

Based upon the above, how do you rate the speaker in terms of 
delivery style?

1 2 3 4 5

I would recommend this speaker to another Vistage member or group.           Yes                 No

What feedback would you like to offer regarding this presentation?
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