CANADIAN INSTITUTE FOR NDE Workshop Date:

Workshop: PT MT RT UT ET Instructor:

(circle appropriate workshop method)

Name:
(please PRINT your name as you wish it to appear on your certificate)
Address:
City: Province:
Postal Code: Telephone: ( )
Email:
Company:
Address:
City: Province:
Postal Code: Telephone: ( )
Email:
Please forward all correspondence to: O Residence O Company

Do you require confirmation that you attended this workshop in the form of certificate? O

On the reverse of this registration form, you will find a feedback form to be completed when the
workshop is over. We appreciate your comments and assistance in helping the Canadian
Institute for NDE to improve its educational programs.

Thank you!
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CANADIAN INSTITUTE FOR NDE WORKSHOP FEEDBACK FORM

PT MT RT Ut ET
(please circle method)

The following questions are designed to enable us to improve the workshop which you have just
completed. Your constructive criticism is appreciated.
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1. Did you find the training facilities satisfactory? Yes( ) No()

Comments:

2.  Was there sufficient equipment, accessories and test pieces commensurate with the subject and
the time provided? Yes( ) No()

Comments:

3. Did the instructor cover the practical aspects of the subject to your satisfaction?
Yes( ) No()
Comments:

4, Is there any particular area which you feel should be emphasized or expanded upon?
Yes( ) No()
If yes, please specify:

5. Do you think the workshop should be longer ; shorter ; same
If longer, how long? . If shorter, by how much

6. Did the instructor present the material clearly and in a logical fashion? Yes( ) No()
Comments:

7.  With which organization did you take theoretical training?

Or: No theoretical training program taken:

8. Additional comments:
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