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1) Did you perceive any degree of bias in any part of this session? 

☐No
☐Yes

If yes, please describe: 

2) Did the session meet the Learning Objectives?

	After participating in this session, I am able to:
	Strongly Agree
	Agree 
	Neutral
	Disagree
	Strongly Disagree

	Recognize the benefits of organizing a local primary care network
	
	
	
	
	

	Understand how to action primary care priorities within their community
	
	
	
	
	

	Identify the opportunities for family physicians to contribute to their local priorities for action
	
	
	
	
	



3) Are there any future topics you would like discussed?


4) Please share any other comments or feedback:

