
More questions overleaf 

 
 
 
 
 
 

 
FEEDBACK FORM 

 
Please help us improve our events by providing us with your feedback. 

 

1. Which of the following best describes your interest in this event (tick ONE)?  

I represent an organisation with an interest in European funding        
I am a learner or beneficiary of European funding                               
 
2. Which programmes have you participated in? 
 
 Tick all 

that apply 
Leonardo  

Grundtvig 
 

 

Transversal 
 

 

Erasmus 
 

 

Comenius 
 

 

Youth in Action  
 

 
3. Did you find the event useful (tick as appropriate)? 
 

Yes       No   

4. How would you rate the following features of the event?  
 

 Excellent Good Satisfactory Poor  Very 
poor 

The event as a whole  
 

 
 

    

Project perspectives  
 

    

Share your story  
 

    

Question Time  
 

    

Drinks reception and networking  
 

    

 



 
 
 
 
5. How would you rate the following? 

 
 Excellent Good Satisfactory Poor  Very 

poor 
Lifelong Learning Programme/Youth 
in Action staff  
 

 
 

    

Venue  
 

    

Lunch & refreshments  
 

    

Delegate pack  
 

    

 

6. Please share any further comments on the event or recommendations for the future: 

 

 

 

 

 

 

 

Thank you! 

                  Please send your completed form to jo.roden@uk.ecorys.com
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