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Health and wellness  
activity feedback form

Thank you for participating in today’s health and wellbeing activity. To help with planning of future 
activities, we would appreciate your feedback.

Local Government

Service Provider

Date

Location

I found the activity to be well organised/ structured?  

The activity was useful and has increased my understanding of the topic/s

The facilitator/s were knowledgeable and answered all my questions 

Overall, I was satisfied with the activity 

Strongly  
Agree Agree Disagree

 Strongly 
Disagree

What did you enjoy most or what was of most value to you?

What did you enjoy least or what was of least value to you?

Will you make changes to your health and/ or lifestyle based on what you learned today? Please detail.

What other activities or topics would you like to see run at the City/Town/Shire in future?

Any other comments?

Thank you for your feedback!
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