
GENERAL INFORMATION 

Game Date: _______________________________ Sport: __________________________________ Location: _________________________________

GAME EVALUATION (please circle) 

Addit ional  comments  

low high comments  

Official's Name(s): _____________________________________________________________________________________________________________

Has this official worked your division this season? _______________________________________________________________________________

CITY OF LONG BEACH DEPARTMENT OF PARKS, RECREATION & MARINE 

ADULT SPORTS OFFICIALS EVALUATION FORM 

Game control ......................

Rule interpretation ..............

Rule enforcement................

Judgement ...........................

Positioning .............................

Mechanics ............................

Attitude ..................................

Hustle ......................................

Voice ......................................

Appearance ........................

2

2

2

2

2

2

2

2

2

2 

3

3

3

3

3

3

3

3

3

3 

4

4

4

4

4

4

4

4

4

4 

5

5

5

5

5

5

5

5

5

5 

1

1

1

1

1

1

1

1

1

1

Completed by: ____________________________________________________   Team Name: ___________________________________________
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