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PATIENT EXPERIENCE SURVEY


To help us improve our delivery of care, please take a few minutes to complete the following questions.

1.  What clinic/areas did you visit today?  (Circle all that apply)


Date: _______________


ACC / Family Practice
Orthopedics
General Surgery

Internal Medicine

Pediatrics


Physical Therapy

Nutrition
Optometry

OB/GYN

EDIS



Mental Health

FLC

Occupational Health
SARP


Audiology

Pulmonary

Pain

Laboratory

Radiology

Pharmacy


Emergency Department

     [Scale:  1 = poor, 3 = good, 5 = excellent]


2.  How well did we meet your expectations?



1
2
3
4
5   N/A


3.  During this visit, how well did we provide you with the information
1
2
3
4
5   N/A 

or education you needed in order to care for yourself / family member ?




4.  How well did we provide you with the following for this visit:


a.  Ease with making your appointment?



1
2
3
4
5   N/A


b.  Time spent waiting to see your provider?



1
2
3
4
5   N/A


c.  The duration of visit with your provider?



1
2
3
4
5   N/A

5.  How well did we protect your privacy during your visit?


1
2
3
4
5   N/A

6.  How familiar was your provider with your overall history?

1
2
3
4
5   N/A

7.  Was the staff courteous and professional?


Clerks / front desk area





1
2
3
4
5   N/A


Hospital Corpsman






1
2
3
4
5   N/A


Nurses








1
2
3
4
5   N/A


Providers    (Doctor / Nurse Practitioner / PA / IDC)


1
2
3
4
5   N/A

8.  Were the facilities adequate to meet your needs? (parking, seating, etc)
1
2
3
4
5   

9.  Is there a particular staff member or service area you wish to recognize for commendation or to pinpoint a concern?   _________________________________________________________________________________  ____________________________________________________________________________________________________________________________________________________________________________________

May we contact you if we have further questions related to any of your answers or concerns?   If yes, please complete the following:

Name: _____________________________________  
                                Phone: _______________________

Please place in a box labeled “Patient Experience Survey” near the Main Entrance, Emergency Department, or at the ACC desk.


