PATIENT SATISFACTION SURVEY 

	What Do You Think Of This Health Department?


We do not need your name on this form.

1. What services are you here for today and what other services have you used at this Health Department? 

2. Did you have an appointment today?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes


If Yes, how long did you have to wait to get a convenient appointment?  # days_____ # weeks _____

3.
Approximately how long did you have to wait in the waiting room for your appointment? (Check one)


 FORMCHECKBOX 
 15 minutes or less
 FORMCHECKBOX 
 16 to 30 minutes
 FORMCHECKBOX 
 31 to 45 minutes
 FORMCHECKBOX 
 More than 45 minutes


[image: image1.wmf](Please check one box on each line)

Very

No

Very

How do you feel about…

Unhappy

Unhappy

Feeling

Happy

Happy

4.

The way Health Department workers treated you?

5.

How long you have to wait in the waiting room?

6.

The services you get at the Health Department?

7.

The privacy you have at the Health Department?

8.

How well you understand the information and

instructions given to you?

9.

The cleanliness of the Health Department (exam

room, waiting room, bathroom, etc.)?

10.

The cost of services at the Health Department?


11. 
It would be easier for me to go to the Health Department if…(Check all that apply)

 FORMCHECKBOX 
 I had fewer problems getting transportation

 FORMCHECKBOX 
 I could find a babysitter

 FORMCHECKBOX 
 I could take time off work

 FORMCHECKBOX 
 I have no problems getting to the Health Department

 FORMCHECKBOX 
 Other (explain) ____________________________________________________________________

12.
The Health Department is open from ______am to ______pm on M, T, W, T, F; and ______am to ______pm on Saturday.  If there are other hours that would be more convenient for you, please make note here:

M: ___​_____     T: _________     W: _________     T: _________     F: _________     S: _________

13.
What is your sex?
Male_____
Female_____


What is your age?
_____ Years

If you are not the patient, what is the patient’s sex?
Male_____
Female_____

What is the patient’s age?
_____ Years

14.
We would like to know if you have had any good or bad experiences with this Health Department.  Please feel free to comment on the back.

Thank you for your help.  Please fold your questionnaire and place it in the envelope at the front desk.

FOR STAFF USE ONLY


Health Department Service Delivery Site _____________________________     Date ______________
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