	YOUR CLINIC OR PRACTICE NAME
Patient Satisfaction Survey
We value your opinion. Please tell us about your recent visit. Your answers are confidential.



Date of visit: ____________________    Provider seen: ______________________________
Type of visit:   ☐ Check-up    ☐ Follow-up    ☐ Urgent care    ☐ Procedure    ☐ Telehealth    
	Please rate
	Very Poor
	Poor
	Fair
	Good
	Excellent

	Ease of scheduling an appointment
	☐
	☐
	☐
	☐
	☐

	Wait time at the clinic
	☐
	☐
	☐
	☐
	☐

	Courtesy of front desk staff
	☐
	☐
	☐
	☐
	☐

	Provider listened to your concerns
	☐
	☐
	☐
	☐
	☐

	Provider explained your care clearly
	☐
	☐
	☐
	☐
	☐

	Cleanliness and comfort of the facility
	☐
	☐
	☐
	☐
	☐

	Billing and insurance process
	☐
	☐
	☐
	☐
	☐

	Overall quality of care
	☐
	☐
	☐
	☐
	☐



How likely are you to recommend our clinic to family and friends?
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐


	Not at all likely
	Extremely likely



Is there anything we could have done better during your visit?
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Any staff member you would like to thank?
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________





