ZWH PATIENT SURVEY

To help us better serve you, we appreciate your feedback on our office and services.

Please feel free to print out and send or fax this form back to us.  You also  may drop the form in the boxes located at the check-out desks of our offices. 

Date of Visit _________________________ Doctor _________________________ 






Very Good         Good 
Fair 
Poor

1.  Ease of scheduling appointment                       ⁭

 ⁭
 ⁭         ⁭
2.  Courtesy of front office staff

       ⁭                ⁭         ⁭          ⁭

3.  Waiting room time
                                    ⁭                ⁭           ⁭            ⁭

4.  Nurses were friendly                                         ⁭                   ⁭         ⁭          ⁭

5.  Doctor addresses your concerns                       ⁭                ⁭         ⁭          ⁭

6.  Doctor’s instruction were explained                 ⁭                ⁭         ⁭          ⁭

7.  Overall visit                                                      ⁭                ⁭         ⁭          ⁭
Comments/suggestions ___________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Optional:  Your name ____________________________________________________________ 

Would you like to be contacted?

⁭ Yes


⁭ No 



Your phone number: (______)___________________________ 


Your email address  ____________________________________
Thank you very much for your support.  We will use this information to improve our service and care.

