PATIENT EXPERIENCE SURVEY TEMPLATE
Thank you, (insert patient name), for your recent visit with (insert practice name).
We welcome your feedback on this survey to help understand your experience and improve care going forward. Your responses on this survey are voluntary, confidential, and intended to improve our processes that directly impact patient experience.
Was the appointment for yourself or a dependent?		Yes □	No □

What method was used to set up the appointment?		Call □	In-person □ 
									Follow-up from last visit □ 												Patient portal □ Walk-in □
									Other __________________

Please rate the following based on your experience
	[bookmark: _Hlk185421783]The length of time it took to set up the appointment
	Poor
	Fair
	Good
	Great
	Superb

	Ease of expressing reason of appointment
	Poor
	Fair
	Good
	Great
	Superb

	Interval between time to book appointment to time seen
	Poor
	Fair
	Good
	Great
	Superb

	Accessibility of appointment with preferred provider
	Poor
	Fair
	Good
	Great
	Superb

	Overall experience scheduling appointment
	Poor
	Fair
	Good
	Great
	Superb

	Greeting and check-in process with front office staff 
	Poor
	Fair
	Good
	Great
	Superb

	Overall atmosphere of front office reception area
	Poor
	Fair
	Good
	Great
	Superb

	Amount of time spent in reception area to exam room be seen by provider 
	Poor
	Fair
	Good
	Great
	Superb

	Interaction between ancillary staff (nurse/medical assistant) during procedures prior to exam, such as weight, height, blood pressure check, etc.
	Poor
	Fair
	Good
	Great
	Superb

	Attaining appropriate and complete medical history
	Poor
	Fair
	Good
	Great
	Superb

	Your concerns were heard and received
	Poor
	Fair
	Good
	Great
	Superb

	Staff took consideration of interpreting medical terms into understandable lay terms 
	Poor
	Fair
	Good
	Great
	Superb

	Each step from diagnosing to treatment was communication clearly and respectfully 
	Poor
	Fair
	Good
	Great
	Superb

	The provider and staff was sensitive to your needs and met in a timely and courteous manner
	Poor
	Fair
	Good
	Great
	Superb

	You received after visit summarization with clear instructions
	Poor
	Fair
	Good
	Great
	Superb

	You were able to reasonably communicate with the provider about the reason for the visit
	Poor
	Fair
	Good
	Great
	Superb

	The office was clean and comfortable
	Poor
	Fair
	Good
	Great
	Superb

	Your health information privacy was respected
	Poor
	Fair
	Good
	Great
	Superb

	The healthcare treatment you received from the provider and staff conformed to your needs
	Poor
	Fair
	Good
	Great
	Superb

	Rate your overall health
	Poor
	Fair
	Good
	Great
	Superb

	
	
	
	
	
	

	Frequency you visit the office and/or care provider
	Once every other year
	Once per year
	Every few months
	Only when needed
	First visit

	

	You were given opportunities to ask questions 
	Yes       □
	No      □

	You felt you had influence in your healthcare management
	Yes       □
	No      □

	You felt respected and acknowledged
	Yes       □
	No      □

	You were given the appointment date and time you requested
	Yes       □
	No      □

	Consider recommending this healthcare practice and providers to others as potential patients
	Yes       □
	No      □

	

	Was there an experience or service you felt we performed or provided exceptionally well?



	Is there an experience or service we can improve?



	Is there a provider or personnel you feel deserves recognition? Why?




	

Thank you for taking time to complete this survey. Your feedback is valuable!

