Fountain of Hope Family Services
CLIENT SATISFACTION SURVEY

The Purpose of the following questionnaire is to give the opportunity to evaluate our agency.  Your responses will help us determine to what extent we have or have not meet your needs.  Your evolution of us will be completely confidential and will in no way bias/influence your treatment plan.  We need your honest input so that we may know, in your opinion, how well we did our jobs. Thank you for your time in filling out this form. 


ON A SCALE OF 1 TO 5, PLEASE CIRCLE YOUR RESPONSE
5=STRONGLY     4=AGREE     3=NO OPINION     2=DISAGREE     1=STRONGLY


AGREE








DISAGREE

A. When I called with a request for services, my call was returned 

1   2   3   4   5
in an adequate amount of time.

B. The clerical staff cordially greeted me when I arrived.


1   2   3   4   5

C. I was treated with dignity and respect by the clinical staff. 

1   2   3   4   5

D. I felt the assessment counselor understood my problems and me.

1   2   3   4   5

E. The grounds and facility were reasonably clean and maintained. 

1   2   3   4   5

F. I would feel comfortable referring others to this agency.


1   2   3   4   5

Additional comments/area needing improvement:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Client ID:__________________________________________________________
Name of Assessment Counselor:________________________________________
THANK YOU
(TO BE COMPLETED ON THE FIRST VISIT)
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YOUR REPLY IS STRICTLY CONFIDENTIAL


YOUR CLIENT ID# IS USEDTO DOCUMENT THAT YOU HAVE BEEN 


GIVEN THIS SURVEY








