Patient Experience Questionnaire
	

		
Date:   



		






	
	Please help us to improve our service by answering some questions about the service you have so far received. We are interested in your honest opinions, whether they are positive or negative. Please answer all of the questions. We also welcome your comments and suggestions.

Please tick one box for each question 
	
	At all times
	Most of the time
	Sometimes
	Rarely
	Never

	1. Did staff listen to you and treat your concerns seriously?
	
	
	
	
	

	

	2. Do you feel that the service has helped you to better understand and address your difficulties?
	
	
	
	
	
	
	
	
	

	

	3. Did you feel involved in making choices about your treatment and care?
	
	
	
	
	
	
	
	
	

	

	4. On reflection, did you get the help that mattered to you?
	
	
	
	
	
	
	
	
	

	

	5. Did you have confidence in your therapist and his / her skills and techniques?
	
	
	
	
	
	
	
	
	

	

	 
	
	
	
	
	
	
	
	
	

	Please use this space to tell us about your experience of our service:
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	






image6.wmf

image7.wmf

image8.wmf

image9.wmf

image10.wmf

image11.wmf

image12.wmf

image13.wmf

image14.wmf

image15.wmf

image16.wmf

image17.wmf

image18.wmf

image19.wmf

image20.wmf

image21.wmf

image22.wmf

image23.wmf

image24.wmf

image25.wmf

image1.wmf

image2.wmf

image3.wmf

image4.wmf

image5.wmf

