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Optional: 
Would you like someone to follow up with you? Y N 
If so, please provide your contact information in the following 
section. 

Patient Name: 

Date of Birth: 

Mailing Address: 

Phone #: ( ) 

Email Address: 

Contact Preference: (circle one) Email Phone 
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SEARHC Customer Experience Feedback Form 
Please let us know how we are doing by circling 
the number that most closely agrees with your 
opinion: 
Date of visit/service: 

Location of visit/service: 
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Any Comments and/or Concerns?
 

1. I am always treated with concern and respect. 1 2 3 4 5 

2. I have a person who I think of as my primary provider. 1 2 3 4 5 

3. It is very easy for me to get medical care when I need it. 1 2 3 4 5 

4. Most of the time when I visit my provider’s office it is 
well organized and does not waste my time. 

1 2 3 4 5 

5. The educational material given to me about my health and 
health care is very helpful. 1 2 3 4 5 

6. The cleanliness of SEARHC facilities meets my 
expectations. 

1 2 3 4 5 

7. Overall, the care I receive at SEARHC meets my needs. 1 2 3 4 5 

Improvement suggestions: 
8. I am sure that I can manage and control most of my 
health issues. 

1. No health issues 2. Not very sure 
3. Somewhat Sure 4. Very Sure 

9. How likely is it that you would recommend SEARHC to your 
friends and family? 

0 1 2 3 4 5 6 7 8 9 10 Is there an employee we can recognize for making your day? 
Not at all likely Neutral Extremely likely 

10. What was the reason for your score above (question 9)? 


