Patient Satisfaction Survey,Youth
Please help us improve our program by answering some questions about the services you have received. We are interested in your honest opinion, whether it is positive or negative. Please answer all of the questions. We shall keep your responses in the strictest confidence. Thank you very much. We really appreciate your Help.
For questions 1 through 7, please fill in the appropriate circle that best describes what you feel
1. How satisfied are you with the service you have received?
O   Very Satisfied
O   Satisfied
O   Dissatisfied
O   Very Dissatisfied
2
How satisfied are you with the comfort and appearance of this facility?
O   Very Satisfied
O   Satisfied
O   Dissatisfied
O   Very Dissatisfied
3
Would you say our staff treated you with respect?
O   All of the time
O   Some of the time
O   Not much of the time
O   Never
4.
How safe do you feel in this program?
O   Very safe
O   Somewhat safe
O   Not very safe
O   Not safe at all
5.
Would you say your counselors paid attention to what you were saying in planning your treatment?
O   Strongly agree
O   Mostly agree
O   Slightly agree
O   Disagree
6.
How helpful are the group sessions?
O   Very helpful
O   Somewhat helpful
O   Not helpful
O   Made things worse
O   Did not receive
7 How helpful is the individual counseling?
O   Very helpful
O   Somewhat helpful
O   Not helpful
O   Made things worse
O  Did not receive
8. If you were to seek help again, would you come back to this program?
O   Yes, definitely
O   Yes, probably
O   No, probably not         O   No, definitely not
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9. How old are you? (Please list your age in the boxes at the right.).
10.
Are you:
O   Male
O   Female
11.
What ethnic category best describes you? (Please mark only one.)
O   Hispanic/Latino
O   Not Hispanic/Latino
12.
What racial category best describes you? (Please mark all that apply.)
D   Black or African American
D   White or Caucasian
D   Asian or Pacific Islander
ED   Native American
EH   Eskimo or Aleut
13. When did you start in this program? (example: August 2006 is 08/2006)

Y      N
14 Is part of your treatment being paid for by public funds (CHIP, Medicaid, state funds)?
 O   O
15. Do you have insurance or other means of payment?
 O  O
Your comments are important to us. Please let us know what you think about our program by answering the
Questions below.
What do you like about this program?
What do you not like about this program?
CLIENT QUESTIQNAIRE SURVEY
Your opinion is very important to the staff at the MIC. We want to know what kind of services we could provide or what areas we need to improve. Please take a few minutes to answer the following questions.
Thank you!
1.
How often do you visit this agency?
A.
At least weekly   B.
At least monthly   C.
At least 6 times a year or more
2.
How could MIC better help you?
3.   Are there any particular services you would like us to provide in addition to the services that we already provide at MIC?
4.
In general, how would you rate the services provided by the MIC?
a.
Excellent
b.
Good         c.
Fair         d.
Poor
5.
Is there anything that you particularly disliked or like about the services provided at MIC?
6. Do you know who is on the Board of Directors and when they meet? (Would you like to know?)
7. What is your overall opinion of the MIC?
8. What other services would you like to see MIC provide?
9. Which services do you utilize the most?

 Health Dept.     
 Chemical Dependency Program         
 ASAP Program
10.
Comments or suggestions?
