
Patient Evaluation Form
Thank you for choosing our office! Please take a few minutes to help us evaluate our medical practice.  This is important to us because we want to provide you with quality eye care services.  All responses are anonymous. 

Please circle the name of the physician you saw:  
Dr. _____________
    Dr. ____________ 

Dr.____________ 

Please circle your answers to the following questions using a scale of 1 to 5, with 1 being lowest and 5 being highest. If an area is not applicable, please disregard.








Very
Access

       
       

Excellent
Good    Good     Fair       Poor
Ease of scheduling appointment  
5
4
3
  2
1

Efficiency of check-in process
        
5
4
3
2
1

Appointment confirmation call
5
4
3
2
1
Waiting time in office to be called 
into an exam room
5
4
3
2
1          
Waiting time in the exam room to 
see the doctor after initial work-up
5
4
3
2
1          
Front Office Staff

Office staff was courteous and 
helpful when I telephoned
5
4
3
2
1           

Office staff was courteous and 
helpful when I arrived at the office
5
4
3
2
1
PLEASE TURN OVER AND COMPLETE THE BACK SIDE OF SURVEY







    
 Very


       
      


Excellent 
 Good     Good     Fair     Poor
Technical (Back Office) Staff

Please rate our technical staff on being: 

     Courteous and helpful
5
4
3
2
1

     Efficient
5
4
3
2
1
How well did the technician answer your questions during 
your initial evaluation? 
5
4
3
2
1
Quality of Physician Care

How well did the doctor explain to you  
what he/she was doing and why?  
5
4
3
2
1 
How much confidence do you have in your doctor’s ability to diagnose 

and treat your condition? 
5
4
3
2
1
Please answer the following questions with a YES or No response.

Billing/Insurance Inquiries (If Applicable)

When asking billing/insurance questions did you receive 
and understand the response?



     YES

NO
If you had an insurance/billing question or request that 
needed a follow-up call did you receive that call? 


YES

   NO
Overall Satisfaction

Overall, were you satisfied with your visit?



YES

   NO
Did you find that visiting our office was

a positive eye care experience?





YES

   NO
Would you recommend our eye care practice 
to your family and friends?





YES               NO
Comments:___________________________________________________________________________________________________________________________

[image: image1.jpg]YOUR PRACTICE. OUR PASSION.




This document is a member sample downloaded from the website of the American Society of Ophthalmic Administrators.  For other samples go to www.ASOA.org.

