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Patient Survey

The physicians and staff at (Your Quality Cancer Care Team) strive to provide you with the best possible care and experience as a patient in our practice.  We value your input and would appreciate you completing this survey about the care you receive.  Please take time to consider each question carefully as we place a great deal of importance on your feedback and use it in making future decisions in our practice.  

Your Privacy is Protected. All information that would let someone identify you or your family will be kept private. (Your Quality Cancer Care Team) will not share your personal information with anyone without your OK. Your responses to this survey are also completely confidential. You may notice a number on the cover of the survey. This number is used only to let us know if you returned your survey so we don’t have to send you reminders. 

Your Participation is Voluntary. You may choose to answer this survey or not. If you choose not to, this will not affect the health care you get. 

What To Do When You’re Done. Once you complete the survey, place it in the envelope that was provided, seal the envelope, and return the envelope to (Address of Your Quality Cancer Care Team)
If you want to know more about this study, please call XXX-XXX-XXXX. 

Thank you for taking time to assist us in evaluating the care we provide to you.


Survey Instructions

Answer each question by marking the box to the left of your answer.

You are sometimes told to skip over some questions in this survey. When this happens you will see an arrow with a note that tells you what question to answer next, like this:

 FORMCHECKBOX 

Yes ( If Yes, go to #1 on page 1
 FORMCHECKBOX 

No

1. 
Our records show that you got care from the provider named below in the last 6 months. 

Name of provider label goes here


Is that right?

 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No ( End Survey
2. 
In the last 6 months, did you contact this provider’s office to get an appointment for an illness, injury or condition that needed care right away?  

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
3. 
In the last 6 months, when you contacted this provider’s office to get an appointment for care you needed right away, how often did you get an appointment as soon as you needed?
 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always

4. 
In the last 6 months, did you contact this provider’s office with a medical question during regular office hours?
 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

5. 
In the last 6 months, when you contacted this provider’s office during regular office hours, did you get an answer to your medical question that same day? 
 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always
6. 
In the last 6 months, did you contact this provider’s office with a medical question after regular office hours?

 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No
7. 
In the last 6 months, when you contacted this provider’s office after regular office hours, how often did you get an answer to your medical question as soon as you needed?
 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always

8. 
Wait time includes time spent in the waiting room and exam room. In the last 6 months, how often did you see this provider within 15 minutes of your appointment time?
 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always
9. 
In the last 6 months, how often did this provider explain things in a way that was easy to understand? 
 FORMCHECKBOX 

Never
 FORMCHECKBOX 

Sometimes
 FORMCHECKBOX 

Usually
 FORMCHECKBOX 

Always
10. 
 In the last 6 months, how often did this provider show respect for what you had to say? 
 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always
11. 
 In the last 6 months, how often did this provider spend enough time with you?  

 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always
12. 
 In the last 6 months, did this provider order a blood test, x-ray, or other test for you?   
 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No
13.  In the last 6 months, when this provider ordered a blood test, x-ray, or other test for you, how often did someone from that provider’s office follow up to give you those results?  

 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always

14. 
In the last 6 months, how often did clerks and receptionists at this provider office treat you with courtesy and respect?  
 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always

15.  
Clinical staff include nurses, medical assistants, technicians, and other people that provide care to you. In the last 6 months, how often was the clinical staff at this provider’s office as helpful as you thought they should be? 

 FORMCHECKBOX 

Never

 FORMCHECKBOX 

Sometimes

 FORMCHECKBOX 

Usually

 FORMCHECKBOX 

Always
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