64717

very very
poor poor fair good good
I. DISCHARGE 1 2 3 4 &
1. Extent to which you felt ready to be discharged .................cccoiiiiiii o O O O O
2. Speed of discharge process after you were told you could go home...............c........... O O O O O
3. Instructions given about how to care for yourself athome ................cccoooiiiiiiiii O O O O O
4. Help with arranging home care services (if needed)..............ccoveviiiieeiiiiieiiiin e, o o O O O
Comments (describe good or bad experience):
very very

J.
1,

Comments (describe good or bad experience):

SPECIAL SERVICES

poor poor fair good good

1 2

3

4

5

Your rating of physical therapy services............ccccoccoviiiiiiiiiniien,

........................... o o0 O O O

very very
poor poor fair good good
K. PERSONAL ISSUES 1 » 8 1 &
1. Staff concern for your PriVacy ..........oooiiiiii e O O O O O
2. Staff sensitivity to the inconvenience that health problems and
hospitalization Can CAUSE ...........ooiiiiiii e o O O O O
3. How well your pain was controlled ..............cccoooiiiiiiiii e O O O O O
4. Degree to which hospital staff addressed your emotional needs................c..cccoeeneenn. O O O O O
5. Degree to which hospital staff addressed your spiritual well being .............c.ccccoce O O O O O
6. Response to concerns/complaints made during your stay..............cccoooiiiiiiii O O O O O
7. Staff effort to include you in decisions about your treatment..................cccoo O O O O O
8. Adequacy of precaution taken to protect your safety (hand washing,
WEANNG GIOVES, BIC.) ..o O O O O O
Comments (describe good or bad experience):
very very
poor poor fair good good
L. OVERALL ASSESSMENT 1 2 3 4 s
1. Overall cheerfulness of the hospital................cociii O O O O O
2. How well staff worked together to care for you ... O O O O O
3. Likelihood of your recommending this hospital to others ................ccccooiiii O O O O O
4. Overall rating of care given at hospital ... o o0 O O O
5. Likelihood of recommending this hospital for future medical care ............................... o o0 O O O

Comments (describe good or bad experience):

Patient's Name: (optional)

Telephone Number: (optional)

123456789-1
Precode 1
Precode 2

I DD BANEL

1234

Precode 3
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INPATIENT SURVEY

We thank you in advance for completing this questionnaire. When you have finished, please mail it in the

enclosed envelope.

BACKGROUND QUESTIONS [write in answer or fill in circle (for example @) as appropriate]

1. Patient's first stay here............... O Yes

2. Admitted through the
Emergency Department ............ O Yes

3. Was your admission
unexpected?..........cccoeeieiieens O Yes

4. Did you have a roommate?........ O Yes

5. Were you placed on a
special or restricted diet

6. Did someone explain your
extended life support
(e.g., living will, advance
directives, etc.) options?............ O Yes

7. Did someone give you
information about organ
donation? .........coeeiiiiiii i O Yes

8. Did someone give you
information about the
Patient's Bill of Rights?.............. O Yes

9. Do you have insurance
that limits your choice of
physician or provider
(e.g., HMO or PPO)?..........c..... O Yes

O No

O No

O No

O No

O No

O No

O No

O No

O No

10.

11.

12.

13.

14.

15.

16.

17.

Main source of payment for hospital stay:
(fill in one circle only)

O Private Insurance

O Medicare

O Medicaid

O Worker's Compensation
O Self-Pay

Room number...................

Number of days in hospital .....

days
Date of discharge:
month day year
Patient's sex ............. O Male O Female
Patient'sage ........cccccooeeein,
years

Compared to others your age, how would
you typically describe your health?
(fill in one circle only)
very very
poor poor good good

O O O O O

fair

Were you a patient in
ourlCU?.......oooiii, OYes O No

continued... |







