	 PATIENT EXPERIENCE SURVEY


   
	     



	Instructions to the patient: Please check the box that best represents each statement for you.
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	Always
	Usually
	Sometimes
	Never
	Does not apply 

	1) The Palliative Care Team (their names are listed in the top left-hand corner) treated everyone involved with my care respectfully
	
	
	
	
	

	2) The Palliative Care Team kept me informed about the likely outcome of care
	
	
	
	
	

	3) The Palliative Care Team kept my family informed about the likely outcome of care
	
	
	
	
	

	4) The Palliative Care Team provided emotional support for me
	
	
	
	
	

	5) The Palliative Care Team provided emotional support for my family
	
	
	
	
	

	6) The amount of attention that the Palliative Care Team focused on my pain control was good
	
	
	
	
	

	7) The Palliative Care Team addressed other symptoms (such as constipation, breathing, sleep, nausea, anxiety, depression, etc.)
	
	
	
	
	

	8) I was satisfied with the abilities of the Palliative Care Team
	
	
	
	
	

	9) I was satisfied with the concern the Palliative Care Team had for me
	
	
	
	
	

	10)  Overall, I received the best possible care from the Palliative Care Team
	
	
	
	
	

	11)  After receiving Palliative Care, I would recommend it to others in need of Palliative Care
	
	
	
	
	



Is there anything else that you would like to tell us about the care provided by the Palliative Care team?  If so please explain: 









____________________

When finished, please return using the pre-paid envelope enclosed. Thank you!

If you have questions, please contact <INSERT STAFF NAME FOR YOUR PROGRAM> at <CONTACT INFORMATION FOR THAT PERSON>
<<Insert Logo for your palliative care program or sponsoring facility here.>>








	
	Adapted by Stratis Health and Lakewood Health System  from the National Hospice and Palliative Care Organization’s Family Evaluation of Palliative Care survey - Updated 11/15/2012




