Atlantic Private Care 
200 Mt. Airy Road, Basking Ridge, NJ 07920
 (973) 540-9000; Fax: (973) 540-8816

September 2020
Satisfaction Survey

To help us maintain the highest quality of care to our patients, we would appreciate your response to the following questions.  (Please circle your answer.) Type of service:  Live in 
/  Hourly Home Health Aide  /  Nursing    /  Physical Therapy   
	Question
	Very

Poor
	Poor
	Fair
	Good
	Very

Good
	NA

	1.  Helpfulness of the person who answered the phone during the day.
	1
	2
	3
	4
	5
	

	2.  Helpfulness of after-hours and weekends support office staff 
	1
	2
	3
	4
	5
	

	3.  Helpfulness of the person who coordinated your services
	1
	2
	3
	4
	5
	

	4.  How well the RN Case Manager informed you about your care

     plan/services you were to receive
	1
	2
	3
	4
	5
	

	5.  Skill of the caregiver who care for you
	1
	2
	3
	4
	5
	

	6.  Friendliness of the caregiver who visited you
	1
	2
	3
	4
	5
	

	7.  Caregiver’s concern for your comfort while treating or caring for you
	1
	2
	3
	4
	5
	

	8. How professional would you rate the appearance of your caregiver
	1
	2
	3
	4
	5
	

	9.  Degree of involvement we encouraged you and your family have had in 

     planning your home care
	1
	2
	3
	4
	5
	

	10. How well we addressed your safety needs in the home?
	1
	2
	3
	4
	5
	

	11. How well office staff dealt with any problems and concerns
	1
	2
	3
	4
	5
	

	12. How well do the services provided by Atlantic Private Care meet your 

     expectations for the care you feel you need? 
	1
	2
	3
	4
	5
	

	13. How well the billing process went
	1
	2
	3
	4
	5
	

	14. How well billing and payment questions were answered
	1
	2
	3
	4
	5
	

	15. Was your financial liability explained to you or your family?  (circle 

       one) 
	Yes 
	No
	
	
	
	

	16. How well would you rate the care provided by the physical therapist 
	1
	2
	3
	4
	5
	

	17. What is the likelihood you will refer others to use the services of Atlantic Private Care? 
	1
	2
	3
	4
	5
	

	18. May we share this feedback with others? Circle one 
	Yes
	No
	
	
	
	


Who completed this Survey? (circle) Patient

Relative
Friend

Other: _________

Patient’s Name: (Optional)__________________________________ Date: __________________
Months/Years on Service ___< 3months ___ 3 –6 Months___>6months ___>1 year

What can Atlantic Private Care do to increase patient safety? _______________________________________________________________________________________________________________________________________________________________________________________

Additional Comments: ____________________________________________________________________________

_________________________________________________________________________________
_________________________________________________________________________________Thank you for your response!
