KIDNEY STONE CENTER

OF THE

ROCKY MOUNTAINS

PATIENT SATISFACTION RESPONSE

YOUR EXPERIENCE AT OUR KIDNEY STONE CENTER IS MOST IMPORTANT TO OUR DAILY OPERATION.  WE NEED YOUR INPUT TO GUIDE US IN PROVIDING THE HIGHEST LEVEL OF PATIENT CARE.

PLEASE TAKE A FEW MINUTES TO ANSWER THE FOLLOWING QUESTIONS.   YOUR ANSWERS WILL GUIDE US IN IMPROVING AND UPDATING ALL ASPECTS OF PATIENT CARE.
1. Was the staff interested in your care?  Yes__________No__________

Comments: __________________________________________________________

2. How was your interaction with the staff?

Excellent__________Good__________Adequate_________Unsatisfactory______

Comments:___________________________________________________________

3. Did your referring urologist explain why you were being referred for this treatment? Yes__________No__________

Comments: __________________________________________________________

4. Were all telephone conversations handled courteously? Yes__________No__________

Comments: __________________________________________________________

5. Was your treatment carried out in a timely manner and if not were the delays explained?

Yes__________No__________

Comments: __________________________________________________________

6. Did you receive a call from the anesthesiologist the night before treatment and did he/she ask about your concerns and explain what to expect from anesthesia including possible risks?

Yes__________No__________

Comments: __________________________________________________________

7. Did your treating urologist explain the procedure and possible risks and answer your questions?

Yes__________No__________

Comments: __________________________________________________________

PLEASE PROCEED TO BACK SIDE

      8.
How was your care in the recovery room?

Excellent__________Good__________Adequate__________Unsatisfactory_____

Comments: __________________________________________________________

       9.
If necessary, were you able to reach a physician after you left the facility?

Yes__________No__________

Comments: __________________________________________________________

10.
Were your financial arrangements, insurance payments and/or co-pays explained thoroughly, and to your satisfaction?

Yes__________No__________

Comments: __________________________________________________________

11. Generally, how would you rate your medical care at the Kidney Stone Center?

Excellent__________Good__________Adequate__________Unsatisfactory_____

Comments: __________________________________________________________

12. Please tell us how we could improve our service to you.

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Optional: Name_________________________ Telephone Number_____________

If you have any issues or concerns regarding your care would you like us to call you?

Yes____________       No____________

