LAYTON MEDICAL CENTRE
PATIENT SURVEY
INTRODUCTION

Questionnaire
You can help the Practice to improve its service.


· The Doctors and staff welcome your feedback

· Please do not write your name on this survey

· Please read and complete this survey while waiting for your appointment

Are you seeing:

· Doctor

· Practice Nurse

· Treatment Room Nurse
· Blood test nurse

PLEASE RATE EACH OF THE FOLLOWING AREAS BY CIRCLING ONCE ON EACH LINE:

	
	No experience


	Poor
	Fair
	Good
	Very

Good
	Excellent

	Access to a Doctor or Nurse



	1. Speed at which the telephone was answered 

	
	1
	2
	3
	4
	5

	2. Length of time you had to wait for an appointment

	
	1
	2
	3
	4
	5

	3. Convenience of time and day of your appointment 

	
	1
	2
	3
	4
	5

	4. Seeing the Doctor of your choice

	
	1
	2
	3
	4
	5

	5. How satisfied are you with the check-in system?

	
	1
	2
	3
	4
	5

	6. How confidential do you feel the reception area is? 
	
	1
	2
	3
	4
	5

	7. Length of time waiting to see the Doctor or Nurse 

	
	1
	2
	3
	4
	5

	8. Opportunity of speaking to a Doctor  Nurse or Practice Pharmacist on the telephone when necessary

	
	1
	2
	3
	4
	5

	9. Level of satisfaction with the out of  hours service

	
	1
	2
	3
	4
	5

	Obtaining a repeat prescription



	10. Prescription ready on time

	
	1
	2
	3
	4
	5

	11. Prescription correctly issued

	
	1
	2
	3
	4
	5

	About the staff


	12. The information and help provided by the Reception staff

	
	1
	2
	3
	4
	5

	13. The information and help provided by other staff 

	
	1
	2
	3
	4
	5

	And finally


	14. My overall satisfaction with this Practice

	
	1
	2
	3
	4
	5


Thank you very much for your time and assistance

Please place your completed questionnaire in the box on the Reception desk or hand it to a member of our Patient Participation Group
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