SHIP Client Satisfaction Survey

Please take a few minutes to complete this survey and let us know about your experience with [Insert name of your organization]. Your responses will be kept confidential and will be used to help us improve our services. 
1. How did you hear about the services offered by [Insert name of your organization]? 

____ Friend or Family Member
____Radio

____Television



____Presentation
____ Newspaper



____Another Organization

____Other: ________________________________________________________________

2. How did you receive our services?  (Please check all that apply.)

___ In-person, at a SHIP office

___ Phone

___ In-person, at my home

  
___ E-mail or fax

___ In-person, at another site

___ Mail

3. Why did you seek you help from [Insert name of your organization]?  
     (Please check all that apply)

___ Original Medicare (Part A or B) 
___ Medicare Prescription Drug Coverage
___ Medicare Advantage


___ Medicare Supplement Insurance (Medigap)
___ Low-Income Subsidy (Extra Help)
___ Medicaid or Medicare Savings Program  

___ Long-Term Care


___ Other (please explain): __________________
4. How satisfied were you with the assistance you received?

___ Very satisfied

___ Satisfied

___ Neutral

___ Dissatisfied

___ Very dissatisfied

5. Was the location where you received services easy to reach and access?

___ Yes
___ No
___ Not Applicable


If no, please explain: ___________________________________________________________

6. When you first contacted [Insert name of your organization], did our staff or volunteers treat you with courtesy and respect?

___ Yes
___ No



If no, please explain: ___________________________________________________________

7. Was it easy for you to get our contact information (phone number, address, etc.)?

___ Yes
___ No 
___ Does not apply


If no, please explain: ___________________________________________________________

8. Did your insurance counselor listen with care as you and/or your family members talked about your health care situation?

___ Yes
___ No



If no, please explain: ___________________________________________________________

9. Do you feel your insurance counselor understood your health care situation?

___ Yes
___ No



If no, please explain: ___________________________________________________________

10. If you received written materials from us, how satisfied were you with them?

___ Very satisfied

___ Satisfied

___ Dissatisfied

___ Very dissatisfied

___ Not Applicable
11. Which of the materials were most helpful? ___________________________________

12. Overall, how satisfied do you feel about your contact with [Insert name of your organization]?

___ Very satisfied

___ Satisfied

___ Neutral 

___ Dissatisfied

___ Very dissatisfied

13. Did we serve you in ways that protected your privacy and confidentiality?

___ Yes
___ No



If no, please explain: ___________________________________________________________

14. Would you refer others to [Insert name of your organization] for Medicare-related counseling, assistance, and information?  

___ Yes
___ No



If no, please explain: ___________________________________________________________

15. Is there anything else we could do to improve our services? Please explain: 

Thank you for taking the time to complete this survey!  We appreciate your feedback and help in meeting our goal to deliver high quality services.

Please return this survey in the enclosed envelope to:

[Insert name and address of your organization]
If you have any questions or need our services again, please call: [Insert phone number]  

