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  Premier Sleep Disorders Center

                     Sleep sound  (   Sleep safe  (  Sleep well


VICTORIA LOCATION
SHINER LOCATION
ROCKPORT LOCATION
111 N. Park

124 E. Wolters Street
1811-A Broadway

VICTORIA, TX 77901
SHINER, TX  77984
Rockport, TX 78382

(361)572-9654

(361)572-9654

(361)572-9654




         Fax:  (361) 485-2233


PATIENT EVALUATION OF SERVICES

In an effort to help our department continue to deliver high-quality care, we welcome input from our most valuable resource - you, the patient.  By answering the following questions, you can provide this valuable input.  Your time, effort, and comments are sincerely appreciated.  All information is strictly confidential.

How did you find out about our sleep center?

Your physician ____ 
Yellow pages ____

Called sleep lab ____
Other _____________________________________

How would you rate the overall quality of the service you received?

Excellent ____ Good ____ Average ____ Poor ____

Have you received similar services or tests at another clinic/hospital/institution, etc.?

Yes ____
No ____    If yes, how do we compare?   Better ____  Same ____  Worse ____

Indicate if you received any of the following information from your referring physician or our office.  Please rate the value and ease of use of this information.

Appointment confirmation letter
___ received   ___ did not receive    ___ helpful    ___ not helpful

Brochure about the sleep study
               ___ received   ___ did not receive    ___ helpful    ___ not helpful

Sleep diary



___ received   ___ did not receive    ___ helpful    ___ not helpful

Confirmation call


___ received   ___ did not receive    ___ helpful    ___ not helpful

What specific test(s) were you given?

Sleep Study ____  CPAP trial____  Series of Naps ____  

How would you rate the professionalism of our staff?

Excellent ____  Good ____  Average ____  Poor ____

How would you rate the friendliness of our staff?


Excellent ____  Good ____  Average ____  Poor ____

Would you recommend our service to friends and family?

Yes ____  No ____   If not, why not? (Please explain):_____________________________________

Please Rate:
1 = (Excellent)   2 = (Good)   3 = (Average)   4 = (Poor)
     Cleanliness of room:  ____

     Did the technician adequately explain the procedure? ____

Suggestions for improvement: _______________________________________________________________

Did you have any trouble scheduling your appointment or test?     

Yes _____     No _____     If yes, please explain: _________________________________________

Patient Name (optional):____________________________________________  
 Date: _____________________
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