

Low Vision Clinic – University of Waterloo
Consumer Satisfaction Survey

The following questions relate to your visit to the Low Vision Clinic. We need your input as to how satisfied you were with your visit. Please help us by completing the following form. All responses are confidential. Please return the form in a box at the Low Vision Reception Desk, or by mail in the self addressed postage paid envelope. Thank you. 

Male 		Female 			Age_____ (Patient) 

Is this your first visit to the clinic? 		Yes  			No

What was your primary reason for attending the Low Vision Clinic?

	
	Reading
	
	Computer Assessment

	
	School Work
	
	Assessment of Visual Ability

	
	Television 
	
	Activities at Home

	
	Writing
	
	Work

	
	Check up
	
	CCTV Assessment (closed circuit television)

	
	Other:




Circle a number on the scale to the right of each statement, indicating to what extent you agree with that statement. 

	1
	Excellent
	4
	Adequate

	2
	Very Good
	5
	Poor

	3
	Good
	6
	N/A


Please rate how you felt about:

	How we handled telephone inquires 
	1
	2
	3
	4
	5
	N/A

	The time it took to arrange an appointment
	1
	2
	3
	4
	5
	N/A

	The ease of making an appointment
	1
	2
	3
	4
	5
	N/A

	The legibility of information sent to me
	1
	2
	3
	4
	5
	N/A

	Accessibility of facilities 
	1
	2
	3
	4
	5
	N/A




In the Low Vision Clinic, how satisfied were you that:

	My questions were answered 
	1
	2
	3
	4
	5
	N/A

	My concerns were addressed
	1
	2
	3
	4
	5
	N/A

	I understood the answers
	1
	2
	3
	4
	5
	N/A

	The staff was courteous and helpful 
	1
	2
	3
	4
	5
	N/A

	The interns were courteous and helpful
	1
	2
	3
	4
	5
	N/A

	The Doctors were courteous and helpful
	1
	2
	3
	4
	5
	N/A



In the Low Vision Clinic, how satisfied were you with: 

	The low vision devices I chose
	1
	2
	3
	4
	5
	N/A

	My length of time spent in the clinic
	1
	2
	3
	4
	5
	N/A

	My low vision eye examination
	1
	2
	3
	4
	5
	N/A

	My training with low vision devices 
	1
	2
	3
	4
	5
	N/A

	How we dealt with issues following the appointment
	1
	2
	3
	4
	5
	N/A

	My overall visit to the clinic
	1
	2
	3
	4
	5
	N/A



If required low vision services in the future, I would return to the Low Vision Clinic for future care (Please Circle). 

Definitely 	Most Likely 	Likely	Not Likely 	   Definitely Not

Comments:





This Section is optional 

Name: 

Telephone: 
