 #_______________________
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3319 Spring Street,   Suite 202A             Davenport, Iowa  52807

(563) 355-6236

Thank you for choosing Spring Park Surgery Center, L.L.C. (SPSC) for your care.  In order that we may continue to give our patients the best quality of care as possible, we ask that you take a moment of your time to complete the following questionnaire.  Your responses and suggestions regarding our facility are greatly appreciated. Thank you for taking the time to fill out this survey. 

Please complete this form and leave it with the receptionist on your way out or return the form to your surgeon’s office at your follow-up visit.

OPHTHALMOLOGY SURGERY  DATE:  _____________

Please rate SPSC according to the scale shown below for the following questions.
                             1 = Poor          2 = Fair          3 = Good
      4 = Excellent
1.
Pre-admission phone call from SPSC?

( 1           ( 2         ( 3          ( 4 

2.       Staff with respect to their competency and professionalism?

( 1           ( 2         ( 3          ( 4 

3.
Quality of care you received by the SPSC receptionist during the registration process?

( 1           ( 2         ( 3          ( 4 

4. Nurse’s attention to your needs during the admitting process?

( 1           ( 2         ( 3          ( 4 

5.
Quality of care received during your recovery period at SPSC?

( 1           ( 2         ( 3          ( 4 

6.       Care of the anesthesia provider?

( 1           ( 2         ( 3          ( 4 

7. Care of the surgeon?

( 1           ( 2         ( 3          ( 4 

8. Post-operative instructions given by the nursing staff?

( 1           ( 2         ( 3          ( 4 

9. Convenience of the location or directions to SPSC?

( 1           ( 2         ( 3          ( 4 

10. Aesthetics (temperature – noise – overall comfort) during your recent surgery?

( 1           ( 2         ( 3          ( 4 

11. Satisfaction with SPSC?

( 1           ( 2         ( 3          ( 4 
(SEE REVERSE)

Please list any comments or suggestions that you feel would be helpful:

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

AFTER LEAVING THE SURGERY CENTER . . .

1.  Did you know what problems you might have after surgery? 

( Yes   ( Somewhat  ( No

2.  Did you know who to call if you had a problem?



( Yes   ( Somewhat  ( No
3.  Did you know what medication or other methods to use to
     control pain?








( Yes   ( Somewhat  ( No

4.  Did you have an appointment to see your doctor or know

     when to schedule an appointment?





( Yes   ( Somewhat  ( No

5.  Did you feel that you had all the information that you needed

     to care for yourself once you were home?




( Yes   ( Somewhat  ( No

AT ANY TIME AFTER LEAVING THE SURGERY CENTER DID YOU HAVE . . .

	Symptom
	How many days after surgery?
	Called doctor?
	Go to doctor’s office?
	New / 
changed prescription?
	Go to ER?
	Admitted to hospital?
	Have more surgery?

	Nausea?        ( Yes ( No


	
	(
	(
	(
	(
	(
	(

	Vomiting?      ( Yes ( No
	
	(
	(
	(
	(
	(
	(


	Pain?             ( Yes ( No
	
	(
	(
	(
	(
	(
	(



(“Scratchy” feeling is normal)
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