U H UROLOGY
ASSOCIATES,

P.C.

Day-Op Center 533 Plandome Rd. Manhasset, N31.10
(516) 466-9737 phone/ (516) 466-9739 fax
Poor poor fair good goo
A.FACILITY t 2 8 4 5
1. Comfort of the registration waiting area....................coeee ... o O O O O
2. Comfort of the recovery area.............c.oeeevviiiieeciiiiien e, o O O O O
3. Comfort of the waiting area for your family...........ccea......... O O O O O
4. Attractiveness of the Surgery Center...............cccccovvceeeeeeee. .t 0 O O O O
5. Cleanliness of the Surgery Center..................ececeveveeeeeeee... O O O O O
6. Convenience of parking.............coviiiiiiiiii i O O O O O
Comments (please describe a particularly good drelxgerience):
B. ANESTHESIA/ANESTHESIOLOGIST
1. Anesthesiologist’'s explanation of your procedure................ O O O O O
2. Courtesy and friendliness of the anesthesidlogis................ O O O O O
Comments:
C. BEFORE YOUR SURGICAL PROCEDURE
1. Waiting time before your surgical procedure lmega................ O
2. Friendliness/courtesy of the physician...................ccceccecee. O
3. Explanation the physician gave you about whatstirgical
procedure would be (YT C S O N O O @)
4. Friendliness/courtesy of the staff.............c.coooiiiiiiii i, o O O O O
5. Information staff gave you on the day of yowgadure............ O O O O O



6. Instructions you were given by our staff aboatvho

prepare for

your surgical procedure..............cc.cociiiiiiiiiii O

Comments:

D. AFTER YOUR SURGICAL PROCEDURE
1. Staff concern for your comfort while you werer@tovery............ O
2. Information the physician provided about whaswane during

your surgical procedure............cocvvvvveviiiiiiieeieneeeiiiininn . O

3. Information staff gave your family after yourgical procedure.....O
4. Instructions staff gave about caring for youraehome............... O
5. Your confidence in the skill of the staff.................comeiiiiinn O
Comments:

E. PERSONAL |SSUES
1. Information provided about delays (if you expaded delays)...... O
2. Our concern for YOUr PriVACY.......ouuievieieaie e eeen O
3. Degree to which your pain was controlled.......................... O
4. Response to concerns/complaints made duringwsitr............ O
5. Degree to which staff treated you with respact dignity............ O
6. Degree of safety and security felt in facility.......................... O
Comments:

F. OVERALL ASSESSMENT
1. Overall rating of care received during yourwisi.................... O
2. Degree to which staff worked together to careyfu................. O

O

O O O O

O O O O 0O O

O

O O O O

O O O O O O

O

O O O O

O O O O 0O O

O

O O O O

O O O O O O



3. Likelihood of your recommending our office .......................

4. Likelihood of returning to this office for futerservices...............

Comments:

Patient’'s Name (optional)

Telephone Number (optional)

Treating Physician (optional)
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