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CLIENT   SURVEY

Your opinions are important to us!

Regional Behavioral Health Network

CLIENT   SURVEY
Your opinions are important to us!

Because your opinions are important to us, we ask you to complete this survey. Your answers will help us learn more about the strong points of our services and where improvement may be needed. Your answers will remain confidential.

Please check the response that best represents your answer. We also appreciate your comments and suggestions for improving our services. Please use additional sheets if you need more space for your comments.

We value your opinions and thank you in advance for sharing them with us.

 І.  BACKGROUND
Please Check or Fill In
	1.
	Your age?
	
	A.
	Less than  19 years
	
	D.
	40-59 years

	
	
	
	B.
	19-29 Years
	
	E.
	60 or more years

	
	
	
	C.
	30-39 Years
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	2.
	Your sex?
	
	A.
	Male
	
	
	

	
	
	
	B.
	Female
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	3.
	Approximately how long have you received services from our network?

	
	
	
	
	
	
	
	

	
	
	
	A.
	Less than 1 year
	
	D.
	6--10 years

	
	
	
	B.
	1--2 years
	
	E.
	More than 10 years

	
	
	
	C.
	3--5 years
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	4.
	How did you learn about our services?

	
	
	
	
	
	
	
	

	
	
	
	A.
	Counselor
	
	F.
	Newspaper

	
	
	
	B.
	Doctor
	
	G.
	Website

	
	
	
	C
	School
	
	H.
	Flyer

	
	
	
	D.
	Family/friend
	
	I.
	Other ____________

	
	
	
	E.
	Clergy
	
	
	              Specify

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


II. YOUR RATINGS

	Please rate the crisis services you received from the Regional Behavioral Health Network 

	by marking
	×
	the box that best represents your opinion. If the question is about a 

	service you have not experienced, just check "Can’t Rate" and move to the next question.

	
	
	
	A
	
	B
	
	
	C
	
	D
	
	E

	
	HOW DO YOU RATE…
	
	Very
	Mildly
	Mildly
	Very
	Can’t

	
	
	
	Satisfied
	Satisfied
	Dissatisfied
	Dissatisfied
	Rate

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	5.
	Location of our offices?...................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	6.
	Appearance of our offices?..............................
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	7.
	Privacy and comfort of our offices?…...……..
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	8.
	Staff’s understanding of your
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	problems/feelings?..........................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	9.
	Success you had in remedying your 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	crisis?...........................……...........................
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	10.
	That personal information will be kept
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	confidential?....................................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	11.
	Staff concerns for your need for privacy?.......
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	12
	Your rights are respected by our staff?...........
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	13
	Courtesy and respect shown by our staff……
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	14.
	Opportunities to participate in planning your
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	treatment?......................................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	15.
	Overall quality of our services?.....................
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Ш. YOUR CURRENT SITUATION

Please tell us how your CURRENT SITUATION has changed as a result of the recent crisis services received. If the question is about a “problem area” that does not apply to you,   

	please mark 
	×
	"Does Not Apply" and go to the next question.

	
	
	
	A
	
	B
	
	
	
	C
	
	D
	
	E
	
	F
	

	
	
	
	
	
	Some
	
	No Change
	Some-
	
	Does

	
	HOW DO YOU RATE YOUR…
	
	Much
	what
	
	(About the
	what
	Much
	Not

	
	
	
	Better
	Better
	
	Same)
	Worse
	Worse
	Apply

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	16
	Family relationships?.........................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	17.
	Relationship with friends, classmates?...............
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	18.
	School performance?.........................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	19.
	Work/job situation?.............................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	20.
	Physical health?.................................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	21.
	Emotional/mental health?..................................
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	22.
	Problems with alcohol or drugs?.........................
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	23.
	Ability to handle, cope with your problems?.......
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Some
	
	No Change
	Some-
	
	
	

	
	
	
	Much
	what
	
	(About the
	what
	Much
	
	

	24.
	Overall, how has your situation or 
	
	Better
	Better
	
	Same)
	Worse
	Worse
	
	

	
	problem(s) changed?.........................
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Yes, I
	Yes, I
	
	No,
	
	No,
	
	
	
	

	25.
	If a friend needed similar help, would
	
	Definitely
	Probably
	
	Probably
	Definitely
	
	
	

	
	you recommend our crisis services?....
	
	Would
	Would
	
	Not
	
	Not
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Very
	Mildly
	
	Mildly
	
	Very
	
	
	
	

	26.
	Overall, how satisfied were you with
	Satisfied
	Satisfied
	
	Dissatisfied
	Dissatisfied
	
	
	

	
	our crisis services?………………….
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	27.
	Do you have any concerns or problems about our
	
	Yes
	
	No
	
	
	
	

	
	services that you would like to discuss with us?................
	
	
	
	
	
	
	
	
	
	

	
	If  YES, please write your name and phone number below and a representative of our 

	
	organization will be in contact with you.



	
	 
	
	
	(            )
	
	
	

	
	Name  
	
	
	Phone

	
	YOUR COMMENTS: 
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