PLEASE TELL US ABOUT YOUR EXPERIENCE AT THE STRATFORD CLINIC
We continually seek to provide our clients with the best of care and the highest quality service. One of the most
important aspects of this is how you feel about the service you received whilst in our care at the clinic.
We are keen to hear about what we are doing well so that we can keep doing these things as well as anything you
feel we can improve on. The form should take less than five minutes to complete.
Please do feel you can be completely honest. All comments are looked at anonymously by our Governance
Committee which meets quarterly to discuss our performance. We do not reveal your identity unless you give
specific permission. If you would like a written response from us following your feedback please indicate this at the
end of the form.
CONSULTANT NAME……………………………………………………………………………………………………………………………………………
Before your appointment
Was your appointment at a convenient date and time?
Did you have enough information before your appointment?
Was communication regarding the appointment sufficient?
Were you able to find the clinic without difficulty?
At your appointment
Was the clinic clean and tidy?
Were you given enough privacy when discussing your condition
or treatment?
The care you received
Did you have sufficient time with your Consultant?
Was your condition explained to you in a way you could
understand?
Was any treatment you needed explained to you in a way you
could understand?
Were you involved as much as you wanted to be in decisions
about your care and treatment?
Did you have confidence and trust in the professionals treating
you?
Overall, did you feel you were treated with respect and dignity
while you were at the clinic?

Yes definitely Yes, to some extent

No

After your appointment

Yes definitely

Yes to some
extent

No

N/A

Extremely likely

Likely

Neither
likely or
unlikely

Unlikely

Did you find a member of clinic staff to talk to about
your fears or worries?
Did your Consultant or member of staff tell you about
medication side effects to be aware of?
Did the clinic staff tell you who to contact if you were
worried about your condition or treatment after you
left?

How likely are you to recommend our clinic to family
and friends if they need similar care or treatment?
How could we have improved your experience?

What did we do well that was important to you?

How did you hear about The Stratford Clinic?

Date of visit

Reason for visit (Please circle the one that applies)
Outpatient Consultation

Day Case Treatment

Additional Comments

Would you like someone from the clinic to discuss your experience?

Yes

No

Do you require a written response to your comments?

Yes

No

Are you happy for your feedback to be used for marketing purposes alongside
your surname and town of residence?

Yes

No

If you have answered yes to either of the above questions please provide your contact details:
Name…………………………………………………………………………….Address…………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………..………………………
Telephone……………………………………………………………………Email………………………………………………………………………………….
Please return the form in the stamped addressed envelope or on your next visit to the clinic

