AMERICAN
OUTCOMES
MANAGEMENT, L.P.

Patient Satisfaction Survey

Please complete this suvey and raturn it in the enclosed envelope. Your satisfaction is very important to us.

5 = Strongly Agree 4 = Mostly Agree
2 = Mostly Disagres 1= Disagrae

3 = Meither Agres or Disagree
NiA = Not Applicable

| received an Introductory phone call from an AOM staff

(o] o | o] 2]

member prior to starling care. MN/A
The staff at AOM was courteous and helpful, 1'\5-"" A 3 2 1 MIA
| was told who to call if | had problems with my intravencus .

(IV) medications. m 4 3 2 1 MNiA
Instructions were adequate to teach me or my caregiver how f_)

to give the infravenous medications. 5 4 3 2 1 I,
The instructions were adequate for safe use of the -

equipment, (5 4 3 2 1 NFA
The equipment was clean and in good working order when "5)

deliverad ( 4 3 2 1 M
I'had the supplies | needed to take my intravenous (IV) -

medications on Hme. (’- 4 3 2 1 WA,

| was contacted prior to nursing visits and deliveries

I was satisfied with the response | received if | called on
weekends or during evening hours.

My pain was adequately controllad most of the time (if
applicable)

Patient rights and responsibilities were adequately explained

5
2
[ )

to ma. G 4 3 2 1 NiA
My financial responsibility for my care was explained to me. @ 4 3 2 1 M/A
| recaived information about possible side effects caused by
my infravencous (V) madications, G 4 3 2 1 MiA
The services provided met my needs and expectations. (h; 4 3 2 1 M/A
| would recommend your service to my family and/or friends. (‘5\ 4 3 2 1 NiA,

In an effort to provide safe and effective care, please tell us
comments:

:.rnur suggestions, concerns or

HAu awrae vt Had - fr’?ﬂa
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Hame: {Dpdional) Date:

Cheack ane Patiant /' Family Member Caregivar MRN:




