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Children’s Community Nursing Team

Patient Questionnaire

We would appreciate your comments if you could please complete this survey regarding your thoughts about the service that we provide. Your opinions are very important to help us understand what we could do to improve our service. The Children’s Community Nursing Team are always looking at ways in which we can improve! 

1. How old is your child?  (Please tick)
0-2 years (            3-5 years (           6-7 years (            8-9 years (
2. Please give a brief description of what your child’s visit to clinic was for
Comments __________________________________________________________________

___________________________________________________________________________

3. Before your child was referred to the service did you know that it was available?
Yes  (   No  (
4. Overall, how happy were you with the dates/ times offered for your appointment? (Please circle)


5. Overall, how happy were you with the location of your appointment? (Please circle)
Comments __________________________________________________________________
______________________________________________________________________________________________________________________________________________________

6. Did you feel that you and your child were given a full explanation and did the Nurses ask for your consent prior to any treatment?

Yes  (   No  (
Comments __________________________________________________________________
______________________________________________________________________________________________________________________________________________________

7. Did you feel confident that the Nurses in clinic were able to meet your child’s healthcare needs?
Yes  (   No  (
Comments __________________________________________________________________

______________________________________________________________________________________________________________________________________________________

8. Overall, how happy were you with the service (Please circle)

9. Would you recommend this service to others?
Yes  (   No  (
10. Do you have any comments or suggestions on ways in how we can improve our service?

Comments __________________________________________________________________

______________________________________________________________________________________________________________________________________________________

All information received will remain confidential and anonymous.

The Children’s Community Nursing Team would like to thank you for your input.
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