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MY CARE EXPERIENCE

A Patient Feedback Assessment

Your honest feedback helps your provider give you better care. This form is completely anonymous.

Please think about your most recent appointment as you answer each question. Circle or mark the number that best

describes your experience.
1 Strongly Disagree 2 Disagree 3 Neutral 4 Agree 5 Strongly Agree

1. | felt that my provider truly listened to my concerns during my 01 02 03
appointment.

2. My provider made me feel respected and valued as a person, not 01 02 03
just a patient.

3. | felt comfortable sharing personal information about my life, 01 02 03
family, or background with my provider.

4. My provider explained things in a way that was easy for me to 0 1 02 03
understand.
5. My provider asked about my cultural background, family, or 01 09 03

community in a way that felt genuine and respectful.

6. My provider involved me as a partner in making decisions about 01 02 03
my care, rather than just telling me what to do.

7. Ileft my appointment feeling heard, supported, and confident 01 02 03
about my next steps.

O 4

O 4

O 4

O 4

Is there anything else you would like your provider to know about your experience? (Optional)

Thank you for taking the time to share your experience.

Your feedback matters and helps create care that truly serves you and your community.
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