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"CLINICAL ASSOCIATES
GF TH: FINGER LAKES



 


Dear Parent/Guardian:

In order to continue to provide quality service to children and their families, we are interested in your feedback regarding the service(s) your child has received this year.  We continue to develop our programs and, through your input, hope to find new ways to grow and change with regard to the needs of our clients and the community.

Please take a moment to answer the questions below, based upon your experience with our service provider.  Please return the form, via email, to the address provided below.  
Thank you in advance for helping us to improve our service to children and families!

Provider Name:       


Service Received:   FORMCHECKBOX 
 Special Education    FORMCHECKBOX 
 Speech Therapy    FORMCHECKBOX 
 Occupational Therapy    FORMCHECKBOX 
 Physical Therapy
My child’s service provider:








is on time for our scheduled sessions.



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


conveys a professional presence in dress and demeanor.                 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

displays a positive attitude toward me and my child.

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

is prepared for my child’s session.



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

helps me to understand my child’s therapy goals and progress.
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

responds promptly to my questions or concerns.


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

answers my questions fully or finds the answer.


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Additional Comments:       
Your Name (Optional):       
Please return to: ParentFeedback@clinassoc.com


