
Date of Service      

Patient Name (optional)          

Email Address_________________________________________________________ 

Which cosmetic provider did you see? 

We are striving to provide you with best dermatologic care possible.  We would appreciate a few moments of your time to fill out this 
survey to assists us in making changes to provide you with outstanding medical care.  Please circle the answer that most reflects your 
thoughts on that given question.  Please answer only the questions applicable to today’s visit. 

Patient Satisfaction Survey 

How strongly do you AGREE or DISAGREE with each of the following statements? 

1) Do you feel that our front office staff was 
welcoming and helpful? 

Strongly 
Agree Agree Uncertain Disagree 

Strongly 
Disagree 

2) Do you feel that the cosmetic provider 
listened to your concerns? 

Strongly 
Agree Agree Uncertain Disagree 

Strongly 
Disagree 

3) Were all of your concerns addressed 
during your appointment?  

Strongly 
Agree Agree Uncertain Disagree 

Strongly 
Disagree 

4) Did you find that the waiting and 
treatment areas were inviting?  

Strongly 
Agree Agree Uncertain Disagree 

Strongly 
Disagree 

5) Overall, do you feel confident and 
satisfied with your experience today at 
Moeller Dermatology / The Skin 
Enhancement Center? 

Strongly 
Agree Agree Uncertain Disagree 

Strongly 
Disagree 

6) Are you aware of our monthly specials? If 
not, would you like to add your email to 
our mailing list?  

Strongly 
Agree Agree Uncertain Disagree 

Strongly 
Disagree 

7) Were you satisfied with the education and 
Health promotion material that was 
offered? 

Strongly 
Agree Agree Uncertain Disagree 

Strongly 
Disagree 

Have you heard or seen our ads, and if so, where? 

TV           Newspaper          Magazine          Radio         Internet 

 
All comments and suggestions will only be viewed by management. 
   
 
                

 

 

               
 03/07/2011 

Comments & 

Suggestions:______________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
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