ABC ADULT DAY HEALTH CARE PROGRAM
STATE OF EMERGENCY          HOME DELIVERED MEALS PROGRAM
SATISFACTION SURVEY

Registrant/Representative Name: _________________________ Medical Record # _________

I. Does the food taste good?
                         1. Yes ____      2. No
Comments: ____________________________________________________________________

II. Does the food look good?
1. Yes____     2.  No____
Comments: ____________________________________________________________________

III. Is the hot food hot and the cold food cold when it is delivered?
1. Yes____     2.  No____
Comments: ____________________________________________________________________

IV. Is the food delivered on time, as scheduled?
1. Yes____     2.  No____                                                                                          
Comments: ____________________________________________________________________

V. Does the food delivered match your diet order?
                         1.   Yes____    2.  No____
Comments: ____________________________________________________________________

VI. Do you have the utensils that you need?
1. Yes____    2.  No____     3.  N/A____
Comments: ____________________________________________________________________

VII. Are you satisfied with the service you receive? 
1.  Yes____    2.  No____     
Comments: ____________________________________________________________________

Staff Signature/Title/Date ________________________________________________________
