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West Grove Clinic, LLC

12425 knoll road, suite #110




            iron horse crossing building

elm grove, wi 53122





            phone: 262-780-9788









            fax: 262-432-0045

Patient Care Survey/Quality Improvement

Our goal at West Grove Clinic, LLC is to make your treatment a positive experience. We value your opinions, so please take a moment to fill out this brief questionnaire. All information is confidential. 

INITIAL AGENCY CONTACT
I chose West Grove Clinic because


A. Insurance referral
___

G. Self/Family Friend referral
 ___


B. Doctor’s referral 
___

H. Convenient location
 ___


C. Reputation

___

I. Attorney referral

 ___


D. Council referral
___

J. Government


 ___


E. Phone Book
___

K. Other


 ___


F. Internet

___

TREATMENT OUTCOMES





Much Better
Better
Same/Good
Same/Poor
Worse

1. My overall ability to
        5

    4
       3

       2

     1

    cope with life stressors.

2. How I would rate my 
        5

    4
       3

       2                    1

    overall mental health.

3. My overall ability to 
        5

    4             3                      2                    1
    take care of myself and set 

    healthy boundaries and limits.

If you have participated in an alcohol treatment program, please complete the following:
AODA TREATMENT OUTCOMES

I have continued to use mind altering chemicals: Yes    No
 If yes: more
less    same

I have continues to use alcohol:

       Yes    No
 If yes: more
less    same

I have participated in support groups:

       Yes    No
 If yes: more
less    same

FOLLOW UP QUESTIONS
Would you say your treatment was successful?
Yes
No

Would you recommend West Grove Clinic, LLC?
Yes
No

How could we have improved your experience? Please write any comments you have.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Practitioner’s Name: ______________________________________________________

Patient Name (if desired): __________________________________________________
