
Please fill-in one box for each of the statements below.  
If you do not have one of the services listed, fill in Not-Applicable.

 

 Pediatric/Adolescent

 

The Community Counseling Center of Moorestown  VNA is very interested in your satisfaction with our 

services.  Please take a few minutes to complete this voluntary survey and send it to us in the enclosed return 

envelope.  Thank you  for your assistance in our continuing efforts to improve our services.

My therapist is (was)  ____________________________________
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1. Staff members were courteous and respectful …………..…..……………….. ⃝ ⃝ ⃝ ⃝ ⃝ ⃝

2. My therapist explained my condition, my plan of treatment and 

answered my questions……….………...………………..………..………..………...… ⃝ ⃝ ⃝ ⃝ ⃝ ⃝

3. Whenever I talked to someone from your Center, I was treated in a 

courteous, prompt and helpful manor ………………………..………….…….. ⃝ ⃝ ⃝ ⃝ ⃝ ⃝

4. I was included in planning my counseling services and the goals we 

worked on were attainable …………...……………………………..……..……...……
⃝ ⃝ ⃝ ⃝ ⃝ ⃝

5. When I had questions about my treatment, my therapist was helpful in 

answering…………………………………….………………...…………..…..
⃝ ⃝ ⃝ ⃝ ⃝ ⃝

6. I was satisfied overall with the quality of my treatment………………… ⃝ ⃝ ⃝ ⃝ ⃝ ⃝

7. I felt my Therapist was qualified to treat me……………………………..……. ⃝ ⃝ ⃝ ⃝ ⃝ ⃝

8. Was The Community Counseling Center of MVNA helpful in meeting your 

needs?....................................................................................................
⃝ ⃝ ⃝ ⃝ ⃝ ⃝

9. I would recommend The Community Counseling Center of Moorestown 

VNA to my family and friends…….…...………..…………………
⃝ ⃝ ⃝ ⃝ ⃝ ⃝

Comments or Suggestions

Signature (optional) Date / /

E-mail (optional)_______________________________

300 Harper Drive, Moorestown, NJ  08057        Telephone:  (856)380-1070    Fax: (856)552-1315

www.communitycounselingmoorestownvna.org
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