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. MHSIP Consumer Survey .

This survey was developed through a collaborative effort of consumers, the Mental Health
Statistics Improvement Program (MHSIP) community, and the Center for Mental Health Services.

INSTRUCTIONS: This survey will help us to improve our mental health services for you. Your answers will be
kept confidential and will only be used to evaluate and improve the services here. Please indicate your
agreement or disagreement with each of the statements below. Fill in the circle that best represents your
opinion.
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1. llike the services that | received here. O O O O O @)

2. If I had other choices, | would still choose to @) @) O @) @) @)
get services from this agency.

3. | would recommend this agency to a friend @) O O O O O
or family member.

4. The location of services was convenient @) @) @) O @) @)
(parking, public transportation, distance, etc.)

5. Staff were willing to help as often as | felt O O @) O @) O
it was necessary.

6. Staff returned my calls within 24 hours. O O O O O O

7. Services were available at times that were O @) O @) O O
good for me.

8. | was able to get all the services | thought | O O O @) O O
needed.

9. Staff here believed that | could grow, @) @) @) @) O O
change, and recover.

10. | felt safe to raise questions or complain. O O O O O @)

11. Staff told me what side effects to watch for. O @) O @) O @)

12. Staff respected my wishes about who is, @) O O @) O O

and is not, to be given information about

my treatment. Please Continue on Page 2
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13. Staff were sensitive to my cultural/ethnic @) O O O O O
background.

14. Staff helped me so that | could manage my O O O O O O
life and recover. ~

15. | felt that | was treated with respect by the @) O O O O @)
receptionist.

16. | felt comfortable asking questions about @) @) O O @) @)
my treatment and medication.

17. Staff and | worked together to plan my O @) O O O O
treatment.

18. |, not staff, decided my treatment goals. O @) O O O O

19. | was given written information that | could O O @) O @) O

understand.

As a Direct Result of Services | Received:

20. | deal more effectively with daily problems.
21. | am better able to control my life.

22. | am better able to deal with crisfs.

23. | am getting along better with my family.
24. | do better in social situations.

25. | do better in school and/or work.
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26. My symptoms are not bothering me as

much.
27. How did you become involved with this program?
O | decided to come in on my own.

O Someone else recommended | come in.
O I came in against my will.

28. What would you like to see changed about this program? (Write comments in box below)

29. Do you currently attend self-help? 30. If YES, how often do you participate?
OYes O NotAvailable O No O Daily O Weekly O Monthly O Occasionally
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