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Client Satisfaction Survey for Young People

Innovative Alternatives, Inc.

Date:______________         Your Name:____________________________________     

Counselor’s Name: ____________________________________

Session Number (Circle one):     3rd
6th
Final

Parents:  If your child cannot read, please read the questions to them and circle their responses. 


Thank you for filling out this survey.  Your answers will help us to do a good job.  Your answers mean a lot to us.  

	
	
	1
	2
	3
	4

	1.
Do you like coming here?
	
	No
	Kind of
	Yes
	Very Much

	
	
	
	
	
	

	2.
Are the people here nice to you?
	
	No
	Kind of
	Yes
	Very Much

	
	
	
	
	
	

	3.
Do you think your counselor listens and understands you?
	
	No
	Kind of
	Yes
	Very Much

	
	
	
	
	
	

	4.
Are the feelings and problems that brought you to counseling starting to get better?
	
	No
	Kind of
	Yes
	Very Much

	
	
	
	
	
	

	5.
Is it helping?
	
	No
	Kind of
	Yes
	Very Much

	
	
	
	
	
	

	6.
Do you feel better in any or all of these places: home, at school, with friends?
	
	No
	Kind of
	Yes
	Very Much

	
	
	
	
	
	

	7.
Would you come back again?
	
	No
	Maybe
	Yes
	Definitely

	
	
	
	
	
	

	8.
Would you tell your friends to come here if they needed help?
	
	No
	Maybe
	Yes
	Definitely


Is there anything else you want to say?  


For Staff Use Only:

Client Name: 
 (please print)

Therapist Name: 


Program (Circle one):
VOCA
GC
FPP

Date of Survey: 


Assessment GAF: 


Treatment Goals Established?    Yes     No

Session Number: 


Question 5:    1     2    3    4   none

Question 6:    1     2    3    4   none

GAF at time of survey:  


Prohibitive Factors:

1. Client no show for first appointment

2. Client does not return for second appointment

3. Client self-terminates therapy or does not complete treatment

4. Client did not fill out questionnaire

5. Client did not comply with treatment recommendations

6. Time-limited or court-ordered sessions

7. Other, please list: ________________________________

