Patient Name:____________________________________________
Ethics Consultants:________________________________________

Your Name:______________________________________________

                                                      (optional)


ETHICS CONSULTATION SERVICE EVALUATION FORM

Please circle the number after each statement which most clearly represents your opinion.

	
	Strongly                   Strongly           N/A

Agree                       Disagree

	1. The ethics consultation service responded to the 

request for an ethics consultation in a timely manner.
	1
	2
	3
	4
	5
	

	2. The ethics consultation helped to clarify the ethical issues in the case.
	1
	2
	3
	4
	5
	

	The ethics consultation helped to resolve conflict involved in the case.
	1
	2
	3
	4
	5
	

	3. The ethics consultation was very useful in subsequent patient management.
	1
	2
	3
	4
	5
	

	4. I would request an ethics consultation for a difficult ethical issue in patient management in the future.
	1
	2
	3
	4
	5
	


* N/A = not applicable

Comments:

Please return to:

Denise Gregory
Patient Relations

P.O. Box 8128

