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CINCH

 

Allies Against Asthma

 


Participant Satisfaction Survey

Client ID # __________
Parent’s Initials ____________
Neighborhood #_________

Directions:  Please help us evaluate the services you have received from the Allies Against Asthma program by answering the following questions.

If no visits were made by ambassador, complete questions 11-18, and addendum question only.

1.
When you first met your Ambassador, did she:











Yes

No

a. Introduce herself properly?






(

(
b. Explain the Allies Against Asthma program?




(

(
c. Appear friendly and easy to talk to?





(

(
2. During her visits, did your Allies Against Asthma ambassador:


Yes

No
a. Take time to thoroughly discuss and understand your needs?

(

(
b. Seem knowledgeable about asthma?




(

(
c. Give you the opportunity to ask questions?




(

(
d. Answer your questions in a straight forward manner?


(

(
e. Offer you information / pamphlets to read?




(

(
f. Follow through with promises?





(

(
g. Come to visits on time when she says she will?



(

(
h. Schedule visits at times that are convenient for you?



(

(
i. Call you when she needs to cancel a visit?




(

(
3. Did you have a current copy of your child(ren)’s asthma 

action plan in your home prior to any ambassador visits?


(

(
4. Did you have a current copy of your child(ren)’s asthma 

action plan at your child(ren)’s school or daycare 
prior to 

any ambassador visits?






(

(


5. Do you have an asthma action plan in your home now?


(

(  
6. Do you have an asthma action plan at your child(ren)’s 

school or daycare now?






(

(  











Yes

No

7. Did you have health insurance for your children prior

to your ambassador’s visits?






(

(  
8. Did your ambassador assist you in applying for health 

insurance for your child(ren)?






(

(  

9. Were you provided with a, “Questions to Ask my Doctor” 

form, by your ambassador?






(

(
10. Have you, or will you use this form to keep a list of questions 

to ask your child(ren)’s doctor?





(

(
11. Did you attend any of the workshops and/or health fairs held 

by, or attended by the Allies Against Asthma program?


(

(
(ex. Shop ‘til you Drop, Appreciation Program, Asthmafest, Harvestfest, 

Empowerment workshop, Asthma Awareness Day)

12. Were the workshops and/or health fairs educational?



(

(
13. How satisfied are you with your Allies Against Asthma ambassador?

(

(

(

(

(
completely
satisfied
unsure

dissatisfied
completely

satisfied






dissatisfied

14. How satisfied are you with your Allies Against Asthma program?

(

(

(

(

(
completely
satisfied
unsure

dissatisfied
completely

satisfied






dissatisfied

15. What did you like the most about the program? ____________________________

_____________________________________________________________________

16. What did you like the least about the program? _________________________

17. How can the program be improved? _____________________________________

_____________________________________________________________________
18. Based upon your experience, would you recommend the Allies Against Asthma program to a friend?








Yes

No 
(

(
Thank you!

ADDENDUM QUESTION:

****Only for families that had no home visits:****

Was it anything that we could have done that would have made it possible for you to participate in the program more?

Yes 

No 


If yes, what? _________________________________________________________________
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