
Current Program Evaluation Form

Were your needs met at the current inpatient program at Parkridge Valley? YES OR NO

Have your symptoms decreased while being in patient ? YES OR NO

Would you recommend Parkridge Valley to a family or friend? YES OR NO

Did Parkridge Valley help you feel cared for and appreciated? YES OR NO

Any recommendations that you would suggest for the current program?

____________________________________________________________________________
___

____________________________________________________________________________
___

____________________________________________________________________________
___

____________________________________________________________________________
___


