BEREAVEMENT SERVICES SURVEY
St. Vincent Hospice
As part of our ongoing effort to improve our services, we seek your assistance in completing this survey.  Please return it in the enclosed postage paid envelope.  Thank you for your feedback.

1. During your loved one’s time with Hospice, were you 
told the Bereavement staff would contact you after your 

loved one died?










     Yes ____
No ____  
2. Are you aware that you may call the Bereavement office 
to talk to a Bereavement staff member?


    
 

     Yes ____
No ____ 
3. Are you receiving phone calls from Hospice?



     Yes ____
No ____ 
 
  
4. Have you received cards & letters from Hospice?



     Yes ____
No ____ 

  
5. Are you receiving our mailings/electronic Newsletter?
     Yes ____   No ____
       
  


6.
Have you attended any of our grief support groups or


the Lunch Bunch socialization group?  





      Yes ____   No ____ 
7.
Which of these services did you find to be most helpful to you?

______________________________________________________________________

_________________________________________________________________________
8.
Do you use other services in dealing with your grief:

____ Church



____ Friends



____ Private Therapist

____ Family



____ Co-workers


____ Counseling Agency

____Other (please describe) _________________________________________
Beyond the bereavement services we have offered to you, what additional help would you like during your grief process?
​​​​​​​​​​​​__________________________________________________________________________________
__________________________________________________________________________________
Please provide us with your phone number so we may contact you in the event we need to clarify your responses.   ______________________________
9.
Please provide us with your email address so that you can receive our new electronic Newsletter.
________________________________________

Depending upon your email filters, our mailings may go directly to your spam folder. Your email address will not be sold to other parties.

 Do you have any additional comments or suggestions?

 ___________________________________________________________________________________

  ___________________________________________________________________________________

Name 




___________________________               Date 
_____
_________
Patient Name: ______________________________________________D.O.D. ___________________
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