
Dear Patient: 
 
 
As a recent patient in our o�ce, please help to rate Retina Associates.  All responses 
are anonymous.  Please return your comments in the enclosed, stamped envelope. 
Thank you for your input!   
 
 
1.  Who/What directed you to our o�ce: (Check one or more) 
      _____ Doctor         _____ Your Health Care Plan 
      _____ Friend/Family               _____ Web Page 
      _____ Advertisement    
 
2. How long did you wait, after you completed your paperwork, before being seen by a 

clinical sta� member? 
      ____ 10 Mins or Less____ 10 - 15 Mins. ____   15-30 Mins.  ___   30+ Mins. 

3. Was your appointment with:        

Dr. Watt        Dr. Reid     Dr. Vu      Dr. Syed        
 

O�ce Location:  Annapolis Bowie     Columbia     Glen Burnie  
  Silver Spring      Kent Island 

 
Please rate your level of satisfaction regarding: 

4. Our ability to schedule a convenient appointment for you: 
(poor) 1 2 3 4 5 6 7 (excellent)

5. Clear directions to our o�ce: 
(poor) 1 2 3 4 5 6 7 (excellent)

 
6. The parking facilities: 

(poor) 1 2 3 4 5 6 7 (excellent)
 
 
7. Friendliness and courtesy shown by sta�: 

(poor) 1 2 3 4 5 6 7 (excellent)

8. Waiting area comfort and cleanliness: 
(poor) 1 2 3 4 5 6 7 (excellent)

Dr. Barone     Dr. Rogell

Riverdale      Rockville



9. Personal interest in you and your medical problem: 
(poor) 1 2 3 4 5 6 7 (excellent)

 
 
10. Physician attentiveness to your problem: 

(poor) 1 2 3 4 5 6 7 (excellent)

 
11. Clear explanation of your diagnosis and treatment: 

(poor) 1 2 3 4 5 6 7 (excellent)

 
12. Our educational material: 

(poor) 1 2 3 4 5 6 7 (excellent)

 
13. Would you recommend this practice to your friends and family? 

 Yes   No 

14. How would you rate your overall experience with our o�ce? 
(poor) 1 2 3 4 5 6 7 (excellent)

 
 

Additional comments / suggestions:____________________________________ 
 
_________________________________________________________________ 
 
________________________________________________________________ 
 
________________________________________________________________ 

OPTIONAL:   Patient Name_________________________________________ 
 
Please call our O�ce Manager at 410-224-6680 if you have any 
additional comments, concerns  and / or suggestions. 
 
Thank you, 

 Peter Odenwald
Chief Financial O�cer

Katrina Wagner
Text Box
If Submit button does not work for
your operating system and/or
browser, please print the form
and mail to: Retina Associates
2002 Medical Parkway, Suite 450
Annapolis, MD 21401
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