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Help A Child, Inc.




      Sexual Assault Victim Examination (SAVE) Program

CONFIDENTIAL CLIENT EVALUATION

We understand that you have been through a traumatic experience. As much as possible, we would like to be of assistance in your time of recovery. In order to do so, please help us by giving your honest evaluation of the program. Tell us what things you see that work well and tell us what things are not working so well. Return the form in the envelope provided. You may attach additional paper to the form to fully express your comments.

1. It would help us to know the names of the people who took care of you, but it is not required.

Police Officer/ Detective _______________________Department ______________________________________

Examiner ___________________________________________________________________________________

Assistant ___________________________________________________________________________________

Advocate/Crisis Counselor _____________________________________________________________________

2. What is the age of person who was examined? _______

3. Date of your SAVE Exam? ______________

PLEASE CHECK “YES” OR “NO” FOR THE FOLLOWING QUESTIONS. YOU MAY IDENTIFY THE PERSON FOR ALL "NO" ANSWERS (I.E., EXAMINER, OFFICER, ETC.)

4. Would you describe the people who took care of you as sensitive and caring? If no, please explain.

                                                                                                 YES           or

  NO

a. The Police Department?



_____


_____
b. The Nurse Assistant?




_____


_____           

c. The Examiner?




_____ 


_____  

      d. The Victim Advocate?



_____


_____
Did they speak in words that you understood?
_____

_____
Did they give you choices?
_____

_____
Did they explain what they were doing and   

why it was necessary?
_____

_____
   

Did they explain all the forms you were asked

to sign?
_____

_____
Did they tell you about the medical exam?
_____

_____

Did they tell you about what resources were                 

available for medical followup, counseling,

and financial assistance?
_____

_____                 

6. Please explain why you answered "no" to any of the questions.  _____________________________________

      _________________________________________________________________________________________
7. Are there any suggestions you want to make that you feel would make this process better or easier?  
______________________________________________________________________________________
                       ________________________________________________________________________________________
8. Overall, how would you rate your care in the SAVE Program? (please circle) 

Excellent

Very Good

Okay

Fair 

Poor



9. If you are in need of additional help or information, please include your name and phone number and you will be contacted.___________________________________________

*********************

Thank you for giving us your feedback.
It is the intention of the program to be helpful and caring to those who use it.

The SAVE Program is a part of Help A Child, Inc. The Administrative Office is located at:

4000 Gateway Centre Blvd.

Suite 200

Pinellas Park, FL 33782

(727) 544-3900

You may ask for:
                                                                               Robyn Royal, SAVE Program Coordinator 

                                                                               Linda Brown, SAVE Team Coordinator

�








1

