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Support Service Provider (SSP) Consumer Evaluation  

 FORMTEXT 
  
	SSP Name: 
	     

	Dates of Service: 
	     

	Reason for Request:      


	Did SSP arrive on time? If no, please explain
	     

	Was SSP reliable? (Showed up for scheduled appointments) If no, please explain:
	     

	Did SSP exhibit cleanliness and good personal habits? If no, please explain:
	     

	Was SSP polite and courteous? If no, please explain
	     

	Did you feel safe traveling with your SSP? If no, please explain
	     

	Did your SSP make you aware of the environment? (Provide verbal/tactile descriptions of places traveled, items you wanted to buy.) If no, please explain
	           

	Did your SSP communicate well with you? If no, please explain
	     

	Did the SSP treat you with respect and let you make your own decisions? If no, please explain
	     

	Would you use this SSP in the future? If no, please explain
	     


Overall how would you rate the SSP Service? 
Excellent _______ FORMCHECKBOX 
_______

Good __________ FORMCHECKBOX 
_______

Fair ____________ FORMCHECKBOX 
_______

Poor __________ FORMCHECKBOX 
________

Additional Comments?     
	Consumer’s Name (Optional):   
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