CLEARWATER COUNCIL OF GOVERNMENTS

DAY SERVICES SUPERVISOR SURVEY

	Name:
	Date:

	Signature/Title of Person completing survey:


	1. What are the outcomes trying to be achieved and 
Have they been achieved?
Have they learned any new skills?

Is the individual improving in any skills/areas?



	2. Do you think services for the individual could be improved? Yes ___ or No ___

    If yes, describe:



	3. What positive outcomes are attributed to the individual’s Day Services experience?


	4. Are there services or supports no longer wanted or needed by the individual?

    Yes ___  or  No ___ 



	5. What have you done as a provider over the last year that has enhanced the 

    individual’s life to enable him or her to grow personally?



Please return to ______________________ no later than____________  THANK YOU!


