





Patient and Family Advisory Council Questionnaire


Date: ___________________________________________________________________________ 
Council Member:_________________________________________________________________________ 
Mailing Address:______________________________________________________________________________________
City: _________________________________State: ___________   Zip Code: ___________________________________
Home Telephone: ____________________________ Cell Phone: ___________________________________________            
E-mail Address: ______________________________________________________________________________________

Thank you for being a part of the LHS Patient and Family Advisory Council (PFAC)!  We sincerely appreciate you and your time. We would like your perspective on the PFAC, and ask that you complete the questions below.

1. Why would you like to be on Lakewood’s Patient and Family Advisory Council? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. What personal interests or life experiences will you bring to the advisory council? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. What issues would you like to see the advisory council address? ____________________________________________________________________________________________________________________________________________________________________________________________________________

4. Is there anything you would like Lakewood Health System to know about you? ____________________________________________________________________________________________________________________________________________________________________________________________________________

5. What is your preferred way of receiving communication from Lakewood Health System PFAC? 
  	        E-mail 		Regular Mail

6. Have you received care at Lakewood Health System?
   	        Yes 		 No 
   	If yes, at which facility have you received care? _____________________________________________

7. Do you have any dietary needs we should be aware of (i.e. vegetarian)?        Yes             No
        If yes, please elaborate. _______________________________________________________________________
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