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Program Dates: type dates
        Program Location: type location  Young Carer’s Name: …………………………




Parent/Guardian Name: ……………………………………
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It is approximately ………. weeks since ……………………  participated in the SMILES Program for children who have a family member experiencing a mental health problem.  As their parent/guardian, we are interested to hear from you about their experience.  This will assist us in our efforts to continually improve the quality of our programs.  We would really appreciate you taking a few moments to complete the following questions.

Please circle the number or tick the ( that best fits your answer. Please add any comments you wish to make.

Preparation before the SMILES Program 

1. Was there adequate information provided prior to the program?

1……………2……………3……………4……………5

more than adequate
adequate
not at all adequate

Any comments:

2. How satisfied were you with the communication from our staff prior to the program?

1……………2……………3……………4……………5

extremely satisfied
satisfied
not at all satisfied

Any comments:

Your child’s SMILES Program experience 

3. How much did your child enjoy the SMILES Program?

1……………2……………3……………4……………5

extremely enjoyable
enjoyable
not at all enjoyable

Any comments:

PLEASE TURN OVER

4. How important was it for your child to attend the SMILES Program (in their opinion)?

1……………2……………3……………4……………5

extremely important
important
not at all important

Any comments:

5. As the parent/guardian, how important was it for you to have your child attend the SMILES Program?

1……………2……………3……………4……………5

extremely important
important
not at all important

Any comments:

6. How much did your child benefit from the following activities:

My child benefited:
A lot
A little
Not at all
Not sure
Don’t know

Education about mental illness
(
(
(
(
(
Art & creative activities
(
(
(
(
(

Talking & expressing 
(
(
(
(
(
Problem solving
(
(
(
(
(
Relaxation & music
(
(
(
(
(

Mixing with other young people
(
(
(
(
(


in similar situations

Any comments:

7. Does your child seem to cope better since attending the SMILES Program?

1……………2……………3……………4……………5

copes much better
just the same
copes much worse

Any comments:

PLEASE TURN OVER

8. Are you the person with the mental health problem?


( Yes

( No

Has your relationship with your child improved since they attended the SMILES Program?

1……………2……………3……………4……………5

greatly improved
just the same
much worse

Any comments:

9. Please tell us about any changes you have noticed since your child attended the SMILES Program:

10. What was the most beneficial aspect of the SMILES Program for your child?

11. Please comment on any improvements you would suggest: 

12. Would you recommend the SMILES Program to other families? 
(  Yes
( Maybe
( No
13. Please write below, anything else you would like us to know about:

Please return your completed form (in the enclosed stamped envelope) to the below address or email:

(Change to your contact details)

by: insert date 2 wks from posting date
THANK YOU FOR YOUR TIME!

SMILES PROGRAM 


PARENT/GUARDIAN EVALUATION FORM


Dates, Location
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