
_____ I receive Developmental Disabilities
Program services. 

Your Name: _______________________________

Or: _____ I want to remain anonymous 

How Are We Doing? 
Please complete our 3 to 5-minute client satisfaction survey below 

and let us know.  You will not need to give your name.  

Lincoln County Health and Human Services 
 Intellectual and Developmental

Disabilities Services

1)  Are you satisfied with the services you receive from our program?  ___________________________

____________________________________________________________________________________________

2)  What do you like about the services you receive from us? ____________________________________

____________________________________________________________________________________________

3)  What changes could we make to better serve you in the future? ______________________________

____________________________________________________________________________________________

4)  Is there anything else you would like us to know about the services you receive from us? ______

 ___________________________________________________________________________________________

Check one:
 _____ I am a family member or legal representative
of a person receiving Developmental Disabilities
Program services (or I am an other stakeholder). 

Your Name:  ______________________________

Or: _____ I want to remain anonymous 

Please Note: 
To file a formal complaint, please call our office at 541-265-0482. 
To report abuse of an adult with an intellectual or developmental disability,
please call the abuse reporting line at 541-270-7298. 

Preferred contact information, 
if you would like a response:  _________________________________________________________________

v20260109

Please return your completed survey to us, either by Email: hhsidd@co.lincoln.or.us  /or/ 
Mailing Address: Developmental Disability Services, 36 SW Nye St. Newport, OR 97365 /or/ 
Drop off at our Office: 225 SW Coast HWY (basement level), Newport, OR 97365

mailto:hhsidd@co.lincoln.or.us
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