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Medicaid Family Planning Medicaid Family Planning Medicaid Family Planning 
Waiver Program SurveyWaiver Program SurveyWaiver Program Survey   

   

(Voluntary Response)(Voluntary Response)(Voluntary Response)   

 ————————————————-———- 
Please note that this is not a mandatory 

survey and will not affect your       
services in the Medicaid Family Planning 

Waiver Program. 

• Did you know that you were enrolled in the 

Medicaid Family Planning Waiver Program 

and could receive Family Planning services at 

no cost? ____ Yes ____ No 

• Did you receive a yellow Medicaid card?  

        ____ Yes ____ No 

• If so, was your information correct on the 

card? ____ Yes ____ No 

• Have you been to a doctor, nurse, or clinic for 

a family planning visit in the last year? 

         ____ Yes ____ No 

• If yes, which type of facility did you visit for 

your family planning services? 

 ____ Clinic or health center  

          (Community Health Center) 

 ____ Doctor’s office (Private Physician) 

 ____ Health Department 

 ____ Hospital outpatient 

 ____ Other 

• Is this the same facility you visited for all of 

your family planning services?  

        ___ Yes ____ No 

• If no, what type of facility do you usually visit 

for family planning services? 

 ____ Clinic or health center            

 ____ Doctor’s office (Private Physician) 

 —— Health Department 

        ____ Hospital outpatient 

 ____ Don’t go to the doctor for           

          family planning services 

• Would you go to the same facility for family 

planning services if you did not have the 

Medicaid Family Planning Waiver?  

        ____ Yes ____ No 

• If no, what type of facility would visit for 

family planning services if you did not have 

the Medicaid Family Planning Waiver?  

 ___ Clinic or health center (Community 

        Health Center) 

 ___ Doctor’s Office (Private Physician) 

 ___ Health Department 

 ___ Hospital outpatient 

 ___ Would not get family planning  

         services anywhere 

• How would you rate your overall level of 

satisfaction with the family planning waiver 

program? ___ very satisfied ___ somewhat 

satisfied ___ no opinion ___ somewhat dis-

satisfied ___ very dissatisfied        

• Please provide the Division of Medicaid with 

any comments you may have regarding the 

Family Planning Waiver Program. 

______________________________________

______________________________________

______________________________________

______________________________________  

• What is your age? _____ 

• What is your  race? _____ 

         W = White  B = Black  O = Other 

• What is your marital status? 

         Check one. 

 ____ Single Never Married 

 ____ Married 

 ____ Divorced 

 ____ Widowed 

• Have you ever heard of the Medicaid 

Family Planning Waiver Program? 

(Yellow Card) ____ Yes ____ No 

• If yes, which of the following ways 

have you heard of the Family Planning 

Waiver Program?  (check all that ap-

ply)  

        ____ Letter from Medicaid  

        ____ Department of Health  

        ____ Department of Human Services  

        ____  Friend of family member  

        ____ Poster, pamphlet or any other 
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