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Aging and People with Disabilities (APD) 
Medicaid Services and Supports 

Ancillary Services Consumer Satisfaction 
Form  
Updated: March 23, 2026 

Complete this form after Chore Services or Environmental Modifications are 

complete to confirm the individual’s satisfaction. 

Consumer Name: _____________________________________________________________ 

Residential Street Address: ___________________________________________________ 

City: ___________________________________________________ Zip: _____________________ 

On this day ___________________, I _______________________________________________  

confirm that I am satisfied I am not satisfied  

with the work completed by the Contractor, ________________________________________ 

at my home. 

My concerns are as follows: 

____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________ 
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___________________________________________________________________________________________ 

Printed Name of Consumer or Authorized Representative   Date 

___________________________________________________________________________________________ 

Signature of Consumer or Authorized Representative   Date 

  

Need this document in another format?  

You can get this document in other languages, large print, braille or a format 
you prefer free of charge. Contact ODHS at apd.ltss@odhsoha.oregon.gov or at 
503-945-5600 (voice/text). We accept all relay calls.  
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