
Mohican Getaway Program 

Guest Satisfaction Survey

Program Title and Date: _________________________________________

Did the program meet your expectations?

Yes
No

Comments__________________________________________________________________________________________________________________

What did you like most?
 Comments__________________________________________________________________________________________________________________

What did you like least? 

Comments__________________________________________________________________________________________________________________

Facility

Was the facility adequate to meet the needs of the program?
Yes   No

Comments__________________________________________________________________________________________________________________

Host
Was the host well-informed and helpful?      Yes     No

Comments__________________________________________________________________________________________________________________

Was the scope of the activities clearly communicated?   Yes    No

Comments__________________________________________________________________________________________________________________

Summary

Are you an AMC member?     Yes     No

Would you recommend this program to a friend?
Yes    No

Would you return to this program again?      Yes     No

Suggestions for other topics_____________________________________________________________________________________________________________________

Name_____________________________(optional)

Program___________________________
Date______________________________
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