Officers Name Date of Incident

Incident Number

*Resident's Name *Address

*Telephone Number *Email Address
* - indicates optional fields

Prior to your most recent contact with the Wellington Police Department, had you had any previous
contact with the Police Department? Yes No

If yes, how many times in the past 12 months?

In regards to the most recent incident, what was the nature of your contact?
(pick one)

Victim of Crime Witness a Crime
Motor Vehicle Accident Arrested

Report Problem Request Information
Traffic Citation Other

Considering this most recent contact, please rate the Wellington Police Department in the
following areas:

Officer's Concern:

Excellent Good Fair Poor

Officer's Knowledge:
Excellent Good Fair Poor

Officer's Ability to Put you at ease:
Excellent Good Fair Poor

Officer's Ability in Problem Solving:
Excellent Good Fair Poor

Officer's Fairness in Solving Problem:
Excellent Good Fair Poor

Officer's Helpfulness:
Excellent Good Fair Poor

Officer's Response Time:
Excellent Good Fair Poor

Officer's Professional Conduct:
Excellent Good Fair Poor

Officer's Appearance:
Excellent Good Fair Poor




In regards to this most recent contact, on a 1 to 10 scale, please indicate your overall satisfaction
with the Wellington Police Department:

Do you believe the Wellington Police Department needs to improve its service?
Yes No

How can the Wellington Police Department improve the quality of its service in the future?

On alto 10 scale, please indicate how safe you feel living in the Wellington community?

Other Comments?




	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Check Box8: Off
	Check Box9: Off
	Text10: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Text18: 
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Text58: 
	Check Box60: Off
	Check Box61: Off
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 


