
 

Cascade Inspection Services 

Customer Survey 

Customer Information  

Name  Date  

Address  Permit #  

Ratings 
 1 = Poor 2 = Fair 3 = Satisfactory 4 = Good 5 = Excellent 

Counter Staff      

Comments  

Inspector - attitude      

Comments  

Inspector - communication       

Comments  

Inspector - knowledge      

Comments  

Professional manner      

Comments  

Plan review response      

Comments  

The staff member was helpful.      

Comments  

Comments 
BEST PART OF YOUR EXPERIENCE:  

 

WORST PART OF YOUR EXPERIENCE:  

OTHER: 
 
 
 
 
 
 
 
 
 

THIS INFORMATION WILL BE USED TO IMPROVE OUR DEPARTMENT 
THANKS FOR YOUR INPUT!! 
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