
THANK YOUR NURSE 
The DAISY Award was created by the family of Patrick Barnes, in honor of Patrick, and the skillful and 
compassionate care he received from his nurses during his eight-week hospitalization. His family 
wanted to say “thank you” to nurses everywhere by establishing a recognition program – The DAISY 
Award For Extraordinary Nurses (The DAISY Award) – to honor the super-human work nurses do for 
patients and families every day. 

We hope that during your visit you experienced extraordinary care from our nurses. Please take a 
moment to share your story with us and tell your nurse Thank You! 

Your Name: 
__________________________________________________________________________________ 

Your Phone Number: 
__________________________________________________________________________________ 

Email Address: 
__________________________________________________________________________________ 

Name of Valor Health Nurse: 
__________________________________________________________________________________ 

On a scale from 1 to 5 (5 being highest) please share your experience with your Nurse: 

Did your Nurse show PASSION about nursing and COMPASSION about your situation? 

1 2 3 4 5 

Did your Nurse provide care ABOVE AND BEYOND your expectations? 

1 2 3 4 5 

Did your Nurse convey a sense of TRUST and exhibit INTEGRITY in the care they gave? 

1 2 3 4 5 

Did your Nurse ADVOCATE for your care and show ACCOUNTABILITY for their work? 

1 2 3 4 5 

Did your Nurse show a TRUE LOVE for the nursing profession? 

1 2 3 4 5 

Did your Nurse exemplify serving others or show acts of SELFLESSNESS? 

1 2 3 4 5 

Please tell us more about your experience with your Nurse: 
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