Dr L H Hiranandani Hospital

“We’ll treat you™™'”
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CENTRE FOR ADVANCED DENTISTRY FEEDBACK FORM

Name of the Patient ()éul\:d ,gr"&"m Consultant’s Name

Date ) : 2'1:;[ o Telephone Number : 3% 2J4 STE"Q{\
Email id : ,,&gnlf.gkaal‘r\q@(m&en’kﬂdaav Leo6y)

1. First visit Follow up //

2. How did you come to know of the Dr. L. H Hiranandani Hospital Dental centre?
a. Doctor

b. Family & Friends \'/..w"

—

c. Advertisements

d. Others

Pléase specify i

3. Was it easy getting an appointment according to your preferred date and time?

Vs No

4. Waiting time to see the doctor
<15 min. 15-30 mins. >30 mins. ;
5. Information about the procedure shared by the doctor:
¥4

\{Excellent Good [nadequate

6. Attending staff behavior:
Excellent Good Inadequate

7. Ambiénce: V/g;(cellenl Good Poor
8. Cleanliness: . " ¥ Excellent { Good Poor
9. Overall Experience: [\_4Excellent Good Poor

10. Did the doctor recommend you to come for any further treatment, if required, to —

]:\;__/f)r. L. H Hiranandani Dental Centre :] Other centre

Suggestions if any:
_Excellet g tlenfimd A Aveabaent. Dy Qc; Ram' ¢ bebaviay
‘i—-_\&b,&\f _Q.L}LQ.‘ZLW,_’:‘(CLL’\ Oﬁr&é_ ’!‘) O_Q'Le O i {\{j (9 X (’ C{ ﬂg 'Jr(ﬁ.PPﬁG

Signature of Patient / Relative : {

e
THANK YOU FOR Y;;R VALUABLE FEEDBACK
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