PATIENT FEEDBACK FORM Date:

Name: Contact No:

Address:

E-Mail:

I would like to be involved with the Patient Group:

Tick as appropriate

I wish to give Positive Feedback (what | like / 1 enjoy /
what has worked well for me / | want to thank, etc):

| would like to comment on the services provided at Meridian Surgery:

| would like to comment on an issue to do with (cleanliness /
infection control / potential danger / hazard):

Area / Room / Staff:
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