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Shirdi Sai Hospital Pvt. Ltd., 
t 519, 2nd Main, Nethravathl Street, Devasandra, New BEL Road, Bangalore - 560054.Ph. : 42719999 

PATIENT FEEDBACK FORM / daer>ab !3P daaG 

Name/ ~~cb ...... k\.u:nJl).Ui.n.d.Q. ....... Mobile No./ d.la.~o~ .................................. 
Date of Visit / (:f7'~~d omos ............................ MR No. / raod~ ~o~15 ................... 

HOW WOULD YOU RATE US AT THE/~~ Mr1 em~a0e 

r Excellent Good Fair Poor 
~-1 W~;::$:) ~~wacb 11Q;:b 

j 

1. Appointment System ff d.i~d ft1eUo:b Jl;:$)0:b 

2. The Registration facilities 
/ ~od~ ~~~r.t 

3. Service of attending Doctors 
_,/ ft1eU .::baQd d,1~d ~ed 

4. Service of Nursing Staff 
d.itiieo:b Jlmo:bll ,,~0Off'-' ~e.:5 ---

5 Service of Housekeeping Staff 
/"' "~00 ~nf"d ~ed 

6 Cleanliness of the hospital 
t:t~O:D ~tt• 

7 Any employee with a special mention ---
om~aadcb "tJOOO:D ~•eai,o:biib.i .a~Jlel) ,;itf,;d)~aa 

8 Patient Satisfaction t\ \\ ~0- \ f \._\ood dnel\1' \~ 

n mments I suggestion to improve our Hospital 
N ~- 1 uufSn\1:> • 

Thank you for giving us the opportunity to serve you. We at Shlrdi Sal Hospital, constantly strive to match our 
services to the expectations of our patients. We would like you to share your opinion with us on the various 
services of our Hospital 
N.::b :i!led ;::tSlael) t,~-- u~~"" r;f~dnr.t. mQ> ldQ mo:o t:f~O:D;:$d) r:);:$)Ji t.~0:D r()r;;:$)~d • y •;:Sat,iib-t urJel) ,;iit;d)~ed. i::sa~ ~. ,s~-n\111$)-t t..'{.o:b ~edmn zon~~!ed. 
We value your opinion, kindly complete the feedback fonn. It will hep us to improve and evaluate our services 
i::sa~ N=. ,ic,-n\111$)-t rPd~~.s. ~;:$). ~,.Sn\111$)-t W!;:$)1'.ta\'Ji. ;::$:>~ ~cl110,iel) ,:mo:bwarc!d. 
dcd,~~~li. 
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