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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 / dsieno.:b !3!@ dam 

Name I ai!~cb ...... S.ho..b.Q . .-............... Mobile No./ d.J..~0~0 .................................. 

Date of Visit / e:sn~lid O~o, ............................ MR No. / MOd~ ~0~6 .................. · 

HOW WOULD YOU RATE US AT THE/ id~~ aCer! ~mde~llO 
r Excellent Good Fair Poor 

!'iTi wad) 
J 

leitiwad:) &G~ 

1. Appointment System kt .S.19!d ~et.Jo:!:) :i:ld:)o:!:) 

2. The Registration facilities L--~od~ :RiCJ'4srl~ 

3. Service of attending Doctors L---~eu ~d .:5.id.id ,a,.s 

4. Service of Nursing Staff 
d.i~!eo:!:) :i:lmao:!:)! ii~oonq ,a,.s 

5 Service of Housekeeping Staff L--~~oo ~nm ,a,.s 

6 Cleanliness of the hospital 
~tti L-

7 Any employee with a special mention 
om~c:sadd) ~ZJoOo:!:) ::>aSe~i=c.1 l\':i:ICJ:> ~tf,,b::>ca 

8 Patient Satisfaction AJ--1 sfl,lf VWO d-. 
d.JaeM •.~ 

/ mments / suggestion to improve our Hospital 
;)d)• w~ 1 uursrc~ 

Thank you for giving us the opportunity to serve you. We at Shlrdl 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 

;Gc;S dJICKb ct~-- u~~e,.n Q~dn\1J. m~ l>dG :rJa~ ~~=~d) Ndl1' z..t= ror;d)'tid 
ie.sa»c~ CAQCJ:> ~it:r:b~e.S. m~ N~ :dc,~nqc~ t..t= :l'iedmn zon~:r:b~e.S. 

We value your opinion, kindly complete the feedback form. It will hep us to improve and evaluate our services 
J$cmfnvf:b~ ~d:)ld~e.s. l:1d:l• ie.snvc~ Cl'\)~d)rtll\'ii. d)~ .::Bic?4e-O:dCJ:> :i:1a~waro!d. 

c=~s-~ii. 
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