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Shirdi Sai Hospital Pvt. Ltd., 
# 519, 2nd Main, Nethravathl StrNt, Devasandra, New BEL Road, Bangalore· 560054.Ph. : 42719999 

PATIENT FEEDBACK FORM / daeno:b Z.Sb@ da~ \,J "-ii,/ 

Name I al:rldo ..... D~ .. -tc-:1.~.l'.ll.. Mobile No./ dJa.:rlo~ :.~~~--/-
Date of Visit/ ~n~lid omos ............................ MR No. / Mod~ '1o:\ ................... 

- HOW WOULD YOU RATE US AT THE/ ia~ldii ur1 
fl Excellent Good Fair Poor 

!e~ w•~ ... ·~.:Jld) iQ~ 

1. Appointment System cg, .::!.i~d r.,euo±i J!Qo±i 

2. The Registration facilities 
r!.taodri :i?ie>~~ V 

3. Service of attending Doctors v---~eu .mtad .:!.itid llle.:! 

4. Service of Nursing Staff 
1/ .:!.ictfeo±i ;?:!mao±ii 1.fr,Ot::YntJ ie.:! 

5 Service of Housekeeping Staff 
lifrpO ~nf"d llle.S 

6 Cleanliness of the hospital 
tt~o:b ~ttl v-

7 Any employee with a special mention I-"' 
o:ba~c::Add) liZJOOo±i ~,e~lo±i~,I .~,:Cl) fgltf,lb~ca 

8 Patient Satisfaction 
dJleM \~ k\l A ~~,,..O~ 

/. . ~mments I suggestion to improve our Hospital OIJ 
,:Se>~ 1 J!AufSn\t • 

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 
N~ llle.S ;:j:smCl) Cf~-- U'.\Cl,RJ\ 1;1~.:sadn~. m~ lldQ m~ tl~o±i~d) r:)Q~ t..'!,o±i ff)t;Q~d 
llle.So±ii;!)~ u~Cl) fglzt,:G)!e.:!. liRI~ NQ• J!e>~n9i;!)~ t..'to±i te.Smn z.!onri,b!e.S. 
We value your opinion, kindly complete the feedback fonn. ltwill hep us to improve and evaluate our services 

NQ• J!e>~9~~ ~d~J!!e.S, r:$~ :i!le.:!rt9i;!)~ w~;;:$)1\Jl~li. ;;:$)~ ~c?liOJ!Cl) J!ao±i.:Jaro!d. 
do:b;)tJii ~_s~li. 
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