PATIENT FEEDBACK FORM

Please put a
tick («~) in the
appropriate circles
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How do you rate your satisfaction O O O O O
with your visit?
How do you rate the co-ordination O O O O O
of care provided from one service
point to another service point?
Registration Counter
Staff
Courteous o O O O O
Attended to you promptly O O O O O
Cashier Counter
Staff
Courteous O O O O O
Attended to you promptly O O O O O
Consultation
Doctors
Courteous O O O O O
Listened to you attentively O O O O O
Displayed professional knowledge O O O O O
& skills
Showed care & concern O O O O O
Understood your concern(s) O O O O O

What is your satisfaction rating
with the medical treatment you
received for this visit?

Nurse
Courteous
Listened to you attentively

Displayed professional knowledge
& skills

Showed care & concern

Understood your concern(s)

Allied Health & Support Services

Excellent

O

OO0 000
OO 000
OO 000
OO 000
OO0 000

O Good
O

Satisfactory

O Poor

O Very Poor

Pharmacy Staff
Courteous
Listened to you attentively

Displayed professional knowledge
& skills

Showed care & concern

Understood your concern(s)

Health Monitoring
Station Staff

Courteous

Attended to you promptly

Facilities

OO0 00O
OO0 00O
OO0 00O
OO0 00O
OO0 00O
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Toilets are clean and well-kept
Common areas are clean

Signs are clear and useful in helping
you find your way

O OO0
O OO
O OO
O OO
O OO0

What is your overall experience?

Slightly  Neither above Slightly Worse
Better than above nor below below than
expected expectation expectation expectation expected
O O O O O

Would you recommend the service of SHP to others who have
the same medical condition as you?

Neither
recommend
Strongly Likely to nor not Unlikely to Will not
recommend recommend recommend recommend recommend
O O O O O

Comments & Suggestions

Please give us your suggestions on how we can improve
our services.




Please tell us a little about yourself

Patient’s Name:

Age Group:

0-16 17-19 20-29 30-39 40-49 50-59 60-64 65 & above
O o O O O O O o > Let us hear
from you.

Gender: O Male O Female

Address:

Telephone:

Date of visit:

Location of Polyclinic:

Your Name (if you are relative/friend):

Patient

Please drop this feedback form in the feedback
box or hand it to any of our staff.
Alternatively, you can also mail it back to us at:
SingHealth Polyclinics

167 Jalan Bukit Merah Connection One (Tower 5)
#15-10 Singapore 150167

http://polyclinic.singhealth.com.sg

PATIENTS. AT THE HEN® RT OF ALL WE DO.
-




