
Clinic Evaluation Feedback Form 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Clinic Name: [Insert Clinic Name] 

Please rate the following services: 

Staff Courtesy: Excellent Good Fair Poor  

 

Wait Time: Excellent Good Fair Poor  

 

Cleanliness: Excellent Good Fair Poor  

 

Overall Experience: Excellent Good Fair Poor  

 

Additional Comments: 

 

 

 


