SENECA

HEALTHCARE DISTRICT

Patient Feedback

Full Name: DOB Date

Phone number and/or address for us to follow up:

Email Address:

Service Location: Hospital ER Lab X-ray Clinic Business Office Other

Department or Provider:

Our goal is to provide premium service to our patients, and we truly appreciate your feedback.
Please be as specific as possible when describing your experience—include dates, times, and staff names if
available. Feel free to use the back of this form if you need additional space.

Please turn this completed form into the front desk, or mail to: PO Box 1460, Chester, CA 96020.

THIS SECTION IS FOR STAFF USE ONLY *** (Please use the back to write additional information)

Follow up by: Date:
*Please forward to Compliance Director

Received by: Department DATE:
Phoned In In Person Dropped Off Other

Please note to whom this form is given for follow-up. Please place a copy in the patient complaint form file in

administration.
Name & Department
Followed up by: Department, DATE:
Resolved If further follow up is required. Please list who this is shared with
Needs further follow up for further follow up.

Sent to grievance committee
Name & Department
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