Patient Suggestions And Feedback Form
Holmes Chapel Health Centre 


Patient’s Full Name:                                                         

 Date of Birth:                                      
Address:                                                                                                                                                                    

                                                                                          
Telephone:                                       
Detail your suggestions and or feedback on the lines below:
.........................................................................................................................................................
.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................
……………………………………………………………………………………………………………………………………………………
Print name 
________________________________________________ 
Signed 

________________________________ 


Date 

________________
Please return completed forms to Megan Hayward, Patient Experience Lead, Holmes Chapel Health Centre, London Road, Holmes Chapel, CW4 7BB.
megan.hayward5@nhs.net 
