
 Fòmilè Fidbak Kliyan 
  

Eskane kòd pou  
fòm sou enténét 

Dat Jodi a: ___________________ 

Mwen se yon Kliyan _____ Fanmi/Zanmi yon kliyan _____ Manm Anplwaye yo _____ Lòt: ____________________ 

Zòn de Sèvis (Klinik/Depatman):___________________________________________________________________ 

Tanpri ba nou sijesyon ou, konpliman, oswa plent ou a: 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

Ki jan ou ta rekòmande pou nou reponn? 

_____________________________________________________________________________________________ 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

Èske gen yon manm pèsonèl espesifik ki te ede ou? 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

_______________________________________ 

Depatman Sante Florida pran fidbak ou oserye. Objektif nou se bay ou bon jan sèvis kliyan. Nou revize tout 

konpliman ak plent ou yo. Si ou ta renmen yo kontakte w pou diskite sou fidbak ou tanpri ba nou enfòmasyon kontak ou anba a. 

Non: ____________________________________       Telefòn/Imel: ______________________________________ 

voye pa lapòs: Quality Improvement Department, 1290 Golfview Ave, Bartow, FL 33830 
 

For Supervisor/Employee only 
 
Supervisor’s Name: _____________________________________   Date: _____________   Date confirmed with client: _____________ 

Resolution taken: 

__________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Resolved Date: _____________ 

Incident Report necessary? (See SOP for guidelines) _____ Yes _____ No 

Give completed form to your supervisor. Once resolved Please email completed form to 
Fatema.Elqreish@FLHealth.gov. 

Confidentiality Notice: This telecopy transmission contains confidential information belonging to the sender that is legally privileged. This information is intended 
only for the use of the individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other 
party. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or action taken 
in reliance on the contents of this document is strictly prohibited. If you have received this telecopy in error, please notify the sender immediately to arrange for 
the return of this document. 

 


