
WHAT IS YOUR O P I N I O N

Your feedback about our services and
care is important to us. We use this
information to assist us in reviewing
and improving our services.

IF YOU HAVE AN URGENT OR
IMPORTANT ISSUE, PLEASE SPEAK TO
THE NURSE UNIT MANAGER OF THE
WARD IMMEDIATELY

You can make comments in the following ways:
1. Ask to speak to the Nurse Unit Manager or

the nurse in-charge of the ward you are on.

2. Write your comments on this form.

3. Request a follow-up telephone call from the
Quality Manager after your discharge.

If you have a serious issue you wish to discuss
with someone other than staff in your ward, you
may ask to speak to the Assistant Director of
Nursing

If you have written comments or would like
follow-up, please fill out the back section on this
brochure. Place it into the envelope provided
and leave it at the nurses station on your ward
or take it to the front desk reception desk on
discharge.
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WHATISYOUR
OPINIONOFOUR
SERVICE?

NAME

CONTACTTELEPHONENo.(Daytime)

HOMEADDRESS

HOSPITALROOMNo.

:

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

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

:

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

:

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

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

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

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

:...................................

Pleasenoteyoumayalsoreceivea
PatientSatisfactionSurveyfromthe

hospitalasthesearemailedoutseveral
timesduringtheyear.Wehopethis
doesnotcauseanyinconvenience

MercyPrivateCampus
159GreySt.EastMelbourneVIC3002

PHONE:99286555

StVincentsPrivateCampus
59-61VictoriaPdeFitzroyVIC3065

PHONE:94117111

StVincents&MercyPrivateHospitalLtd.

YES~Iwouldlikeafollow-uptelephonecall
fromtheQualityManagerafter
dischargefromthehospital

NO~Idonotrequireafollow-uptelephone
call.

Pleasetickthisboxifyouareapatientof
theDepartmentofVeteransAffairs

ThankYou

104036
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WHATISYOUROPINION

Yourfeedbackaboutourservicesand
careisimportanttous.Weusethis
informationtoassistusinreviewing
andimprovingourservices.

IFYOUHAVEANURGENTOR
IMPORTANTISSUE,PLEASESPEAKTO
THENURSEUNITMANAGEROFTHE
WARDIMMEDIATELY

Youcanmakecommentsinthefollowingways:
1.AsktospeaktotheNurseUnitManageror

thenursein-chargeofthewardyouareon.

2.Writeyourcommentsonthisform.

3.Requestafollow-uptelephonecallfromthe
QualityManagerafteryourdischarge.

Ifyouhaveaseriousissueyouwishtodiscuss
withsomeoneotherthanstaffinyourward,you
mayasktospeaktotheAssistantDirectorof
Nursing

Ifyouhavewrittencommentsorwouldlike
follow-up,pleasefilloutthebacksectiononthis
brochure.Placeitintotheenvelopeprovided
andleaveitatthenursesstationonyourward
ortakeittothefrontdeskreceptiondeskon
discharge.
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WHAT IS YOUR
OP IN ION OF OU R
S E R V I C E ?

NAME

CONTACT TELEPHONE No. (Daytime)

HOME ADDRESS

HOSPITAL ROOM No.

:

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

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

:

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

:

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

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

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

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

: ...................................

Please note you may also receive a
Patient Satisfaction Survey from the

hospital as these are mailed out several
times during the year. We hope this
does not cause any inconvenience

Mercy Private Campus
159 Grey St. East Melbourne VIC 3002

PHONE: 9928 6555

St Vincents Private Campus
59-61 Victoria Pde Fitzroy VIC 3065

PHONE: 9411 7111

St Vincents & Mercy Private Hospital Ltd.

YES~ I would like a follow-up telephone call
from the Quality Manager after
discharge from the hospital

NO ~ I do not require a follow-up telephone
call.

Please tick this box if you are a patient of
the Department of Veterans Affairs

Thank You

104036
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