PATIENT FEEDBACK FORM - 1



	Name: 
	

	Date of Birth:

	Full address (incl. postcode):





	Telephone number:

	Current symptoms:



  











	Number of days since symptoms began:


	Results of corona test (if taken): 


Consent statement

Please tick the boxes below to confirm information and show informed consent: 

☐  	I confirm that I am consenting to take this Ayurvedic medicine having read the information provided regarding the ingredients and how it works  

☐  	I confirm that I agree to the use of the information I provide for the clinic’s research and development, excluding my name and any personal contact details identifying me. 
 
(You may type your name in signature box) 

	Signature:
	



	Date:
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