
 
 
 
 
 
 
 
 

 
 
 

COMMENT CARD 
 

We value your comments and welcome you to let us know about your experience at  
McPherson Hospital. 

 
 

PATIENT NAME: ______________________________________________________ 
 
PHYSICIAN NAME: ____________________________________________________ 
 
COMMENT: __________________________________________________________ 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
 
______________________________               _____________________ 
Signature                                                                         Date 
 
Please mail to: 
 
McPherson Hospital, Inc. 
1000 Hospital Dr. 
McPherson, KS  67460 
 
Attn:  Administration 


