
 

PARENTS’ FEEDBACK 

1. Name of the Parent  : …………………………………………………………………………………… 

2. Address    : ………………………………………………………………………………….. 

………………………………………………………………………………….. 

………………………………………………………………………………….. 

3. Phone Numbers   : ………………………………………………………………………………….. 

4. E-mail ID    : ………………………………………………………………………………….. 

5. Parent of (Wards name)  : ………………………………………………………………………………….. 

6. Faculty    : Medicine  / Dental   (tick) 

7. Department   : ………………………………………………………………………………… 

8. Course of study   : MBBS / MD / MS / BDS / MDS / M.Sc./ Ph.D. (tick) 

9. Year of study   : …………………………………………………………………………………… 

Rating Scale: 1 – 5 with 5 being Extraordinary 

SN Feedback on  Rating 

1 College infrastructure  

2 Teaching learning process  

3 Departmental resources  

4 Helpfulness of faculty  

5 Overall rating of the College  

 

Any Suggestions for improvement 

----------------------------------------------------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------------------------------------------------- 

 

 

 


