PATIENT QUESTIONNAIRE FOR TESTIMONIALS ABOUT DR. JONATHAN GOODMAN, ND

Thank you so much for your testimonial.  When you have finished, please email this back to drgoodmannd@gmail.com , fax to 860-584-5748, or put yourself and me at the mercy of the USPS.
1. How do you feel about your visit (s) with Dr. Goodman?  How does this compare with visits to 
other Drs, either Naturopathic or Allopathic (MD)
2. What problems were you experiencing before you came in? How were these resolved? How do you now feel about your health?
3. How affordable are our services? How does this compare with other offices you've visited?
4. Do you have any other comments about your care, your journey to better health or our office?
I give permission to use my comments above for promotional purposes, including Dr. Goodman’s website and social media (Facebook, Twitter, Google+)  I understand only my first name and last initial will appear. The text I submit may be edited to suit the space requirements for publication
Printed Name:  ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_______________________________
Signature: ______________________________

Date:           _______________________________

Thank you!
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