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                   FEEDBACK FORM - QUALITY OF SERVICE

IDENTIFICATION 

First name, last  name:  File No.:  
(if applicable) 

Mailing address:  

Email:  

Phone :  Ext.: Cell.:  

SUMMARY

Date of event:    YYYY/MM/DD Attachments:   

What happened? (Please be as specific as possible) : 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Employee's name (where applicable):  

Employee's position :  
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SOLUTION SOUGHT 

 

 

 

 

 

 

DATE  
Your feedback will be processed according to our 
Customer Service Dissatisfaction Policy

YYYYMM/DD 

 
 

                    Once completed, please send this form to our service quality representative 
                 by email at   QualiteDesServices@cdpdj.qc.ca   or by mail to  

360, Saint-Jacques Street, Montréal (Québec) H2Y 1P5 
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