
Language and Translation Services Quality Feedback Form for 

Local Health and Other Service Providers

Today’s Date: ______________ 

Client Information 

Your Name: ___________________________________________ 

Phone Number:  ___________________________

Email Address: ________________________________________________

LHDD/Service Provider Name: _______________________________________________ 

Program/Office: _______________________________________________

Vendor Information 

Contract Name/Number: ___________________________________________________ 

Vendor Name: ______________________________________________________ 

Date of Service: _______________________ 

How was your experience? _________________________________ 

Please describe your experience with the vendor: 

Please send this completed form to dphhealthequity@ct.gov. 

mailto: dphhealthequity@ct.gov
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