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Patient Name: M S . X; S

Would you like your name or initials be used with your testimonial? fEn A’\a,\b

Thank you for submitting your story!

What treatment did you have?
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Please tell us about your past or current experience with us:
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What would you say to a friend or a family member who is curious about James H. Jang DDS PLLC? (M
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Feel free to use the back of this form for more writing space. We sincerely thank you for taking the time to share your
experience with James H. Jang DDS PLLC. We value your feedback and hope to improve the quality of our services to

you in the future.
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