
COMMENT FORM

Thank you for providing the following feedback. Contact information is not required, but this 
information does help our office in resolving your issue as fast as possible. All contact information is confidential. 
 

WV WIC Clinic Experience 

1	 Clinic Location:____________________________________________________________________________________

2	 On a scale of 1 to 5, with 1 being the worst and 5 being the best, how would you rate your experience at your clinic 
location? (circle one)

    1 			      2 			      3 			          4	   5 
Worst									           Best 

3	 On a scale of 1 to 5, with 1 being the worst and 5 being the best, how would you rate the WIC staff you interacted with 
during your clinic experience? (circle one)

    1 			      2 			      3 			          4	   5 
Worst									           Best 

  
4	 Please list any additional comments about your clinic visit below. Please include all details such as name, dates, etc.

	 ________________________________________________________________________________________________

	 ________________________________________________________________________________________________

	 ________________________________________________________________________________________________
 

WV WIC Vendor Experience 

1	 Store Name and Location:___________________________________________________________________________

2	 On a scale of 1 to 5, with 1 being the worst and 5 being the best, how would you rate your interaction with store staff/or 
cashier at this vendor location? (circle one)

    1 			      2 			      3 			          4	   5 
Worst									           Best 

3	 Please list any additional comments about your shopping experience at this vendor location below. Please include all 
details such as name, dates, etc.

	 ________________________________________________________________________________________________

	 ________________________________________________________________________________________________

	 ________________________________________________________________________________________________
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WEST VIRGINIA



Food/Product Comment Section 

1	 Store Name and Location:____________________________________________________________________________

2	 Select the food package you are currently prescribed. Please check all that apply.

	   Pregnant woman			     Postpartum woman			    Child 2-4

	   Breastfeeding woman			     Formula fed infant			     Not sure

	   Breastfeeding infant			     Child 12-24 months	

3	 If you had an issue with your particular food package or special benefit on your eWIC benefit card, please explain here.

	 _________________________________________________________________________________________________

	 _________________________________________________________________________________________________

	 _________________________________________________________________________________________________

4	 Did you have an issue with a specific food (s) or product (s) at the vendor location listed above? If yes, please list here.  
If no, leave blank.

	 _________________________________________________________________________________________________

	 _________________________________________________________________________________________________

	 _________________________________________________________________________________________________

5	 If you have any other comments or details about this food or product, please leave those here.  

_________________________________________________________________________________________________

	 _________________________________________________________________________________________________

	 _________________________________________________________________________________________________

Contact Information 

Name_______________________________________________________________________________________________

Street  Address________________________________________________________________________________________ 

City/Town_____________________________________ State/Province_________________ ZIP/Postal Code____________

Email address_____________________________________________________Phone number_______________________ 

If you have any other comments or complaints that were not addressed in this survey, please leave them here.

____________________________________________________________________________________________________

____________________________________________________________________________________________________

This institution is an equal opportunity provider. 
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WEST VIRGINIA

Complete form online at:
    dhhr.wv.gov/WIC
    ...select "Forms/Materials" on purple ribbon
    ...select "WIC Comment Form" at bottom of list.

Or ... Mail to:
     Office of Nutrition Services, DHHR
     350 Capitol Street, Room 519
     Charleston, WV   25301 




