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Proposed Relocation of Our Orthodontic Practice
 

We are planning to relocate our orthodontic practice to a new premises directly across the road from our current location.

The clinical team, orthodontic services, and treatment plans will remain the same, and your care will continue as normal.

The new practice will include improved facilities such as:

✅	Wheelchair access

✅	Spacious reception area (not shared with another practice)

✅	Dedicated X-ray room

✅	Wheelchair accessible WC

✅	Wheelchair accessible ground floor surgery

✅	Dedicated decontamination room

✅	Second surgery upstairs

✅	Air-conditioned treatment rooms

We would be grateful if you could provide feedback to help us understand any potential concerns regarding the move.

This survey is anonymous and will take less than 2 minutes to complete.
Proposed Relocation of Our Orthodontic Practice


1. Were you aware that the practice is proposing to move to a new premises directly across the road?

☐	Yes
☐	No

2. Do you have any concerns about the proposed relocation?

☐ 	No concerns
☐	Minor concerns
☐	Significant concerns
If yes, please tell us your concerns: …………………………………………………………………………………………………...
…………………………………………………………………………………………………...
3. Would the new location (directly across the road from the current practice) affect your ability to attend appointments?

☐	No impact
☐	Slight impact
☐	Significant impact

If it may affect you, please explain: ……………………………………………………………………………………………………...
……………………………………………………………………………………………………...
4. Which of the following improvements do you feel are important?

(Select all that apply)

☐	Wheelchair accessible entrance and facilities
☐	 Larger reception area
☐	 Dedicated X-ray room
☐	 Improved infection control facilities
☐	 Air-conditioned treatment rooms
☐	 Additional surgery to support appointment availability

5. Do you feel reassured that your treatment will continue with the same orthodontic team?

☐	 Yes
☐	 No
☐	 Not sure

6. Overall, how do you feel about the proposed move?

☐	 Supportive
☐	 Neutral
☐	 Unsure
☐	 Not supportive

7. Do you have any additional comments or suggestions?

……………………………………………………………………………………………………...
……………………………………………………………………………………………………...
……………………………………………………………………………………………………...

Thank you for your feedback.

Your responses will help us ensure the relocation continues to meet the needs of our patients.

If you are completing this form online please email the completed form to:

beaconsfield02@gmail.com
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