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PATIENT EXPERIENCE FORM

We would be glad if you can share your experience of using B-Cure laser device.
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Would you retommend Low Level Laser Therapy for others with similar pain conditions?
- " Yes / No.

If No, why?

Consent for Use:

a) Would you be willing to allow us to use your testimonial in marketing materials
(website, brochures, social media, etc.)? Yes/ No
b) Do you consent to using your name and/or photo alongside your testimonial? Yes/No

(Patient’s Signature)
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