



INFORMATION FORM FOR LAUNDRY CONSULTANCY
HEALTHCARE
Please fullfil below information which helps us to assist you more:
	TYPE OF HEALTHCARE:
	☐
	Polyclinic hospital
	☐
	Specialized hospital
	☐
	Clinic
	☐
	Others: ………………


	Number of beds: ………………………beds
	Occupancy: ……………days
	Ratio: ………………%


	Number of operating rooms: ………………………room(s)
	Occupancy: ……………days
	Ratio: ………………%


	Bed size: ……………m x ……………m
	Bedsheet changing frequency: ……………….…… /day


	Number of doctors and staff: ……………………………… persons
	Laundry working: ………………… hour/day

	☐
	WET CLEANING:
	☐
	Uniform
	☐
	Linen (i.g. bedsheet, towel, …)
	☐
	Others: …………………………………


	☐
	DRY CLEANING:
	☐
	Uniform
	☐
	Others: …………………………………


	Heating by:
	☐
	Electricity
	☐
	Steam
	☐
	Gas 


	Having hotwater source for washing
	☐
	Yes
	☐
	No


	Laundry facility area ………………… m2
	Location: ……………………………………


	OTHER REMARKS:





