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CANCELLATION/MISSED APPOINTMENT POLICY 
 

 
 
Patient Name: ________________________________________ Date: ________________________________ 
 
 
 
Your appointment time has been set aside for you. This time is unavailable to other patients. Therefore, we 
require at least 24 hours advance notice if you need to cancel your appointment. For all missed appointments 
with less than 24 hour notice, you will be charged a $65.00 cancellation fee.  
 
Appointment reminder calls are a courtesy. Should you not receive a reminder telephone call, it is still your 
responsibility to remember your appointment. 
 
 
 
I _________________________________________________have read and understand the cancellation/missed 
appointment policy. 
 
_____________________________________ 
Patient Signature 
 
 
If patient is a minor, please provide parent or guardian information. 
 
 
Name: _______________________________________ Relationship: _________________________________ 
 
______________________________________ 
Parent/Guardian signature 
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