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No Show and Appointment Cancellation Policy 
 
 

 
Dear Patients:  
 
When an appointment is schedule that time in reserved exclusively for you to 
discuss and manage your healthcare needs. 
 
We understand that on occasion unforeseen circumstances arise and it may be 
necessary to cancel an appointment.  If you know ahead of time that you will be 
unable to keep your appointment, we ask that you give us 24 hours notice, thus 
providing us with adequate time to offer that opening to another patient. 
 
A $25.00 charge will be assessed for no show or failing to give 24 hours notice for 
schedule appointments.  This charge is your responsibility and will have to be paid 
before your next appointment. 
 
I have read and agree to the above: 
 
 
 
____________________  _____________________ ____________ 
Patient's Name   Patient's Signature   Date 
 
 
 
 


