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NO SHOW POLICY

Patient Name:_____________________ DOB:​​​​​​​​​____________________

This letter is to notify you of our policy regarding cancellation and No Show of appointments within a twelve month period.  While we understand that emergencies and unforeseen circumstances do occur, please remember that the time that has been reserved for you may be used for another patient if appropriate notice of cancellation is provided.

Please note the following:

1.) You will be notified each time you miss your appointment. We will document the missed appointment in your record. 

2.) Cancelling an appointment less than 24 hours prior to the scheduled time and/or arriving more than 15 minutes after the scheduled appointment time is considered a “no show”. 

3.) Our office provides appointment reminder calls as a “courtesy only”; it is your responsibility to keep track of your appointments, just in case the office is unable to make contact with you.

4.) If you “no show” for three appointments within a twelve month period, you will be restricted to walk-in appointments for one year.

5.) If you receive a letter restricting you from scheduling future appointments, you may appeal this decision in writing within 30 days of receiving the letter. 

6.) Scheduling restrictions will prevent you from calling in for an appointment.  If you need to be seen, you will need to present at a health center, and you may be seen as a walk-in based on provider availability. 

It is important to keep all appointments because meeting your healthcare needs is our priority!

Patient Signature:_____________________________Date:__________Staff Initials____
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