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No Show/Cancellation Policy

We recognize that everyone’s time is valuable; patients and doctors alike.
Failure to appear to a scheduled appointment not only compromises your health, but
inconveniences other patients who may have requested an office visit during your
scheduled appointment time. We also understand that emergencies happen and will
do our best to accommodate you in any way that we can in case of such an emergency.

Cancellations made with less than 24 hours notice* will be documented in
your chart as a missed or canceled appointment. Patients with excessive
cancellations or missed appointments will be required to pay a $75.00 deposit in
order to reschedule hygiene appointments and 100% of their patient portion to
reschedule restorative appointments with the doctor. These deposits can be taken
over the phone upon scheduling and will be applied on your account to use toward
future treatment. A $75.00 fee will only be withheld from your deposit if you cancel or
no show that appointment within 24-hours* of your scheduled appointment.

By signing here, we enter into a relationship of mutual respect for your time and
ours. You are also acknowledging that you have thoroughly read and understand the
no show/cancellation policy.

__________________________________________ ________________________________
Signature Date

*Cancellations the day before will count as a missed/canceled appointment.
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