Missed Appointment Policy

By signing below I understand that a doctor, patient relationship takes both parties to work together to be efficient.  I understand that it is necessary to keep all scheduled appointments.  In the event that I cannot keep an appointment I understand it is necessary to call and cancel.  I also understand that I will not be offered a reschedule appointment until the following day.  After three missed appointments, with out proper cancellation I understand that the doctor could dismiss me, or my child from the practice. 

Signature: ______________________________________________________________

Relationship to patient: ___________________________________________________

Date: __________________________________________________________________

