
Appointment Policy Agreement

Failure to cancel or reschedule appointments appropriately, not only affects the doctor and staff, but also other patients who may have been in need of that time.   Please be respectful of your time and ours.
I, The Client/Patient Agree:

To Be On Time:





_______ initials here

· To receive the doctor’s or NRT practitioner’s services, on time, for every appointment.  I will record my arrival time on the sign-in sheet.

· I understand that reminder call services maybe provided as a courtesy.  However, I understand this is not a guarantee and should I not receive one, I am still responsible for my appointments and any consequences associated with failing to keep or be on time for appointments.

To Give At Least 24 Hours Notice:



_______ initials here
· PHONE the office at 760-632-1134 at least 24 hours in advance of any appointment I need to miss, cancel or reschedule.

To Forfeiture:






_______ initials here
· Of the first appointment missed, canceled, or rescheduled without 24 hours notice there will be a $15 missed appointment fee.
· Of secondary and/or future appointment(s) missed, canceled, or rescheduled without 24 hours notice: There will be a $15 missed appointment fee.  If the session was part of a pre-pay program, that session will be lost, without reimbursement. 

· Of any appointment(s) for which the Client/Patient is more than 15 minutes late. If there is no appointment available for the Client/Patient, there will be a $15 missed appointment fee.  If the session was part of a pre-pay program, that session may be lost, without reimbursement.

I, THE CLIENT/PATIENT have read and understood the above agreement completely and agree to comply fully with collections of any fee that I owe. 

I, THE CLIENT/PATIENT authorize North Coast Wellness Center to charge my credit card on file in order to collect for fees due.  I understand North Coast Wellness Center will send me a notification letter 7 days prior to charging missed appointment fee(s) to my credit card.  

__________________________________

____________________

Printed Name





Date

__________________________________

____________________

Signature





Date
S. Knight Chiropractic, Inc. 


