
 
 

 

APPOINTMENT CANCELLATION POLICY 

 

I acknowledge my appointment for __________________ must be held with a valid 

credit card. Cancellation or change of appointment must be made 24 hours in 

advance. We reserve the right to charge $150.00 for any missed appointments.  

 

 

 

Issuing Bank _______________________________________ 

  

Name on Card ______________________________________ 

 

Card Number __________________________________ CVV Code _______ 

 

Expiration __________________________ 

 

Billing Zip Code _____________________ 

 

Print Patient Name __________________________________ 

 

 

 

Patient Signature ____________________________________ Date ___________ 


