BROKEN APPOINTMENT FORM
Rosehill Dental Center

1338 Rosehill Road

Reynoldsburg, Ohio 43068

Our office values your time and takes great effort to stay on schedule to see you at the time of your scheduled appointment.  We feel our time is just as valuable so we request a 24 hour notice for all canceled appointments. 

We know that sometimes unforeseen situations arise so as a courtesy to our patients we do allow one unexpected cancellation without notice.  After this we will exercise our right to charge for any additional cancellations without a 24 hour prior notice.  
If we do not receive a 24 hour cancellation notice for your scheduled hygiene appointment we will charge a $25.00 cancellation fee.     _____










        Initial
If we do not receive a 24 hour cancellation notice for your scheduled doctor’s appointment we will charge a $50.00 cancellation fee.    _____










        Initial
We will continue to use all efforts to confirm your appointments by phone and also by postcard for your six month hygiene appointments. 

We appreciate your cooperation and understanding.

__________________________________________
_______________

Signature of Patient or Guarantor



Date
____________
______________________________________________


Date



Reason for Missed Appointment

____________
______________________________________________


Date



Reason for Missed Appointment

____________
______________________________________________


Date



Reason for Missed Appointment
