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VALLEY UROLOGIC ASSOCIATES


Patient Registration Form


Patient Information
Last Name First Name MI DOB Age Sex Marital Status


Street Address Social Security Number


City State ZIP Home Phone Work Phone Cell Phone


Email Address Occupation


Employer Name Race Ethnicity Preferred Language


Primary Care Doctor Phone Number


Street Address City State ZIP FAX


Responsible Party
Name Relationship Date of Birth


Street Address Social Security Number


City State ZIP Home Phone Work Phone Cell Phone


Employer Name Street Address City State ZIP Phone Number


Emergency Contact
Name Relationship to Patient Home Phone Cell Phone


Emergency Contact Email Address Other Contact Information


Primary Insurance
Name ID/Policy Number Group Number


Address Insurance Effective Date Copay Amount


City State ZIP Phone Number Policy Holder DOB


Secondary Insurance
Name ID/Policy Number Group Number


Address Insurance Effective Date Copay Amount


City State ZIP Phone Number Policy Holder DOB


Signature Date


I hereby authorize the release of any information required in the course of my assessment or treatment.  I hereby authorize payment of medical benefits directly 
to ACHO, PLC VUA Division d.b.a. Valley Urologic Associates.  I do understand that I am financially responsible for non-covered services, and I am fully 
responsible should insurance coverage not exist.  Further, I understand that I am responsible for all charges incurred in the collection of this account and will 
pay all fees involved should this account be placed with a collection service. 








We may use and share your information as we: 


 Treat you


 Run our organization


 Bill for your services


 Help with public health and safety issues


 Do research


  Comply with the law


 Respond to organ and tissue donation requests


 Work with a medical examiner or funeral director


  Address workers’ compensation, law enforcement,  
and other government requests


  Respond to lawsuits and legal actions


See pages 3 and 4 


for more information  


on these uses and 


disclosures


You have the right to: 


Get a copy of your paper or electronic medical record


Correct your paper or electronic medical record


Request confidential communication


Ask us to limit the information we share


Get a list of those with whom we’ve shared  
your information


Get a copy of this privacy notice


Choose someone to act for you


File a complaint if you believe your privacy  
rights have been violated


See page 2 for 


more information on 


these rights and how 


to exercise them


Our  
Uses and  


Disclosures


Your  
Rights


See page 3 for 


more information on 


these choices and  


how to exercise them


You have some choices in the way that we  
use and share information as we: 


Tell family and friends about your condition


Provide disaster relief


Include you in a hospital directory


Provide mental health care


Market our services and sell your information


Raise funds


This notice describes how medical information about 
you may be used and disclosed and how you can get 
access to this information. Please review it carefully.


Your Information.  
Your Rights.
Our Responsibilities.


Your 
Choices







When it comes to your health information, you have certain rights.  


This section explains your rights and some of our responsibilities to help you.


Your  
Rights


Get an electronic or 
paper copy of your 
medical record 


 You can ask to see or get an electronic or paper copy of your medical record and 
other health information we have about you. Ask us how to do this. 


 We will provide a copy or a summary of your health information, usually within 30 
days of your request. We may charge a reasonable, cost-based fee.


Ask us to correct 
your medical record


 You can ask us to correct health information about you that you think is incorrect  
or incomplete. Ask us how to do this.


 We may say “no” to your request, but we’ll tell you why in writing within 60 days.


Request confidential 
communications


 You can ask us to contact you in a specific way (for example, home or office phone) 
or to send mail to a different address. 


 We will say “yes” to all reasonable requests.


Ask us to limit what 
we use or share


 You can ask us not to use or share certain health information for treatment, 
payment, or our operations. We are not required to agree to your request, and we 
may say “no” if it would affect your care.


 If you pay for a service or health care item out-of-pocket in full, you can ask us not to 
share that information for the purpose of payment or our operations with your health 
insurer. We will say “yes” unless a law requires us to share that information.


Get a list of those 
with whom we’ve 
shared information


 You can ask for a list (accounting) of the times we’ve shared your health information 
for six years prior to the date you ask, who we shared it with, and why.


 We will include all the disclosures except for those about treatment, payment, and 
health care operations, and certain other disclosures (such as any you asked us to 
make). We’ll provide one accounting a year for free but will charge a reasonable, 


Get a copy of this 
privacy notice


 You can ask for a paper copy of this notice at any time, even if you have agreed to 
receive the notice electronically. We will provide you with a paper copy promptly.


Choose someone  
to act for you


 If you have given someone medical power of attorney or if someone is your legal 
guardian, that person can exercise your rights and make choices about your health 
information.


 We will make sure the person has this authority and can act for you before we take 
any action.


File a complaint if 
you feel your rights  
are violated


 You can complain if you feel we have violated your rights by contacting us using the 


 You can file a complaint with the U.S. Department of Health and Human Services 


www.hhs.gov/ocr/
privacy/hipaa/complaints/.


 We will not retaliate against you for filing a complaint.







In these cases, you have 
both the right and choice 
to tell us to:


Share information with your family, close friends, or others involved in your care


Share information in a disaster relief situation


Include your information in a hospital directory


If you are not able to tell us your preference, for example if you are unconscious, 
we may go ahead and share your information if we believe it is in your best interest. 
We may also share your information when needed to lessen a serious and imminent 
threat to health or safety.


In these cases we never 
share your information 
unless you give us  
written permission:


Marketing purposes


Sale of your information


Most sharing of psychotherapy notes


In the case of fundraising: We may contact you for fundraising efforts, but you can tell us not to  
contact you again.


For certain health information, you can tell us your choices about what 
we share. If you have a clear preference for how we share your information in the 
situations described below, talk to us. Tell us what you want us to do, and we will follow 
your instructions. 


Your 
Choices


Treat you  We can use your health information and 
share it with other professionals who are 
treating you. 


Example: A doctor treating you for an 
injury asks another doctor about your 
overall health condition.


Run our 
organization


 We can use and share your health 
information to run our practice, improve 
your care, and contact you when necessary.


Example: We use health information 
about you to manage your treatment and 
services. 


Bill for your 
services


 We can use and share your health 
information to bill and get payment from 
health plans or other entities. 


Example: We give information about you 
to your health insurance plan so it will pay 
for your services. 


How do we typically use or share your health information?  


We typically use or share your health information in the following ways.


Our 
Uses and


Disclosures


continued on next page







Help with public health  
and safety issues


 We can share health information about you for certain situations such as: 


 Preventing disease


 Helping with product recalls


 Reporting adverse reactions to medications


 Reporting suspected abuse, neglect, or domestic violence


 Preventing or reducing a serious threat to anyone’s health or safety


Do research  We can use or share your information for health research. 


Comply with the law  We will share information about you if state or federal laws require it, 
including with the Department of Health and Human Services if it wants to 
see that we’re complying with federal privacy law.


Respond to organ and  
tissue donation requests


  We can share health information about you with organ procurement 
organizations. 


Work with a medical 
examiner or funeral director


  We can share health information with a coroner, medical examiner, or funeral 
director when an individual dies.


Address workers’ 
compensation, law 
enforcement, and other 
government requests


 We can use or share health information about you:


 For workers’ compensation claims


 For law enforcement purposes or with a law enforcement official


 With health oversight agencies for activities authorized by law


 For special government functions such as military, national security, and 
presidential protective services


Respond to lawsuits and 
legal actions


  We can share health information about you in response to a court or 
administrative order, or in response to a subpoena.


How else can we use or share your health information? We are allowed or required to share your 
information in other ways – usually in ways that contribute to the public good, such as public health and research. 
We have to meet many conditions in the law before we can share your information for these purposes. For more 
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.







Our Responsibilities


  We are required by law to maintain the privacy and security of your protected health information. 


   We will let you know promptly if a breach occurs that may have compromised the privacy or security  
of your information.


   We must follow the duties and privacy practices described in this notice and give you a copy of it. 


   We will not use or share your information other than as described here unless you tell us we can in 
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you 
change your mind. 


For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.


Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. 
The new notice will be available upon request, in our office, and on our web site.


This Notice of Privacy Practices applies to the following organizations.







Arizona Center for Hematology and Oncology, PLC 


ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICESACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICESACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICESACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES    
 


Acknowledgement of Receipt of Notice of Privacy Practices 


This form does not constitute legal advice and covers only federal, not state, law. 


Revised: 12-15-2013 


Please contact the ACHO Privacy/Compliance Officer with questions or concerns. 623-773-2873 or kcarleton@arizonaccc.com 


 


This Acknowledgment of Receipt of Notice of Privacy Practices applies to, but may not be limited to the following ACHO entities & services: 


       Academic Urology & Urogynecology of AZ 


   Arizona Cancer Specialists 


   Arizona Center for Cancer Care  


   Desert Springs Cancer Care  


 


Diagnostic Radiology 


Jamie Kapner, MD 


Northwest Urology 


Pinnacle Oncology Hematology 


 


 Scottsdale Cancer Center 


Scottsdale Urologic Surgeons 


Sun Valley Urology 


Valley Urologic Associates 


Notice to Patient: 


We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use and/or disclose your health information. 


Please sign this form to acknowledge receipt of the Notice of Privacy Practices. You may refuse to sign this acknowledgement, if you wish. Thank you. 


 


I ACKNOWLEDGE THAT I HAVE RECEIVED A COPY OF I ACKNOWLEDGE THAT I HAVE RECEIVED A COPY OF I ACKNOWLEDGE THAT I HAVE RECEIVED A COPY OF I ACKNOWLEDGE THAT I HAVE RECEIVED A COPY OF     


ARIZONA CENTER FOR HEMATOARIZONA CENTER FOR HEMATOARIZONA CENTER FOR HEMATOARIZONA CENTER FOR HEMATOLOGY AND ONCOLOGY’S LOGY AND ONCOLOGY’S LOGY AND ONCOLOGY’S LOGY AND ONCOLOGY’S     


NOTICE OF PRIVACY PRACTICES.NOTICE OF PRIVACY PRACTICES.NOTICE OF PRIVACY PRACTICES.NOTICE OF PRIVACY PRACTICES.    


    


    


_____________________________________________________________ 


Please Print Your Name HerePlease Print Your Name HerePlease Print Your Name HerePlease Print Your Name Here    


 


_____________________________________________________________ 


SignatureSignatureSignatureSignature    


 


____________________________ 


DateDateDateDate    
 


FOR OFFICE USE ONLYFOR OFFICE USE ONLYFOR OFFICE USE ONLYFOR OFFICE USE ONLY    


We have made every effort to obtain written acknowledgment of receipt of our Notice of Privacy Practices from this patient but it could not be obtained 


because:  


�  The patient refused to sign.  


�  Due to an emergency situation it was not possible to obtain an acknowledgement.  


�  We weren’t able to communicate with the patient.  


�  Other (Please provide specific details) ___________________________________ 


 


____________________________________________________ 


Employee Name (please print your name here) 


____________________________________________________ 


Employee Signature 


____________________________________________________ 


Date 


 








 
Request for Confidential Communication 


 
 
 
Patient Name: _______________________________________ 
 
Date of Birth: ___________________________ 
 
 
I give my permission to Valley Urologic Associates to leave a detailed voice 
message in the event that communication needs to take place with me. 
 
 
   YES 
 
   NO 
 
 
If the answer is yes, Please give the phone number that the detailed voice 
message can be left. 
 
 
Phone Number: ____________________________________ 
 
 
 
 
 
_______________________________________ ___________________ 
Patient or legally authorized individual Signature               Date 
  








Valley Urologic Associates History and Physical Form Page 1 
 
Patient Name ____________________ DOB ________________    AGE _______ DATE _____________ 
   
PHYSICIAN SIGNATURE ___________________________ 


 NEW PATIENT HISTORY AND PHYSICAL FORM
Date: _______________________________________ 
Name_______________________________________ 
Date of Birth: ____________________Age _________ 
Primary care Pediatrician: _______________________ 
 


 
Past Medical and Surgical History (Please fill out completely) 
 
Does your child have any known drug allergies:     No Known Drug Allergies 
 


  Amoxicillin   Sulfa    Keflex/Cefazolin   Tylenol #3  Ditropan/Oxybutinin   Nitrofurantoin 
 
Other Allergies:  __________________________________________________________________________ 
 
Please detail the child’s prenatal history:  
 
How many pregnancies : _______  Live births: ________  Child’s birth weight: ______  Born at ______ weeks 
 
Problems During Pregnancy  (Mother):    None 
 


 Gestational Diabetes  High Blood Pressure   Preeclampsia  Maternal hydronephrosis  
 Seizures  Pyelonephritis  Hyperthyroidism     Drug abuse    


 
Please list any medical problems that have been treated for your child:      None 
 


 Seizures  ADD/Hyperactivity    Diabetes  Pneumonia/CF  Asthma 
 Gastric Reflux  High blood pressure   Congenital Heart Disease     Adrenal problems    UTIs 
 UPJ obstruction  Vesicoureteral Reflux    Undescended Testes  Hypospadias  Hepatitis 
 Failure to Thrive  Prenatal hydronephrosis   Spina Bifida   Cancer (Type _________________)   


 
 
 
 
 
Please list all the child’s past surgeries :     None 
 


 Appendectomy   Tonsillectomy    Ear Tubes   Hypospadias Repair 
 Circumcision   UPJ Repair   Hernia Location ________   Spinal Surgery 
 Kidney  R   L    Testis Torsion  R  L   Cleft Lip/Palate   Cranial Surgery  
 Orthopedic    Bowel resection   Open Heart Defect Repair   Urologic Reconstruction 


 
 
 
 
 
Please list all of your child’s current medications: (include name, dosage, and how many times a day)  None 
 
 
 
 
 
 







Valley Urologic Associates History and Physical Form Page 2 
 
Patient Name ____________________ DOB ________________    AGE _______ DATE _____________ 
   
PHYSICIAN SIGNATURE ___________________________ 


 
NEW PATIENT HISTORY AND PHYSICAL FORM  
 
Please detail your child’s social history: 
 
Child lives:    At Home    Foster Home   Facility __________________________________________ 
 
Child lives with:    Father       Mother     Guardian/Relative     Siblings/ How many __________ 
 
Child attends school:    Yes     No   What time home from school ______________ 
 
Any Family Medical Problems: ________________________________________________________________________________ 
 
Please detail your family history: (any disease that your parents, grandparents, or siblings have had) 
 


  Vesicoureteral Reflux    UPJ Obstruction    Congenital Heart Disease    Hypospadias 
 
 
Review of systems (please check any new symptoms that you have recently had) 
 
 
Genitourinary 


Urinary Tract Infections    With Fever 
Pain with urination 
Blood in the urine 
Toilet Trained  
Urination at night ; No. _______ of times 
Bedwetting 
Incontinence of urine during the day 


 
Constitutional 


Fever 
Chills 
Headaches 


 
Integumetary 


Frequent rashes 
Boils 
Persistent itch 


 
Gastrointestinal 


Diarrhea 
Nausea/Vomiting 
Constipation 


 


 
Musculoskeletal 


Back pain/surgery 
Muscle disorder 
Joint disorder 


 
Sight/Sound 


Blurred vision/glasses 
Glaucoma 
Loss of hearing 


 
Pulmonary 


Wheezing 
Frequent Cough 
Shortness of breath 


 
Endocrine 


Excessive Thirst 
Hot/Cold 
Excessive urination 


 
Ear/Nose/Throat 


Ear infections 
Sinus infections 
Difficulty Swallowing 


 
Circulatory 


Chest pain 
Turning Blue 
Palpitations 


 
Neurological 


Learning Problems 
Seizures 
Falling a lot 


 
Hematologic/Lymphatic 


Swollen Lymph glands 
Bleeding disorder 
Immune disorder (HIV) 


 
 


 
 







Valley Urologic Associates History and Physical Form Page 3 
 
Patient Name ____________________ DOB ________________    AGE _______ DATE _____________ 
   
PHYSICIAN SIGNATURE ___________________________ 


FOR PHYSICIAN USE ONLY  
 
Chief Complaint:  
 
HPI:   
 
  
 
  
 
  
 
  
 
  
 
  
 
PHYSICAL EXAM 
 
VITALS:   HR _____    TEMP _______  RR ________  BP ________     GENERAL: _______________________________________ 
 
PSYCHIATRIC:    Normal Orientation     Normal Mood    Other     
 
HEAD:  Atraumatic     Normocephalic     EYES:  PERRLA     Other      
 
NECK:    Symmetric      Thyromegaly    Other   
 
LYMPHATIC:  Lyphadenopathy -   Supraclavicular N        Inguinal  N   Neck N    Other   
 
CHEST::    Symmetric         CTA bilaterally       Other      
 
CORONARY:    Regular Rate      Regular Rhythm    Other    
 
EXTREMITIES:  Cyanosis N       Edema  N    Other    
 
ABDOMEN:  Soft         Non-Tender    Other  
 
NEUROLOGICAL:  Grossly Non Focal          Spina Bifida L/S Cutaneous Lesion   
 
GENITOURINARY MALE:  TANNER STAGE   I      II     II-III     III     III-IV     IV-V     V 
 
Penis:   Phimosis     Circumcised   Adhesions Stretched Penile Length _____    Girth ____   Webbed     Buried 
 
Hypospadias _________   Chordee      Epispadias Urethral Meatus Patent Y   N     
 
Testes: Descended R   L      Masses R   L    Retractile  R    L      Scrotum Development   Right   Left 
 
Epididymis: Masses R  L    ____________      Varicoceles:  R  Grade: ____   L  Grade _____     
 
 
GENITOURINARY FEMALE:  TANNER STAGE     I      II     II-III     III     III-IV     IV-V     V 
 
External Genitalia  Female          Urethal Meatus Patent            Prolapsed    Other   
 
Vestibule:   Discharge   Hymen:  Imperforate          Introitus: ______________________________________________________   
 
Vaginal: Mass      Bleeding      Adhesions    Other    
 
 
 
 
 







Valley Urologic Associates History and Physical Form Page 4 
 
Patient Name ____________________ DOB ________________    AGE _______ DATE _____________ 
   
PHYSICIAN SIGNATURE ___________________________ 


FOR PHYSICIAN USE ONLY – PREVIOUS LABS/ IMAGING  
 
LABS: IMAGING: 
 
 
 
 
FOR PHYSICIAN USE ONLY – DIAGNOSIS   
 
Primary Diagnosis :    Quarternary Diagnosis:   
 
Secondary Diagnosis:    Pentanary Diagnosis:   
 
Tertiary Diagnosis:    Sextanary Diagnosis:   
 
 
FOR PHYSICIAN USE ONLY – ORDERS   
 


 BMP  MRI Lumbosacral Spine  Office U/S 


 CBC  VCUG  Urodynamics Studies 


 PT/ INR  KUB  Voiding Diary 


 Urinalysis and Culture  Renal Ultrasound  Timed Voiding Program  


 STD Urine GC/Chlamydia PCR  Scrotal Ultrasound  Neurosurgery Consultation 


  Nuclear DMSA Renal scan  Pediatric Surgery Consultation 


  Nuclear MAG 3 Renal Scan w/ Lasix  Pediatric Nephrology Consultation 


  CT scan without contrast  Other   


  CT scan without and with contrast  Other   


 
 
FOR PHYSICIAN USE ONLY – NOTES   
 
    


    


    


    


    


    


    


    


    


    


    


    


    


    


   








 
  
A Division of ACHO, PLC 


 


Valley Urologic Associates Welcomes You 
Valley Urologic Associates, with urologists in Glendale at Arrowhead, Goodyear at West 
Valley, Phoenix at Paradise Valley, and in Buckeye, is the iconic urology practice of 
Shawn D. Blick MD, Jonathan Agins MD, Vi N. Hua MD, Rahul Thaly MD, Lynn W. Blunt, 
Jr. MD, Lipika McCauley MD, urologic oncologist Torre H. Rhoades MD and pediatric 
urologist Ben O. Donovan MD. Our urologists combine extensive experience and the 
latest technological advances in addressing urological concerns. Our urologists and staff 
partner with patients in the treatment of adult and pediatric urologic disease. We strive 
to offer treatment that is state of the art with compassion and sensitivity. Our urologists 
are trained at the World's foremost institutions and are adept in all areas of urology, 
including Fellowship Trained specialization to address specific areas of urology such as 
da Vinci robotic surgery, urologic oncology, and pediatric urology.  
 
To learn more about our practice, visit http://www.valleyurologicassociates.com 


 


Our locations 


 


West Valley Location 
13555 W. McDowell Road  
Suite 304  
Goodyear, AZ 85395 
Hours: M-F 8AM to 5PM  
Closed 12PM- 1 PM  
Get Directions  


Physicians who practice here: 
Dr. Shawn D. Blick, M.D. 
Dr. Vi N. Hua, M.D. 
Dr. Lynn W. Blunt, M.D. 
Dr. Rahul K. Thaly, M.D. 
Dr. Ben O. Donovan, M.D.  


  


Arrowhead Location 
18699 N. 67th Avenue 
Suite 230  
Glendale, AZ 85308 
Hours: M-F 8AM to 5PM  
9AM - 12PM on Certain Saturdays  
Closed 12PM- 1PM  
Get Directions 


Physicians who practice here: 
Dr. Jonathan Agins, M.D. 
Dr. Vi N. Hua, M.D. 
Dr. Ben O. Donovan, M.D.  
Dr. Lipika M. McCauley, M.D. 
Dr. Torre H. Rhoades, M.D. 


  
 







 


 


 


Paradise Valley Location 
3815 E. Bell Road 
Suite 3600 
Phoenix, AZ 85032  
Hours: M-F 8AM to 5PM  
Closed 12PM- 1PM  
Get Directions 


Physicians who practice here: 
Dr. Shawn D. Blick, M.D. 
Dr. Jonathan Agins, M.D. 
Dr. Lipika M. McCauley, M.D. 
Dr. Torre H. Rhoades, M.D. 


 


  
 
Buckeye Location 


 
525 South Watson Road, 
Suite 205 
Buckeye, AZ 85326 
Hours: Thursday 12 to 5PM  
Get Directions 


Physicians who practice here: 
Dr. Lynn W. Blunt, M.D. 
Dr. Rahul K. Thaly, M.D. 


 


Our Forms 
What you find below are the registration forms to assist us in providing accurate information to you and facilitate 


your healthcare.  PLEASE DO NOT PRINT THEM DOUBLE SIDED as they will have to be scanned. 


 


What to bring to your visit 
We also require, if possible, items below to facilitate your healthcare in the most efficient manner: 


1. Insurance ID card 


2. Primary Care Doctor Name, Address, Phone number (if you have one) 


3. Emergency Contact Information 


4. Living Will and Medical Power of Attorney (If you have one) 


5. A List of your medications and Allergies (Very Important) 


6. Any prior medical records or the names and address, or phone numbers of prior urologists seen 
 








 
Financial and No-Show Policy 


 
Thank you for choosing Valley Urologic Associates as your healthcare provider. On your initial visit, the 
doctor’s consultation fee ranges from $177.00 to $443.00. This fee does not include any laboratory, 
procedure, medication, medical supply or x-ray fees. At the initial visit, the patient is responsible for co-
payment/coinsurance amount plus any deductible. If our office cannot verify insurance benefits, payment 
in full is due when you check-in for your appointment.  
 
If your insurance carrier sends payment directly to you, payment in full is due at each visit. Should an 
overpayment occur on the deductible or percentage amounts charged, a refund will be given. 
 
If you are waiting for coverage to become effective or have no insurance, payment in full will be expected 
the day you are seen. For your convenience, we accept VISA, MasterCard, American Express, Discover 
Card, Cash or Check. 
 
Delinquent accounts will be subject to the following action. Accounts past due 90 days or more will 
be subject to collections. All fees, including, but not limited to collection fees, attorney fees, and 
court fees incurred shall become your responsibility, in addition to the balance due to this office. 
 
We require that an adult (parent or legal guardian) accompany a minor patient. The adult accompanying 
the minor patient is required to pay in accordance with our policies. We do not accept third party 
assignments nor do we recognize or enforce the terms of divorce decrees. 
 
There is a $25.00 service fee on all returned checks. NSF checks must be redeemed with certified funds 
– cashier’s check, money order, certified check or cash. 
 
 
Cancellations of Appointments/No Show 
When you do not show up for a scheduled appointment, it creates an unused appointment slot that could 
have been used for another patient. It is very important that you call within 24 hours in advance to cancel 
your appointment.  


• If for any reason you need to cancel an appointment, please notify our office as soon as possible.  
• On your second no-show occurrence, there may be a $50.00 charge to your account. 
• After three consecutive no-show occurrences, the practice may elect to terminate our relationship 


with you. 
 
 
I have read and understand the Financial and No-Show Policy and agree to abide by the terms of the 
policy. 
 
 
 
Signed: __________________________________________   Date: _____________________ 







