










 

 

 

Cancellation and No-Show Policy 

Office Hours are by appointment and we do value your time.  This is a private practice and not a dental 

“clinic”.  Appointment time is reserved for you alone.  Where appropriate, we prefer to schedule longer 

appointments so we can complete as much dental treatment as possible during one appointment.  We feel 

this type of scheduling will cause minimal disruption to your daily schedule and will provide efficiency in 

completing you dental care.  When you make an appointment please be sure that you will be able to keep 

it.  Morning appointments are best for more complicated or extended procedures. 

Emergency and unforeseen patient treatment problems may arise causing scheduling changes.  

Emergencies are expected and seem to come at the most inconvenient times.  If you have a dental 

emergency that need immediate attention, we will always offer to see you at once.  We expect that other 

patients may be slightly inconvenienced by this but, they will understand that this is an emergency 

situation.  At some point, they may need the same courtesy too! 

We understand that scheduling conflicts may arise prohibiting you from keeping your appointment.  If 

you cannot make your scheduled appointment please notify the office as soon as possible.   We do not 

take cancellations after hours with messages left on the answering machine.  There will be a charge of 

$50.00 for a broken appointment or cancellation with less than 24 hour notice to the office. 

All appointments must be confirmed at least 24 hours before your appointment.  We confirm through 

phone, email and text alerts.  Failure to confirm your appointment may result in you losing your 

appointment time. 

If you have any questions about our appointment cancellation and no-show policy please feel free to ask 

us. 

I understand the above mentioned policy. 

Print Name:____________________________________ 

Signature:______________________________________ 

Date:___/___/___ 



 
 

 
 

 
 

COVID Patient Screening Form 
 
Patient Name:_________________________________    Birthdate_________________________ 
 
 
Do you have a fever or have you felt hot or feverish recently (14-21 days)?       Yes  No 
 
Are you having shortness of breath or other difficulties breathing?                      Yes  No 
 
 Do you have a cough?                   Yes  No 
 
Any other flu-like symptoms, such as gastrointestinal upset, headache or fatigue?   Yes   No 
 
 Have you experienced recent loss of taste or smell?       Yes  No 
 
 Are you in contact with any confirmed COVID-19 positive patients?    Yes  No  
Patients who are well but who have a sick family member at home  with COVID-
19 should consider postponing elective treatment. 
 
 Are you over the age of 60?          Yes  No 
 
 Do you have heart disease, lung disease, kidney disease, diabetes or any auto-immune    Yes  No 
disorders?    
  
Have you traveled in the past 14 days to any regions affected by COVID-19?     Yes  No 
(as relevant to your location)  
 

Positive responses to any of these would likely indicate a deeper discussion with the dentist before 
proceeding with elective dental treatment. 

 
For testing, see the list of State and Territorial Health Department Websites for your specific area’s  

information. 
 

 
 
Signature__________________________________________  Date:____________________ 

 


