
Office Polices & Procedures 

I. Cancellation & No-Show

● Provide at least 24 hours’ notice to cancel or reschedule (call/text).
● Missed appointments or late cancellations incur a $50 fee for new or established patients.
● Fees are the patient’s responsibility and not covered by insurance.

II. Arrival & Late Policy

● New patients: please arrive 20 min early
● Established patients: arrive 5 min early
● Please Call / text if late. Late arrivals > 10min may need to reschedule.  If your provider

can accommodate you, you may be worked into the schedule at a later time

III. Patient Info & Portal

● At every visit, Update changes to Personal Info, Insurance, or Medications.
● Bring all Medications or an up-to-date, Accurate Medication List to every visit.
● Access secure portal for visit summaries and lab results.

IV. Insurance & Payments

● Payment due at visit: Copays, Deductibles, Coinsurance, Full visit charge if uninsured
● We file with most insurers. Referral must be obtained from your PCP if required.
● Accepted: Cash, Check, Visa, MasterCard, Discover, AmEx
● Contact us with any questions about payment, refunds, or insurance coverage.

V. Medication Refills

● Refills between visits:
● Ask pharmacist to submit electronic request OR Call/text office and leave a message
● Requests processed within 48 hours; after-hours/weekend = up to 5-day supply.
● Prior authorization may delay refills; office will assist.

VI. Mutual Respect Policy:  We expect mutual respect in all interactions, including:

● Respectful communication – courteous and professional interactions with staff, providers,
and other patients.

● Zero-tolerance for verbal, physical, or emotional abuse – any abuse may result in
termination of care. Thank you for your understanding.

 I acknowledge that I have received and reviewed these office policies and procedures, 
including the Mutual Respect Policy, and understand my responsibilities as a patient. 

Signature Patient/Guardian : ___________________________  Date: ___________________ 

Printed Name: ________________________ Relationship to Patient:_____________________ 
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