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Missed Appointment Policy 
Effective July 1, 2026 

 
Why This Policy Matters  
At Exalta Health, we work hard to provide timely care to all patients. When appointments are 
missed or cancelled without enough notice, we often cannot offer that time to another patient 
who needs care. Thank you for helping us serve our community by keeping your scheduled 
appointments.  
 
Appointment Changes and Cancellations  
If you need to cancel or reschedule your appointment, please call us at least 24 hours before 
your appointment. Providing advance notice allows us to offer your appointment time to 
another patient. To reschedule a Monday appointment, please call no later than Friday 
morning. 
 
What Counts as a Missed Appointment?  

• No-Show: You do not arrive for your scheduled appointment.  
• Late Cancellation: You cancel less than 24 hours before your appointment.  
• Late Arrival: You arrive more than 10 minutes after your scheduled appointment time.  

 
Missed Appointment Limit  
Patients are allowed one missed appointment in a 12-month period. After a second missed 
appointment, future scheduled appointments may not be available. Patients may still be seen 
through walk-in or same-day scheduling, when available.   
 
What Happens After a Second Missed Appointment?  
If you have a second missed appointment within a 12-month period:  

• You will not be eligible to schedule routine appointments for 12 months.  
• You may call the clinic in the morning to request a same-day appointment.  
• Same-day appointments are based on availability and are not guaranteed.  
• You may also come to the clinic and ask whether an opening becomes available that 

day.  
 
Questions?  
If you have questions about this policy or need to change an appointment, please contact our 
clinic as soon as possible.  
 
Our Commitment  
We understand that your time is important. We commit to as a team to see you within 20 
minutes of your appointment time. If you have been waiting longer than 10 minutes after being 
roomed, please tell an Exalta Health team member. 
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MISSED APPOINTMENT AGREEMENT 
 
Thank you for choosing Exalta Health. Keeping scheduled appointments helps us provide timely 
care to you and other patients who need services. Please review the following expectations.  
 

1. Cancelling or Rescheduling an Appointment  
 
If you need to cancel or reschedule, please notify us at least 24 hours in advance. 
Appointments canceled with less than 24 hours’ notice will be considered a missed 
appointment. If cancelling a Monday appointment, please call us by Friday morning.  
 
Patient Initials: __________________  
 

2. Arrival Time  
 
Please arrive 10 minutes BEFORE your scheduled appointment time, in order to check in 
and complete paperwork.  
 
If you arrive more than 10 minutes late, we may need to give your appointment time to 
another patient. This will be considered a missed appointment.  
 
Patient Initials: __________________  

 
3. Missed Appointment Policy  

 
Patients are allowed one missed appointment within a 12-month period. After a second 
missed appointment, future scheduled appointments may not be available. Patients 
may still be seen through walk-in or same-day scheduling, when available.  
 
Patient Initials: __________________  
 

 
 
Your cooperation helps us provide better access and timely care for all patients. Thank you for 
helping us serve our community.  
 
 
Patient Full Name: __________________________________________   DOB: ____/____/_____ 
 
Patient/Parent/Guardian Signature: __________________________________________  
 
Date: __________________ 



Exalta Health Witness__________ 
 

 
 
 

Fee Agreement 
 

Patient Name: _____________________________________________  Date of Birth: __________ 
 
Patient income: $______________  Circle:  Weekly     Bi-weekly      Monthly     Annually  
 
Other persons in household contributing to income:  
Name: _____________________________ Relationship: ___________________    Amount $____________ 
Name: _____________________________ Relationship: ___________________    Amount $____________ 
Name: _____________________________ Relationship: ___________________    Amount $____________ 
 
Number of persons dependent on this income: _____  Total Annual Income:  $____________ 
 
REQUIRED: Proof of Income (Circle one, then attach to this form) 
 
Paycheck Stubs     SSI Check      Federal Tax Forms     Letter from Employer   other_______________ 
 
Exalta Health uses a sliding scale payment system to assess what your payments will be for services rendered. Based 
on your income level, the usual customary and reasonable health care rate, your household size and the Federal 
Poverty Guideline, you will be eligible for discounts on your payments here. The receptionist may answer questions 
regarding the sliding scale. 
 
_____ (Initial) I agree to provide proof of household income and number of persons dependent on income annually and 

any time when my income changes. 
 
_____ (Initial) If I do not provide proof of income, I will be given a one-time grace payment of a 50% discount on services 

for that visit. After that, I will be charged full price (100%) for each visit until I provide income documentation. 
 
_____ (Initial) I agree to pay for the services for myself and my dependents rendered by Exalta Health according to fee 

arrangements at the time rendered. 
 
_____ (Initial) I have been given a copy of Exalta Health’s Notice of Privacy Practices.  
  
_____ (Initial) I certify that the information I have given is correct.  I understand that supplying false information may result 

in termination of all patient rights at Exalta Health.  
 
_____ (Initial) I understand that the doctor-patient relationship does not begin until I see the provider for my first scheduled 

appointment.  
 
_____ (Initial) I acknowledge Exalta Health’s Missed Appointment policy and will follow this policy for all of my 

appointments; medical, dental, optical, counseling and navigation.  
 
_____ (Initial) I understand my location on the sliding scale is _________, I will be paying ____% of the full fee.  
 
 
Signature:___________________________________________       Date:_______________________ 


