
Cancella�on Policy for Dental Appointments 
 

Miskovich Dental Clinic is privileged to provide dental treatment to our pa�ents.  We will work diligently 
to maintain a high level of personalized service and will strive to accommodate our pa�ents’ need for 
office visits in a �mely manner.  This requires careful planning and coordina�on among many individuals 
in our office.  

We understand that emergencies arise from �me to �me, just as they do for us; however, when a 
pa�ent fails an appointment or cancels without adequate no�ce, we cannot use that �me to meet the 
needs of other pa�ents.  We respec�ully request your understanding and agreement to our policy as it 
is stated below.  

Patients who fail or cancel appointments with less than 24 hours’ notice prior to the appointment will be 
required to pay a fee of $50 before scheduling another appointment.  After three (3) failed or cancelled 
appointments, you will be dismissed as a patient from our practice.  

Fees:  

Fees charged by Miskovich Dental Clinic pursuant to this policy are not payable by insurance companies. 
All fees must be paid prior to you scheduling another appointment or within 30 days of a billing 
statement, whichever is earlier.  Your den�st may waive your fee for a good cause.  To request your fee 
to be waived, you must email a writen explana�on to info@miskovichdental.com.  If you do not have e-
mail access, you may send a leter to our office.   

 

______________________________________   _______________  

Pa�ent Name                     Date   

 

______________________________________________________    

Pa�ent/Parent/Legal Guardian Signature     


