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No-Show Policy  

 
Quality care for our patients is our priority. We schedule our appointments so that each 
patient receives the right amount of time to be seen by our educators. That is why it is 
important that you keep your scheduled appointment with us. If your schedule 
changes and you cannot keep your appointment, please contact us at least 24 hours 
ahead of your appointment, so we can reschedule you and accommodate patients 
that are waiting for an appointment.  After three consecutive no-shows to your 
appointment, our practice may decide to terminate its relationship with you.  

 
How to Avoid Getting a “No -Show”  

• Confirm your appointment  
• Arrive 15 minutes early  
• Give 24 hours’ notice to cancel appointment  

  
I have read and understand the Diabetes Health Center “No Show” Policy as 
described above.  
  
Signature: __________________ Date: _______________  
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 Patient Financial Responsibility   
  

Thank you for choosing the Diabetes Health Center (DHC) as your healthcare 
provider. By signing below and receiving services from DHC, you agree:    

 

• You are responsible for knowing the details of your insurance policy, 
such as if/when authorization is required, copay amounts due, and any 
other eligibility requirements. If you have questions about your 
coverage, please contact your insurance directly.     
   

• You are ultimately responsible for all payment obligations arising out of 
your treatment or care and guarantee payment for these services. You 
are responsible for deductibles, co-payments, co-insurance amounts, 
or any other amount deemed as patient responsibility.  

 
• You will be mailed a billing statement that contains the total cost of 

your service(s) or procedure(s) received during your visit(s). If there is 
a problem with your account, it is your responsibility to contact the 
DHC to address the problem or to discuss a workable solution.      

  
  
Name (print)__________________________________________ 

    
Signature: ___________________________ Date: ________________  
  
Name of guarantor/responsible party: _____________________________ 
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