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Cancellation Policy for Medical Appointments 

 
Our goal  i s  to provide qual i ty medical  care in a t imely manner.  In order to do 
so, we have had to implement an appointment/cancel lat ion pol icy. The pol icy 
enables us to better ut i l i ze avai lable appointments for our pat ients in need of 
medical care. 
 
Scheduled Appointments 
To schedule an appointment please cal l  503-357-2826. We encourage that you 
schedule appointments for preventat ive health v is i t s ,  phys icals , pap exams, 
chronic medical condit ions, and prescr ipt ion renewals.  
 
Cancellat ion of an Appointment 
In order to be respectful  of the medical  needs of the Blossoming Health 
community please be courteous and cal l  our staff  prompt ly i f  you are unable to 
attend an appointment. This  t ime wi l l  be real located to someone who is  in 
urgent need of t reatment. This  i s  how we can best  serve the needs of our valued 
pat ients.   
I f  i t  i s  necessary to cancel your scheduled appointment we require that you cal l  
48 hours in advance. Appointments are in high demand, and your ear ly 
cancel lat ion wi l l  give another person the poss ibi l i ty to have access to t imely 
medical care. 
 
How to Cancel Your Appointment 
To cancel appointments please cal l  503-357-2826. I f  you do not reach the 
recept ionist  you may leave a detai led message on the voice mai l .  You may not 
cancel v ia emai l .  
 
Late Cancellat ions 
Late cancel lat ions wi l l  be considered as a “no show”. 
 
No Show Pol icy 
A “no show” is  someone who misses an appointment without cancel ing i t  by 10 
a.m. one (1) work ing day in advance. No-shows inconvenience those indiv iduals  
who need access to medical care in a t imely manner. 
A fai lure to present at  the t ime of a scheduled appointment wi l l  be recorded in 
the pat ients’  chart  as a “no show”. The f i rs t  t ime there is  a “no show”, the 
pat ient  wi l l  be sent  a letter alert ing them to the fact that they have fai led to 
show up for an appointment and did not cancel  the appointment.  A copy of 
the letter  wi l l  be placed in the pat ient  f i le. I f  there is  a second “no show” a fee 
of $50.00 wi l l  be bi l led to the pat ient’s  account.  
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