
 

Cancellation and No Show Policy 

We understand that situations arise in which you can’t make your scheduled appointment, and 
we ask that you provide us with at least a 24 hour notice to cancel or change the appointment.  
By doing so, we can offer your time to another patient who is waiting to receive services.  The 
lack of adequate notice is considered a no show, as we are unable to use your appointment slot 
for another patient.  

No shows and cancellations with less than a 24 hour notice may be subject to a $50 
cancellation fee. Patients who do not show up or give inadequate notice two (2) or more times 
may be dismissed from the practice and will be denied any future appointments. Cancellation 
fees are the sole responsibility of the patient and must be paid in full before the next 
appointment. 

We understand that special unavoidable circumstances may cause you to miss your 
appointment or give inadequate notice.  Cancellation fees in this instance may be waived at the 
discretion of management. 

Our practice firmly believes that a positive provider/patient relationship is based upon 
understanding, good communication and mutual respect.  If you have questions about our no 
show and cancellation policy, please ask our front desk staff. 
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CONSENT TO TRANSMISSION OF INFORMATION
VIA TEXT AND TELEPHONE MESSAGING

Charlotte Radiology’s Notice of Privacy Practices provides a description of the potential uses and disclosures of
protected health information.  A current copy of the Notice is posted on Charlotte Radiology’s web site 
(www.charlotteradiology.com).  You have the right to review the Notice prior to signing this consent form.

In order to effectively meet our patients’ chosen means of communication, Charlotte Radiology is now able to send 
appointment and exam confirmations and reminders and other business related communications regarding your care 
and/or your account via text and automated telephone messaging.  Charlotte Radiology’s billing vendor also has this 
capacity. Applicable fees remain your responsibility.

Typically, no protected health information (PHI) will be transmitted via these messages.  In the event that any PHI is 
transmitted, we will transmit only the minimum amount of PHI necessary.  In any event, because unencrypted text 
messaging is an unsecured form of communication, there is some risk that information contained in text messages may 
be misdirected, intercepted or improperly disclosed and we require your consent to receive text messaging from us.  

By signing this Consent Form, I agree to the following:

I consent to and authorize Charlotte Radiology and its billing vendor to contact me as follows
for appointment and exam confirmation reminders and other business related communications 
regarding my care and/or my account:  (1) via automated messaging, pre-recorded, 
autodialed or both, at any telephone number provided by me, including a wireless number;
and (2) via text messaging.

I retain the right to revoke this consent at any time. I may revoke this Consent by sending a 
request in writing to the Privacy Officer at:

Charlotte Radiology
Attn:  Privacy Officer
1701 East Boulevard
Charlotte, NC 28203

I HAVE R EAD AND UNDERSTAND THE INFORMATION IN THIS CONSENT FORM AND CONSENT 
AND AGREE TO ITS TERMS.  I UNDERSTAND THAT TREATMENT BY CR IS NOT CONDITIONED 
ON MY SIGNING THIS CONSENT.  I AM THE PATIENT OR A M PROPERLY AUTHORIZED TO ACT
ON BEHALF OF THE PATIENT.

Date:

Signature of Patient Signature of Person Signing on Behalf of Patient*

Please Print Patient’s Name Please Print Authorized Representative’s Name

*Please explain Representative’s relationship to Patient and include a 
description of Representative’s authority to act on behalf of Patient:
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