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Purpose 
 
Our aim at Silky Oaks Medical Practice is to provide health services through compassion with partnership and 
planning to encourage flourishing and dignity for our patients. This agreement outlines an agreement on 
obligations around non-attendance to Psychologist appointments.    
 
Who 
 
Patients that fail to attend booked appointments without giving 24 hour’s notice of cancellation in a timely manner.  
 
Late Cancellations and Missed Appointments  
 
Our practice aims to encourage quality care and support for patients. Our cancellation and non-attendance 
agreement aims to acknowledge the value of our health professionals time and the time of other patients that 
would have used the consultation that a patient fails to attend.  
 
To cancel or reschedule your appointment with our Psychologist we require 24 hours notice. Given the high 
demand for our service with sufficient notice given for cancelation we can arrange another patient to take the 
appointment time. However, if you fail to provide notice or fail to inform the Practice on 3396 9855 prior to 24 
hours you will need to pay a cancelation/non-attendance fee.  
  
Psychology appointment patients will be charged a $50 fee. Due to the length of Psychologist consults if a patient 
fails to attend this means a full hour before the following patient arrives. Patients are asked to kindly keep 
appointments, unless an emergency occurs. This fee is payable for services to continue.  
 
Please be aware that Medicare or Private Health Fund rebates do not apply for missed appointments. If you are 
attending under WorkCover, you will be required to cover the cost of the administration fee personally.  
 
 
I understand that Silky Oaks Medical Practice reserves the right to charge my credit card or invoice a cancellation 
fee of $50, if I do not attend my confirmed scheduled appointment.  
 
Consent 
 
I, (print name) _______________________________________________________________________ 
Have read and understood the Cancelations and Non-Attendance Agreement and agree to comply with its 
requirements and allow the stated cancellation fee to be charge if I am unable to abide by the stated terms. By 
signing below, I accept these terms.  
 
 
Signature: _______________________________________ Date: ________________________  
 
 
 
Card Number: ___________________________________ Expiry Date: ________ 
 
Authorisation CCV Number: (3 digits on back) _____ 
 
Please note this file will be store on your medical record and is on a secure network. Silky Oaks Medical Practice 
complies with all Legislative and Regulations on Privacy and Data. 


