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Attendance Agreement 

I acknowledge, as a patient of CMU Health, that my attendance to scheduled appointments is important 
to my healthcare. I understand that CMU Health has an Attendance Policy, and that if I miss multiple 
appointments OR cancel an appointment the same day, I may be dismissed as a patient of CMU Health. 

Date: _______________________ 

Patient Name (print): ________________________________________________________ 

Parent/Guardian Name (print):  ________________________________________________ 

Parent/Guardian Signature: ___________________________________________________ 


