












Palm Family Dental 
704 N. Palm Blvd  

Niceville, FL 32578  
office: 850-678-2184    fax: 850-678-4910

 
X-ray & Records  Release 

Please release my x-ray/records to:
Email: xray@NicevillePalmFamilyDental.com 

Please list previous  
Dental Practice, email & phone number:

__________________________________________________________
__________________________________________________________
__________________________________________________________
_________________________________________________________

List all family members & DOB’s  
associated with this record release:

__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________

Authorized signature Date:

________________________________________________________________ 



Palm Family Dental

APPOINTMENT CANCELLATION POLICY

We strive to render excellent dental care to you and the rest of our patients. In an attempt to be consis-
tent with this, we have an Appointment Cancellation Policy effective as of July 1, 2023. This allows us to 
schedule appointments for all patients. When an appointment is scheduled, that time has been set aside 
for you and when it is missed, that time cannot be used to treat another patient.

Our policy is as follow:

We require that you give our office 24 hours notice in the event that you need to reschedule your ap-
pointment. This allows for other patients to be scheduled into that appointment. If you miss an appoint-
ment without contacting our office within the required time, this is considered a missed appointment. A 
fee of $50.00 will be charged to you; this fee cannot be billed to your insurance company and will be your 
direct responsibility.

If you have any questions regarding this policy, please let our staff know and we will be glad to clarify any 
questions you have.

I have read and understand the Appointment Cancellation Policy and I agree to its terms. I also un-
derstand and agree that such terms may be amended from time -to- time by the practice. Due to the 
number of new residents we provide service to and wait list for our local community.

I, ______________________________ (print name). Have received a copy of

Palm Family Dental Appointment Cancellation Policy.

_________________________________ _____________________ 

(Signature of Patient) (Date)





Dental Insurance Policy Information:

Policy Holder Name: _________________________________________________________

Policy Holder Date of Birth:____________________________________________________

Policy Holder Social Security Number:_________________--_________--_______________

Insurance Company: _________________________________________________________ 

Insurance Company Address: __________________________________________________

                                                     __________________________________________________

Group Number: _____________________________________________________________

Do you have duel Coverage? 	 YES		  NO

Policy Holder name for Secondary Policy: _________________________________________

Palm Family Dental

704 N. Palm Blvd

Niceville, FL 32578 

850·678·2184 office 

850·678·4910 fax 

info@palmfamilydentalniceville.com


