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Clinic Reinstatement Application 

Date of Application: _____________________ 

Patient Name:_________________________________ SSN:_________________________________ 

Address:______________________________________________________________________________________ 

Home Phone: (___)___________________________  Work Phone:_________________________ 

Guarantor Name: ______________________________ SSN:_________________________________ 

Address:______________________________________________________________________________________ 

Home Phone: (___)___________________________   Work Phone:_________________________ 

Date of Birth: ________________________________ 

Explanation of why you feel you should be reinstated: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Additional Family Members to be Reinstated: _________________________________________________________ 

_____________________________________________________________________________________________ 

I agree to the following terms upon approval of reinstatement: 

 All past due balances have been paid in full. 

 Patient agrees to notify the provider 24 hours in advance of a cancellation. 

 Patient agrees that the discharge will be reinstated if they miss another appointment without notifying the 
clinic in advance.   

_____________________________________________ ______________________ 
Signature of Guarantor/Patient    Date 

 

FOR OFFICE USE ONLY 

Date of Discharge: ______________(Reinstatement cannot be approved until one year after discharge) 

_________________________ _______________ _________________________ ______________ 
Signature of Clinic  Manager Date   Signature of Physician  Date  
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