
   

                                                    
 
 
 

CANCELLATION POLICY 
I understand that I am responsible for payment of  appointments that are 
canceled or rescheduled without a minimum of  24 hours advance notice. 
 
Name (please print): ___________________________ 
 
Signature:____________________________________ 
 
Date: ______________ 
 
HWC Representative:___________________________ 
 
 
 

 

 

 

 

 

Holistic Wellness Center, LLC 

12 B North Meadows Road 

Medfield, MA 02052 

508-359-7400 

info@holisticwellnesscenter.net 


