
INSURANCE POLICY

Date: ________________________________

I _____________________________________________________________  will be 

financially responsible for all charges if SDAMC does not receive a payment from my insurance 

company.

We bill your insurance company as a courtesy.

All copays are due at time of service.

Date: ________________________ Signature: _____________________________________

SAN DIEGO ARTHRITIS MEDICAL CLINIC
Michael I. Keller, M.D., Inc.

INSURANCE POLICY


