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INSURANCE POLICY 
 
 

I, _______________________________ understand that Regenerative Medicine Center does not  
        (PRINT PATIENT’S NAME) 
contract with any insurance company.  I also understand that under no circumstances can 
employees of Regenerative Medicine Center contact my insurance company on my behalf.  
 
 
I fully understand and accept the terms of this consent. 
 
 
 
___________________________________________________               _______________ 
   
   Signature of Patient (or personal representative)     Date 


