
Emerge Health and Wellness 
1397 N. Monroe St. 
Monroe, MI 48162 

(734) 243-3420     Fax: (734) 457-4570 
 

All sections must be completed, or your insurance cannot be billed! 

SS#: ____          _    _______ Name: __________________________________________       ________ 
        LAST           FIRST                     MIDDLE INITIAL 
 

Address: _____________________________________________________ Birth Date: _________________ 
     NUMBER        STREET        CITY        STATE        ZIP 
 

Gender: ____________ Home Phone: _____________________ Cell Phone: _______________________________ 
 

Email: ________________________________________________________________________________________ 
 

Marital Status: ____________ Race: _______________________ Ethnicity: Hispanic/Latino   Non-Hispanic/Latino 
 

Language: __________________________     Student? Full Time   Part Time   Not a Student 
 

Employed? Full Time   Part Time   Not Employed   Retired Employer: __________________________________ 
          
Emergency Contact  
 

Name: ________________________ Relationship: ________________________ Phone: __________________ 
 

Birth Date: _________________ 
 

Insurance Information: 
 

Subscriber: ______________________________ Birth Date: ___________ Employer: _____________________ 
 

Primary  
Insurance: _____________________ Contract#: ______________________________ Group#: ______________ 
 

Subscriber: ______________________________ Birth Date: ___________ Employer: _____________________ 
 

Secondary 
Insurance: _____________________ Contract#: ______________________________ Group#: ______________ 
_____________________________________________________________________________________________________________________ 

Due to many changes in insurance policies, it is no longer an easy task to interpret each individual policy. 
Although we try to stay aware of these changes, it is not always possible. 

IT IS YOUR RESPONSIBILITY TO KNOW YOUR INDIVIDUAL COVERAGE. 
Failing to comply with this suggestion could result in you, the patient, being responsible for all costs incurred. 

Please remember, your insurance policy is between you and your insurance company, and not with the insurance company 
and your doctor. 

 
Signature: __________________________________________ Date: __________________________________________ 
I authorize the release of any medical information necessary to process my claim and request payment of medical benefits to 
Emerge Health and Wellness. 












