
 
BULL RUN CHIROPRACTIC CLINIC 

Eric S. LeMay, RN, DC, PC 
38916 Proctor Blvd. 
Sandy, OR. 97955 

(503) 668-3530 
 

Confidential Patient Registration Form 
 
Name Last: _______________________ First:________________________  Middle:_______________       
 
Date of Birth:______________________  Age:________________        Today's Date:________________ 
 
Address:________________________________________________________________________________ 
 
 City:______________________________________  State:____________      Zip:____________________ 
 
 
Home Phone:_______________________  Cell:______________________Email:_____________________ 
 
Driver's License Number:______________________________  State of Issue:_______________________  
 
Employer:___________________________________________   Work Phone:________________________ 
 
Spouse's Name:_______________________________________  Spouse's Employer:___________________ 
 
Emergency Contact/ Relationship:____________________________________________________________  
 
Contact Number:__________________________________________________________________________ 
 
How did you hear about us?:_________________________________________________________________ 
 
Are you seeking care due to an:   On-The-Job Injury?   Yes/ No  Auto Crash?   Yes/ No 
 
Do you have insurance for chiropractic or massage?: ____________________________________________ 
 
Have you had previous chiropractic care?     Yes/ No        Doctor:___________________________________ 
Patient or Authorized Person's Signature: 
I authorize the billing of my insurance company and the release of medical information as necessary to process 
my claim. If the patient is a minor, the parent's or legal guardian's signature below constitutes permission to 
give care. 
 
 
Signature__________________________________________Date___________________________________ 
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