

  





Date Completed: _____/_____/_____
PATIENT REGISTRATION FORM
Dr. Carolyn R. Craft, Psychotherapy - License# NCFBPPC85
 3904 Hope Valley Rd., Durham, NC 27707, Phone: 919-612-8899
(Please fill in ALL information including all detailed Insurance information on second sheet.)
Patient’s Full Name:

______________________________________________
Address:


______________________________________________
City:



______________________________________________
State:



__________________Zip:_______
Home/Cell Telephone:

____________________________
Work Telephone:

____________________________
E-Mail Address: 

____________________________
Birth Date:


____________________________
Marital Status:


____________________________

Sex: (optional)

             Female/Male/LGBTQ
Social Security Number: (optional)
__________  ______  ______________
Employment Status:

Employed
Unemployed
Student
Name, Address & Phone of person responsible for payments (if different from above):
_____________________________________________________________________
_____________________________________________________________________
Credit Card Information: Number ______________________________
Expiration Date:____________ CVV:______ Zip code:_____________
Venmo: Venmo@Carolyn-Craft-10
Signature of Patient or Responsible Party:


Date:
______________________________________________________________________
