
154 Waterman Street  Suite 15, 3rd Floor  Providence, RI 02906 
Tel: (401) 251-0628   Fax: (401) 340-1580   Email: Hello@NicoleFlanaganNp.SpruceCare.com 

Hope, Healing & Holistic Psychiatry 
Nicole L. Flanagan, PMHNP-BC, MSN, RN, BA                    

Today’s Date:        /       /                       PATIENT DEMOGRAPHIC FORM 
 

PATIENT INFORMATION:  Give license to provider to photo or sent photos of front and back of license 

Last Name:            First Name:           Middle Initial:  

Date of Birth:    /      /        Gender:  Male  Female  Other:                        Social Security Number:    

Street Address:                         Apt/Suite #     City:                      

State:   Zip Code:    Primary Email Address:             

Cell Phone:             Texting Possible; Home Phone:                       Work Phone:    

OTHER CONTACT:    RESPONSIBLE PARTY   EMERGENCY CONTACT   RELEASE SIGNED 

Last Name:               First Name:          Middle Initial:  

Relationship to Patient:       Age:    Email Address:      

Street Address:            Apt/Suite #                  City:            

State:   Zip Code:    Primary Phone:                           Type: (Circle) Cell / Home / Work 

PRIMARY CARE PHYSICIAN:  RELEASE SIGNED 

Name:           Phone Number:     Other:      

Address:               

CURRENT PSYCHIATRIC PROVIDER (THERAPIST, PSYCHOLOGIST, ECT):  RELEASE SIGNED 

Name:           Phone Number:     Other:      

Address:               

PAST PSYCHIATRIC PROVIDER (THERAPIST, PSYCHOLOGIST, ECT):  RELEASE SIGNED 

Name:           Phone Number:     Other:      

Address:               

PHARMACY:  CONSENTS TO RETRIEVE PHARMACY PRESCRIPTION HISTORY    

Name:          Street/City:                    Phone Number:     

ALLERGIES:  NONE or list:                          

CURRENT MEDS:  NONE or list:                          

__________________________________________________________________________________________________                         

INSURANCE:  Give card(s) to provider to photo or sent photos of front and back of card(s) 

PRIMARY INSURANCE: Insurance Company Name:                 ID Number:                                

If other than self: Name of Subscriber:                   Date of Birth:                  

SECONDARY INSURANCE: Insurance Company Name:                ID Number:                         

If other than self: Name of Subscriber:                               Date of Birth:    
 

                               
SIGNATURE of PATIENT or LEGAL REPRESENTATIVE     DATE   RELATIONSHIP to PATIENT 
 

_______________________________________              ______________                                    
NICOLE L. FLANAGAN, PMHNP - BC    DATE   TITLE 


