CRATER
COMMUNITY
HOSPICE

GRIEF SUPPORT GROUP ADULT REGISTRATION FORM

Return by fax or by email

A. INDIVIDUAL INFORMATION
NAME:

(FIRST) (MIDDLE INITIAL) (LAST)
ADDRESS:
HOME TELEPHONE: ( ) CELL PHONE: ( ) EMAIL,
DATE OF BIRTH: CURRENT AGE. GENDER
RELIGIOUS
AFFILIATION: INTERESTS/HOBBIES:
EMPLOYER: OCCUPATION:
MARITAL STATUS: (Single, Married, Divorced. Separated, Widowed)
NAME OF SPOUSE:; NUMBER OF YEAR’S MARRIED

B. BEREAVEMENT HISTORY

Name of Deceased and Relationship to you

C. FAMILY HISTORY

Members of your immediate household:

(First and Last names)

Do you have any concerns about your immediate family?

Date of Loss Cause of Death

Gender/ Age Relationship to You




D. PHYSICAL AND EMOTIONAL STATUS:

Which of the following emotions and behaviors have you felt or demonstrated since the loss of your loved one?
Please check any that may apply. Indicate with a P for past behaviors and a C for any current behaviors.

_____ABANDONMENT ____GRIEF ____MoobD CHANGES

__ ANGER _ GUILT __ PaNIC

_ ANXIETY ___ HAPPINESS __ RESENTMENT

___ DEPRESSION __ HELPLESSNESS __ RELIEF

__ EMBARRASSMENT __ HALLUCINATIONS ____ SADNESS

__ENvY ____ HOPELESSNESS ____SocIAL WITHDRAWAL
__ FEAR/PHOBIAS _ Jovy __ SUBSTANCE ABUSE
__ FRUSTRATION ____ L ONELINESS ____ SUICIDAL THOUGHTS

Have you received any professional counseling since the death of your loved one?
(Psychiatrist, psychologist, social worker, pastoral counseling, etc.) If so, Please indicate
the type of counseling you’ve received and the length of service.

Is there anything we should know about your physical or emotional well being prior to
group sessions?

Are there any specific topics you’d like to discuss during this support group session?

What are you hoping to gain from this support group session?

Signature: Date:

*All personal information will be kept strictly confidential and will only be shared with the group facilitator.

Please FAX completed registration form to 804.526.4337
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