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Divorce Support Group
 Member Information 

[bookmark: _GoBack]
Date: ____________________________

Name: _____________________________ Age: ____ Date of Birth ____/____/____

Address: _______________________________________________________________
	         street & number 							county

	   _______________________________________________________________
		city					state			zip code	

Telephone: home #	______________________   	OK to leave message ____yes ____no
	       work #	______________________  	OK to leave message ____yes ____no
	       cell #	______________________    OK to leave message ____yes ____no

Do we have your permission to contact you via email and/or text message?  
Note: Confidentiality cannot be guaranteed in emails and text messages; however, we recognize that those methods may be preferred by some. If you would like to give your permission to utilize text messaging and/or email, enter your contact information below.  If you do not wish to use email and/or text messaging, please leave this section blank.

Number(s) to use for text messaging:____________________________________________
Email address(es):___________________________________________________________  

How did you hear about this group? ____________________________________________
If you were personally referred, may I contact the person to thank him/her for the referral? 
____yes ____no

If yes, please provide the address/contact information: __________________________________________________________________________
__________________________________________________________________________

Whom may we contact, with your permission, in case of emergency?
__________________________________________________________________________
              name				telephone #				relationship to you



Briefly describe, in your own words, your reason for participating in the group at this time: ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________




Current relationship status:
____single   ____married*  ____separated**  ____divorced**   ____living with significant other
 
*If currently married or living with significant other, how long have you been married? _______

**If currently separated or divorced:
· How long were you married? ___________
· How long have you been separated or divorced? __________

Are you receiving counseling services at present? ____yes ____no
If you, please briefly describe: _____________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Have you received counseling in the past? ____yes ____no
If yes, please list the year(s) you attended and briefly describe the reason for seeking treatment at that time and if you felt treatment was helpful for you:__________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever experienced any of the following?  ____yes ____no
____Physical abuse	     	____Emotional abuse		____Sexual abuse
____Verbal abuse		____Domestic violence      	____Rape
If so, please briefly describe: ______________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Have you ever had a problem, with alcohol or drugs? ____yes ____no

Have you ever sought treatment for an alcohol, drug, or other addiction problem? 
If yes, please briefly describe: _____________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

On average, how many alcoholic drinks do you consume per week: ________________

Are you currently or have you ever been involved with the legal system? ____yes ____no
If so, please briefly describe: ______________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Have you ever thought of or attempted suicide? ____yes ____no
If yes, please briefly describe: ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________


Check the behaviors and symptoms that occur to you more often than you would like:

	 aggression
	distractibility
	high blood pressure
	phobia/fears
	withdrawal

	 alcohol use
	 dizziness
	hopelessness
	recurring thoughts
	other(s) - specify
____________

_____________

_____________


	 anger
	 drug use
	impulsivity
	sexual difficulties
	

	 antisocial behavior
	eating problems
	irritability
	sick often
	

	 anxiety
	elevated mood
	judgment errors
	sleeping problems
	

	 avoiding people
	fatigue
	memory problems
	suicidal thoughts
	

	 chest pain
	hallucinations
	mood shifts
	thoughts  disorganized
	

	 depression
	heart palpitations
	panic attacks 
	trembling
	




Please give examples of how each of the symptoms or behaviors you checked impairs your ability to function (e.g., socially, emotionally, occupationally, physically, etc.): 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Is there anything else you would like for your therapist/facilitator to know about you?
____________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________



Client signature: _______________________________________________________
[Type text]	[Type text]	[Type text]

Last update 1.11.2017                    Sage Center  2849-B Henderson Mill Rd.  Atlanta, Georgia 30341  404-419-6621
