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                                                                     H -HOLISTIC SUPPORT / O -OUTREACH SERVICES / P –PROGRAMS WITH COMPASSION / E –EDUCATIONAL RESOURCES    

 

                                             GRIEF SUPPORT INTAKE FORM  

              URGENCY ___/10          

PLEASE PRINT:                             DATE: __________________________  

NAME:  (FIRST)_____________________________________(LAST)______________________________________   

DATE OF BIRTH: (DD/MM/YY)___________  GENDER: ________   FAITH/RELIGION: _____________________________ 

PHONE: __________________________________        (ALTERNATE): _____________________________________ 

EMAIL: ____________________________________________________________________________________ 

HOME ADDRESS: ___________________________________________________________PC:________________ 

        LIVES ALONE ____   YOUNG CHILDREN IN HOME ____   SMOKING IN HOME ____   PET IN HOME(SPECIFY )_________________ 

EMPLOYMENT: ____________________________________________ PHONE#:_____________________________________ 

DETAILS:_____________________________________________________________________________________________ 

                                                                

TERMS AND CONDITIONS 

BEFORE SUBMITTING THIS FORM AND UTILIZING THE MANY SUPPORT SERVICES OF HOSPICE OUTREACH PROGRAMS OF ELGIN (HOPE) PLEASE READ  

THESE TERMS AND CONDITIONS CAREFULLY. YOU FULLY UNDERSTAND THAT ONGOING USE OF HOPE’S SERVICES INDICATES THAT YOU AGREE TO THE TERMS AND  

CONDITIONS SUMMARIZED BELOW.   

DISCLAIMER: SERVICES PROVIDED BY HOPE ARE NOT A SUBSTITUTE FOR MEDICAL ADVICE OR TREATMENT. 

CONFIDENTIALITY: YOUR PERSONAL INFORMATION (AS ON THIS INTAKE FORM), AS WELL AS THE CONTENT OF YOUR CONSULTATION SESSIONS WITH A  

REPRESENTATIVE REPRESENTING HOPE, MAY BE USED IN CASE OF AN EMERGENCY SITUATION ONLY. IN ORDER TO KEEP YOU AND THE COMMUNITY SAFE:  

WE OFFER CONFIDENTIALITY IN OUR SESSIONS. THIS MEANS THAT WHATEVER YOU SAY IN OUR SESSION WE WILL NOT TELL OTHERS WITHOUT YOUR PERMISSION  

EXCEPT FOR THREE CONDITIONS:  

o YOU HAVE A PLAN TO HARM YOURSELF OR SOMEONE ELSE. (THIS MEANS THAT YOU HAVE PLANNED OUT THE EXACT SITUATION  

WHERE SOMEONE CAN GET HURT, WE HAVE A DUTY TO REPORT THAT.)  

o YOU SHARE A PAST OR PRESENT CASE OF CHILD ABUSE THAT HAS NOT YET BEEN REPORTED.  

o WE GET COURT SUBPOENAED, WHICH MEANS THE COURT REQUESTS DOCUMENTS OF OUR SESSIONS WITH YOU. 

COMMUNICATION OF PRIVATE MENTAL HEALTH INFORMATION  

PLEASE (√) ALL  ACCEPTABLE FORMS OF COMMUNICATION TO PROVIDE QUALITY CLIENT CARE: 

□ I AUTHORIZE HOPE’S  REPRESENTATIVE TO LEAVE A MESSAGE REGARDING MY PRIVATE INFORMATION ON MY   PERSONAL VOICEMAIL/ANSWERING MACHINE. 

□ I AUTHORIZE HOPE’S  REPRESENTATIVE TO SEND WRITTEN COMMUNICATION TO MY HOME OR EMAIL ADDRESS. 

□ I AUTHORIZE HOPE’S  REPRESENTATIVE TO SHARE INFORMATION WITH OTHER HEALTH CARE PROFESSIONALS I MAY BE ASSOCIATED WITH, NOW OR IN THE 

FUTURE, IF HELPFUL TO MY CARE. 

BY SIGNING BELOW, I ACKNOWLEDGE THAT THE ABOVE INFORMATION IS CORRECT AND HEREBY GIVE AUTHORIZATION FOR THE RELEASE OF INFORMATION BY THE 

ACCEPTABLE MEANS CHECKED ABOVE.   
 

PAYMENT: THERE IS NO CHARGE FOR OUR SERVICES.  DONATIONS ARE APPRECIATED, BUT NOT REQUIRED.  
 

SIGNED:_____________________________________________       Date: ______________________  
             Client signature or Parent/Guardian signature (if client is a minor or under 12 years of age) 
 

PLEASE TURN OVER  
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REFERRED BY: _____________________________________________________  PHONE#  __________________________     

DECEASED PERSON’S NAME: _______________________________________________________________________________ 

AGE: ______ DATE OF DEATH: _______________RELATIONSHIP TO YOU: ____________________________________  

CIRCUMSTANCES: _____________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

POWER OF ATTORNEY FOR PERSONAL CARE IF KNOWN:  _________________________________________________ 

NAME OF EMERGENCY CONTACT RELATIONSHIP HOME PHONE BUSINESS/CELL # 

        

        

PLEASE PROVIDE ALL PROVIDERS AND SERVICES CURRENTLY INVOLVED:  (IF KNOWN)  

NAME   PHONE FAX 

FAMILY PHYSICIAN:       

NURSE PRACTITIONER:       

CCAC:       

COMMUNITY NURSE: (AND AGENCY)       

OTHER:       

        

WHAT SPECIAL CONCERNS DO YOU WANT TO ADDRESS THROUGH GRIEF CONSULTATION?  WHAT ARE YOUR GOALS?  PLEASE BRIEFLY 

EXPLAIN: ________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________  

PLEASE CHECK ALL OF THE REACTIONS YOU ARE CURRENTLY EXPERIENCING:   

___LONLINESS    ___ANGER   ___GUILT 

___FEAR    ___RELIEF   ___DEPRESSION 

___EATING/SLEEP DISTURBANCE  ___RESTLESSNESS   ___NEGATIVE ATTITUDE 

___FATIGUE    ___LACK OF MOTIVATION  ___ANXIETY 

___HOPELESSNESS   ___LOSS OF MEANING  ___FORGETFULNESS 

___POOR CONCENTRATION  ___JOYLESS   ___DOUBTING BELIEFS 

___WORRYING    ___FEELING FOGGY   ___MOOD SWINGS 

___IRRITABILITY    ___SENSE OF ISOLATION  ___ SHAME 

___DIFFICULTY WITH OTHERS’ REACTIONS ___SUICIDAL THOUGHTS OR IDEATION      

___DIFFICULTY WITH THE WAY OTHERS ARE SHOWING OR NOT SHOWING THEIR GRIEF  

    

WHAT ARE THE BEST TIMES AND DAYS AVAILABLE FOR APPOINTMENTS? 

PLEASE CHECK ALL THAT APPLY 

(   ) MORNINGS (8-11 AM)    (   ) MONDAY   (   ) THURSDAY 

(   ) AFTERNOONS (12-4 PM)    (   ) TUESDAY   (   ) FRIDAY 

(   ) EVENINGS (5-8 PM)   (   ) WEDNESDAY   (   ) SATURDAY (AM OR AFTERNOON) 

(   ) OTHER: _________________________________________________________________________ 

 

mailto:HopeInElgin@gmail.com
http://www.facebook.com/HopeInElgin

