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TO BE TOLD GROUP REGISTRATION FORM 

 
Date: __________________   Referred by: ________________________  Therapist: _________________________ 

 
PERSONAL INFORMATION 

 
Full Name: _________________________________________________  Cell phone: ________________________ 
 
Address: ______________________________  City: _____________________  State/Zip: ____________________ 
 
Email: __________________________________________________________  Date of birth: __________________ 
 
 
Highest level of education: __________________________  Occupation: __________________________________ 
 
Employer: _____________________________________________  Employer phone: ________________________ 
 
Church home: ____________________________________  ⬜Active   ⬜Moderate   ⬜Inactive   ⬜NA 
 

 
FAMILY INFORMATION 

 
Marital status:  ⬜Single   ⬜Married   ⬜Separated    ⬜Divorced   ⬜Widowed 
 
Spouse’s name: ____________________________________________  Cell phone: _________________________ 
 
Spouse’s occupation: ________________________________________  Employer: __________________________ 
 
Children:  Name/Age ____________________________/____    Name/Age ____________________________/____ 
 
                 Name/Age ____________________________/____    Name/Age ____________________________/____ 
 
Previous marriage(s):  ⬜Yes   ⬜No   Name(s)/Duration: _____________________________________/__________ 
 
Did anyone in your family ever experience physical, sexual or emotional abuse? If yes, please explain: 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________   
 
Have you ever felt that you were abused? If yes, please explain: 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________   
 
Was anyone in your family a substance abuser? If yes, please explain: 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________   
 



 
 

HEALTH INFORMATION 
 

Your current health: ⬜Very good   ⬜Average   ⬜Declining 
 
Current medical problems and/or medications: ________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Are you currently in counseling?  ⬜Yes   ⬜No 
 
If yes, for how long? _________________________________  Therapist’s name: ____________________________ 
 
Aside from the information provided above, have you previously sought counseling?   ⬜Yes   ⬜No 
 
Therapist: _________________________________________  Date range: _______________ to _______________ 
 
Therapist: _________________________________________  Date range: _______________ to _______________ 
 
How satisfactory was your experience(s)? ___________________________________________________________ 


