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Trilogy Counseling LLC
Grief Support Group Registration Form
Thank you for your interest in the Grief Support Group at Trilogy Counseling LLC.
This group is designed to provide a safe, compassionate, and supportive space to process grief and loss alongside a therapist/facilitator and others who understand. The group meets every Tuesday evening from 6:00 PM to 7:00 PM and runs for six (6) consecutive weeks. All information is kept confidential and used solely for group facilitation purposes.  Please complete the registration form and return it by fax, mail or email listed above. 

Participant Information
Full Name: ___________________________________________________________
Preferred Name (if different): ___________________________
Date of Birth: ____ / ____ / _______
Phone Number: _______________________________________
Email Address: _______________________________________
Preferred Method of Contact:
☐ Phone  ☐ Email  ☐ Text

Emergency Contact
Name: _______________________________________________
Relationship: ________________________________________
Phone Number: _______________________________________


Loss Information (Optional, but Helpful)
You may share only what feels comfortable.
Who did you lose? (e.g., spouse, parent, child, friend):

Date of Loss (approximate if unsure):

Briefly describe your loss or what brings you to this group:




Group Readiness & Current Support
Have you previously participated in grief counseling or a support group?
☐ Yes  ☐ No
If yes, please briefly describe (optional):

Are you currently receiving individual counseling or therapy?
☐ Yes  ☐ No

Safety Check
Have you experienced thoughts of harming yourself in the past 30 days?
☐ Yes  ☐ No
If yes, a clinician from Trilogy Counseling LLC may reach out to discuss additional support and resources.



Group Expectations, Schedule & Consent
Please initial each statement:
_____ I understand this grief support group meets on Tuesdays from 6:00 PM to 7:00 PM.
_____ I understand this group is a six-week series and is designed to provide continuity and support across the full duration.
_____ I understand this is a therapist-facilitated support group and is not a substitute for individual therapy.
_____ I agree to respect the confidentiality and privacy of all group members.
_____ I understand participation is voluntary, and I may choose how much I share.

Signature
Participant Signature: _______________________________
Date: ____ / ____ / _______
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