
 

 

(re) define Courage 
 
 
CLIENT INFORMATION 
 
 
Name:_______________________________________________________    Date:__________________________________ 
 
Age:_________________________________________________________    DOB:__________________________________ 
 
 
Home Address:_______________________________________________________   Phone:__________________________________ 
 
Email address: :______________________________________________________   OK to leave messages on:  □phone 
               □email 
               □none 
 
 
 
 
Rank the preferred workshop/group/intensive: 
 

(1) _________________________________________ 
 
(2) _________________________________________ 

 
 

 

Occupation:_______________________________________________________    
 
Marital Status :  □Single   □Married □Divorced □Widow(er)  

□Separated □Partnered □Remarried 
 

 
Children? □Yes   □No  If yes, ages: _______________________________________________________  

 
 

 

 

 

Dr.G, PsyD                        1985 West 33rd Street 
Licensed Clinical Psychologist                              Edmond, OK 73013 
Certified Daring Way Facilitator                           405.309.9051 



 

 

Have you ever seen a mental health professional?  □Yes   □No 

If so, date(s) and reason(s):________________________________________________________________________________________________________ 

Are you currently taking psychotropic medication for mental health issues?  □Yes   □No 

Have  you even been diagnosed with a personality disorder?  □Yes   □No 

 

Do you have a therapist now to work with if something came up in group requiring individual attention?    □Yes     □No 

If not, would you like a referral?    □Yes     □No 

 

Are you in recovery from substance or alcohol abuse?  □Yes   □No    If so, how long? ________________________________ 

Please provide a brief description of support you receive to maintain sobriety? _______________________________________________ 

 

Do you have a history of disordered eating or addictive behaviors?  □Yes   □No   

Please provide a brief description of treatment and support you receive? ______________________________________________________ 

 

Have you ever experienced distressing life events (trauma, loss, etc.) that have significantly impacted your functioning and  

quality of life?  □Yes   □No  If so, please provide information on how you have addressed those:________________________  

_____________________________________________________________________________________________________________________________________ 

 

What sparked your interest in the Daring Way or Rising Strong group?__________________________________________________________ 

_____________________________________________________________________________________________________________________________________ 

 

What previous experience do you have with groups? _____________________________________________________________________________ 

What worked well?__________________________________________What was difficult?__________________________________________________ 

What concerns do you have about participating in this group?___________________________________________________________________ 

How would you respond if someone dominated the group discussion?___________________________________________________________ 

How would you respond if someone never participate in discussion?_____________________________________________________________ 

 

What else would you like me to know about you?________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________ 
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