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Joyful Life Institute, Inc.

Discover your joy for life!

105 Kathryn Dr.•  Suite 400 • Lewisville Texas 75067• Phone: 972-906-5607 • Fax: 972-906-5608


GROUP APPLICATION

Personal Information: 

	Name:      
	DOB:      
	Date:        
	 FORMCHECKBOX 
 Supporter 

 FORMCHECKBOX 
 Survivor


	Home Address:      
	City:      
	Zip:      
	 FORMCHECKBOX 
 Letterhead mail ok?

	Home Phone:       
	 FORMCHECKBOX 
Message ok?
	Cell Phone:       
	 FORMCHECKBOX 
Message ok?

	Work Phone:      
	 FORMCHECKBOX 
Message ok?
	Fax Phone:      
	 FORMCHECKBOX 
Message ok?


Payment Information:

	Self-Payment Information
	Payor Name:      

	Address:
	City:      

	State:      
	Zip:      

	
	

	Insurance Information
	

	Name of Insurance Company: 

     
	Insurance Co. Phone #:      

	Member ID #:      
	SS#:      

	Group/Policy #:      
	Insured’s Name:      

	Insured’s DOB:      
	Insured’s SS#:      

	Insured’s Employer’s name: 
	 FORMCHECKBOX 
Auth no                                   FORMCHECKBOX 
called insurance for authorization


Trauma(s) Witnessed or Experienced:

	 FORMCHECKBOX 
 Serious Transportation Accident 
	 FORMCHECKBOX 
   Disaster - Natural         



	 FORMCHECKBOX 
 Disaster – Man made



	 FORMCHECKBOX 
 Violence
	 FORMCHECKBOX 
 Physical Abuse
	 FORMCHECKBOX 
 Kidnapping

	 FORMCHECKBOX 
 Death
	 FORMCHECKBOX 
 Emotional Abuse  

	 FORMCHECKBOX 
 Crime

	 FORMCHECKBOX 
 Rape
	 FORMCHECKBOX 
 Physical Abuse
	 FORMCHECKBOX 
 War

	 FORMCHECKBOX 
 Sexual Abuse
	 FORMCHECKBOX 
 Ritualistic Abuse
	 FORMCHECKBOX 
 Other Specify ______


Risk issues:

	 FORMCHECKBOX 
 Homicidal  
	 FORMCHECKBOX 
 Suicidal   

	 FORMCHECKBOX 
 Sexual Addiction

	 FORMCHECKBOX 
 Violence
	 FORMCHECKBOX 
 Eating Disorder
	 FORMCHECKBOX 
 Gambling

	 FORMCHECKBOX 
 Panic Attacks
	 FORMCHECKBOX 
 Self-Injury  

	 FORMCHECKBOX 
 Upcoming Court Case

	 FORMCHECKBOX 
 Substance Abuse         
	 FORMCHECKBOX 
 Alcohol Abuse
	 FORMCHECKBOX 
 M H Hospitalization

	 FORMCHECKBOX 
 Medical Problems
	 FORMCHECKBOX 
 Other Specify_________
	 FORMCHECKBOX 
 Other Specify __________


Level of Symptom Severity: 

	 FORMCHECKBOX 
Mild 
	 FORMCHECKBOX 
 Moderate   
	 FORMCHECKBOX 
 Severe  


Medication(s):
      Dosage:    Purpose:

   Who prescribed?
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Psychiatrist:
	Name:      
	Phone:      
	Relationship:      

	Address:      
	City:      
	Zip:      


Psychotherapist:

	Name:      
	Phone:      
	Relationship:      

	Address:      
	City:      
	Zip:      


Physician:

	Name:      
	Phone:      
	Relationship:      

	Address:      
	City:      
	Zip:      


Support Person Contact Information: 
	Name:      
	Phone:      
	Relationship:      


Emergency Contacts’ Information: 

	Name:      
	Phone:      
	Relationship:      

	Name:      
	Phone:      
	Relationship:      

	Name:      
	Phone:      
	Relationship:      


Choice of group(s):                              
	Anger Management     
	Pre-marital Counseling     
	Effective Communication     

	Conflict Resolution      
	Divorce Recovery      
	Assert Yourself     

	Self-Esteem     
	Self-Forgiveness      
	     


When are you available for assessment meeting(s)(Circle all that apply):     
	Mondays
	Tuesdays
	Wednesdays
	Thursdays

	Mornings
	Afternoons
	Lunch
	Other ____________


Fax form to: 972-906-5608
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