
 Online Youth Initial Contact and Service Inquiry Form 
 
 

Please complete only the information you feel comfortable sharing at this time. 

Adult  Information: (the person completing this form, legal caregiver). 

Name: _____________________________________ Phone Number: _____________________________________________ 

Email Address: ___________________________________ Do you have Facebook access?       ☐ Yes ☐ No 

Address: ____________________________________ City: _____________________ State: ____________ Zip: __________ 

Date of Birth: ______________________ Age:___________  Gender: ______________  Race/Ethnicity: _______________ 

Emergency Contact: _______________________ Relationship to you: ____________  Phone Number: _______________  

Does anyone else live in your home? ☐ Yes ☐ No       If yes, who lives in the home? ____________________________ 

What type of support are you seeking today? 
☐ Caregiver Support ☐ Bereavement Support ☐ Anticipatory Grief Support  

☐ Family Support ☐ Youth-Children/Teen Support ☐ Unsure / Would Like Guidance  

Household Members Impacted by the Illness or Death: (Provide Youth Information). 

  Name    Age Gender  Race/ 

Ethnicity 

 School Name & 

Grade, if 

applicable.  

Requesting 

Services? 

Relationship to 

Deceased 

     ☐ Yes ☐ No  

     ☐ Yes ☐ No  

     ☐ Yes ☐ No  

     ☐ Yes ☐ No  

Bereavement Support Information: 

Name of person who died: ___________________________ Date of Birth, if known: ________________________________ 

Date of Death: ________________________ Age at Time of Death: ______________________________________________ 

Relationship to Participant/Family: _________________________ Cause of Death (if comfortable sharing):____________ 

Was the death sudden or expected? ☐ Sudden ☐ Expected ☐ Prefer Not to Answer 

Was an Autospy Performed? ☐ Yes ☐ No ☐ Unknown  

If known, what was listed as the cause of death on the autopsy report?_________________________________________ 

Employer/Occupation (if applicable): _____________________________________________________________________ 
 



 

Military Service (if applicable):  ☐ Self  ☐ Spouse/Partner  ☐ Parent  ☐ Child ☐ Veteran Family Member ☐ Active 

Duty Family ☐ None ☐ Prefer Not to Answer Branch/Service Information (optional):____________________ 

What type of support are you seeking? 

☐ Bereavement Support ☐ Family Support ☐ Youth-Children/Teen Support ☐ Unsure / Would Like Guidance 

Previous or Current Support Services: 

Are you currently involved with, or have you previously been involved with, other support services?​
(Examples: therapist, counseling, CPS, CMH, hospice, school supports, etc.)     ☐ Yes ☐ No 

Provider Name/Agency: _________________________________________________________________________________  

Reason for Services: ___________________________________________________________________________________ 

Legal or Safety Concerns: Are you currently involved in any legal matters that may impact services? ☐ Yes  ☐ No 
If yes, please explain briefly explain: _______________________________________________________________________  
 
Support Goals: What are you hoping to receive from Gabby’s Grief Center: _____________________________________ 
 
Follow-Up: 
What are the best days and times to contact you? __________________________________________________________ 

How did you hear about Gabby’s Grief Center?______________________________________________________________ 

Thank you for contacting Gabby’s Grief Center. A member of our team will review your inquiry and follow up with you 
as soon as possible. Please note that submitting this form does not automatically enroll your child or family into 
services. If you are experiencing a mental health emergency or safety concern, please contact 911 or go to your 
nearest emergency room. Gabby’s Grief Center 2262 N. Monroe Street Monroe, MI 48162 734-242-8773 
www.gabbysgriefcenter.org. Because no one should grieve alone. 

For Office Use Only: 

Service Action:​ ​ ​ ​ ​ ​ ​ ​ Completed: 

Phone Call ​ ​ ​ ​ ​ ​ ​                         ☐ Yes  ☐ No 

Website Inquiry ​ ​ ​ ​ ​ ​ ​ ​  ☐ Yes  ☐ No​​ ​ ​ ​

Email Forms Packet Sent   ​ ​ ​ ​ ​ ​ ​  ☐ Yes  ☐ No    ​  

Website Forms Referral Provided​ ​ ​ ​ ​ ​  ☐ Yes  ☐ No 

Referral Information: 

Referred to Grief Support: ☐ Yes ☐ No  Group Name/Next Group Date: ___________ Calendar Provided: ☐ Yes ☐ 

No  

Referred to Outside Mental Health Provider? ☐ Yes  ☐ No Provider Information: _____________________________ 

Morning Meeting Review Completed: ☐ Yes ☐ No  Additional Action Steps Identified: ☐ Yes ☐ No 

Follow-Up Priority: ☐ Routine Follow-Up ☐ Priority Follow-Up ☐ Immediate Outreach Needed  

☐ Care Plan Change Recommended  ☐ Crisis/Safety Concern Identified 

Supervisor Signature: X______________________________________ Date: _______________________________________ 

Staff Signature: X ___________________________________________ Date: _______________________________________ 

http://www.gabbysgriefcenter.org

	Bereavement Support Information: 
	Are you currently involved with, or have you previously been involved with, other support services?​(Examples: therapist, counseling, CPS, CMH, hospice, school supports, etc.)     ☐ Yes ☐ No 

