Sexual Assault Support Services of Midcoast Maine

Support Group Screening for New Participants
Group Title: __________________YOGA FOR SURVIVORS_______________________
Name: ____________________________________________________________Date: ______________
Phone Cell: ____________________________Home: ___________________________Age: _______________




        May a message be left?  Yes    No 
             May a message be left?  Yes    No
E-Mail address________________________________________________________________________
(What made you consider coming to a support group? ____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
(Have you thought about your personal goals for the group? ________________________________________________________________________________________________________________________________________________________________________________________________________________________
(What times of day work best for you?
(Are you able to commit to the estimated duration of the group? 
Yes
No
( Facilitator offers individuals an opportunity to talk about their experiences with sexual assault/abuse.
· What happened?




At what age?

· How long did the abuse go on?

· Who was the perpetrator?

· When/how did it stop?

· Did you tell someone?  
Who?  



What was their reaction?

· Have you always remembered the abuse?

(Have you noticed changes in yourself since the abuse?  (eating, sleeping, socialization, substance use, etc.)
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
(What has helped you in your healing process?  (therapy, groups, self-help, etc.)
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
(Who lives with you at this time? _______________________________________________________________________________
· Do those individuals know about the sexual abuse/assault? Yes     No 

The support group? Yes
No
· How do you interact/communicate with the person/people you live with?

____________________________________________________________________________________________________
____________________________________________________________________________________________________________



(What are the stressors in your life? ____________________________________________________________________________________________________________

(How do you take care of yourself? _____________________________________________________________________________
Provide a brief explanation of SASSMM’s mandated reporting policies prior to asking the following questions.

(Have you ever felt suicidal?  Yes   No  
If yes, when? ____________________________________________________________          
· Are you feeling suicidal now?  Yes   No    If yes, how do you currently cope with those feelings? ______________________
________________________________________________________________________________________________________
(Have you ever felt like you want to kill another person?  Yes   No  
If yes, when? _______________________________________      

· Are you feeling homicidal now?  Yes   No    If yes, how do you currently cope with those feelings? ____________________
________________________________________________________________________________________________________
(Do you have a history of substance use/abuse?  Yes   No       
Are you currently using?   Yes   No
· Have you attended a treatment program? Yes   No       If yes, please describe ______________________________________
____________________________________________________________________________________________________________
(Have you ever been convicted of a criminal offense?      Yes   No  
(Have you ever been involved in a DHHS (CPS, APS) investigation?   Yes   No
(Are you comfortable with diversity in age, experience, beliefs, ethnicity, sexual orientation, etc within a group setting?  Yes   No
(What is the best way to get a hold of you if we need to cancel a group session?
Additional Information to Share:

* Parking:  If the group is held after 6pm, please park in the back lot next to the Brunswick Fire Station, or in the Full Spectrum Fitness Parking lot.
* SASSMM has a scent free policy.  Due to many people having scent based allergies we are requesting all group members refrain from wearing perfumes, colognes, after shave, etc.  This policy does not include deodorant or soap unless it is heavily perfumed. It is specific to scents that are not needed for health or hygiene. 
Notes: ______________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Sexual Assault Support Services of Midcoast Maine

Yoga for Survivors Support Group Intake for New Participants
Name: _________________________________________________________________________
Phone Number:  Cell: ____________________________Home: ___________________________


       
 May a message be left?  Yes    No 
             May a message be left?  Yes    No
E-Mail address___________________________________________________________________
Please list your current and previous health conditions that you would like us to be aware of such as medical diagnosis, surgeries, accidents, and/or injuries. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently taking any medications, including over-the-counter medicines? ( Yes ( No
Please list any that may affect your ability to be in group:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you practiced yoga before?  ( Yes ( No
If so, what was that experience like for you?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you over the age of 18? ( Yes ( No
Is there anything else that you would like us to be aware of at this time?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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