				Women
ABORTION RECOVERY CLASS PARTICIPANTS

Client Information:

Name: __________________________________                 Today’s Date: ___________________

Cell Phone: ______________________________

Email: _________________________________________________________________________

Address: ______________________________________________________________________
                          Street                                                                 City                                  Zip Code

Age:  ___________   Birthdate: _______________________  

Occupation: ____________________________________  Marital Status: _________________

Do you have children: ______     Ages: ____________________________

Who lives at home with you?  ____________________________________________________

Do you feel you have a support system, someone who will encourage you?  If so, who is that:

_____________________________________________________________________________

How did you find us? ___________________________________________________________

When did you first realize you needed help in dealing with the abortion(s): ___________________


Have you been able to talk to anyone else about your abortion(s): __________________________


Did you grow up going to church: _____________________  If so, what religion was that? ________________

Do you go to church now?_________  Which church: __________________________________

Are you in a small group at church or a Bible Study?  ___________________________________

Have you been baptized?  If so, when?  ___________________   

When did you have your abortion(s) _______________________________________________

How far along were you? ________________________________________________________



Which of the following have you felt since your abortion?  

Emotionally numb			Lonely				Crying spells
Dreams/nightmares			Changes in relationships	Inferiority
Depressed				Sleep disturbances		Sexual problems
Sad 					Relief				Regret			
Anxiety				Need for alcohol		Need for drugs
Suicidal feelings			Fatigue				Infertility
Preoccupation with abortion 		Marital stress			Trouble making friends
   anniversary				Dizziness/fainting		Panic attacks
Headaches				Fear of failure			Eating disorders				
Other issues: ____________________________________________________________

Have you ever sought any counseling for the pain connected with your abortion? ___  If so, did it help? ____________________________________________________________________________________

Have you had medication prescribed (e.g., antidepressants) and/or been hospitalized to control symptoms? ______________________________________________ 

Did you feel you were adequately counseled and informed before the abortion? ____________
If not, what do you wish you had had in the way of counseling?
	More information on fetal development
	More sensitivity to how you were feeling
	More information about the abortion procedure
	Other ___________________________________
At the time, did you feel pressured into having an abortion: ________________________

By whom: ____________________________________________

At the time, is there anything that could have changed your mind about having the abortion? 
________________________________________________________________________________

Did your relationship with the male involved in the pregnancy continue after the procedure? ____

Did you experience any physical complications resulting from the procedure? ______________

Is there anything else you’d like us to know? __________________________________________


Preferred Class Location:

Saddleback Church, Anaheim, Mondays 7-9 pm   	___________
The Rock, Anaheim, Tuesdays, 7-9 pm   		___________
[bookmark: _GoBack]LivingWell, Orange, Tuesdays, 10-12 pm   			___________


Cost of the class:  $25, to cover expenses for the class.

