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Mid Atlantic Geriatric Association

SUPPORT GROUP REGISTRATION

Caregiver Information

Name Phone #
Address City State Zip
Caregiver’s Date of Birth __ / / Sex F[O M[]

Do you reside with the client? Y[ N [

Are you a minority? Y[ = N[ If yes, please describe

Children under 18? Y[] N[
Employed? YL1 N [
Caregiver Health Status: Poor [] Fair [ Good [

Reason for becoming a caregiver?

What is your main concern about your loved one?

What topics would you like discussed at the Support Group?

Client’s Information

Name Date of Birth / / Phone #:

Address City State Zip

Sex: ML F O

Client’s Additional Medical Concerns




