INFANT/CHILD GRIEF COUNSELING REPORT FORM

IDENTIFICATION INFORMATION
INFANT/CHILDS NAME: _______________________________________________

County of Residence: __________________  County of Death: _________________

Sex: _____     Race: _____     DOB: _______________    DOD: _________________

Mother’s Name: _______________________________________________________

Father’s Name: ________________________________________________________

Date Health Department Notified:_______________________

Notified By:  ( Coroner    ( Hospital      ( State      ACH Office 

( Health Dept. Client       ( Other ______________________________


ASSESSMENT

Of 

NEEDS

AND

RECOMMENDATIONS

FOR 

FOLLOW-UP CARE
Counseling Was:     ( Offered              ( Not Offered
If Not Offered Why: _____________________________________________________

Counseling Was:     ( Accepted          ( Declined
Person(s) Present for Counseling:  _________________________________________

_______________________________________________________________________

Participant interested in Support Group Referral:    ( YES   (  NO

Did  family receive copy of Death Certificate:       (  YES         (  NO

Did family receive copy of Autopsy Results (if applicable):
       (  YES    (  NO       Date: _________________
Evaluation of Participant’s Stage of Grief: _________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

Recommendations for Follow-up Care: ____________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

If Referral Made Specify Agency: _________________________________________

Counselor’s Signature  _________________________________Date: ____________



FOLLOW-UP

CARE
Person(s) Present for Counseling: _________________________________________

______________________________________________________________________

Evaluation of Participant’s Stage of Grief: __________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Recommendations for Follow-up Care: _____________________________________

_______________________________________________________________________

Counselor’s Signature: ________________________________  Date: _____________



Copy and Send to ACH 







ACH 73 (5/99) Replaces MCH 72

