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Date:     
Psychotherapist M.A.
Individual, Marriage and Family Therapist

Couples Confidential Client Intake Form

Name:      
Date of Birth:                 Age:      
   Gender:      

Partner/Spouse Name:      
Contact Information

Address:       
Phone Number(s):      
Email Address:      
Emergency Contact

Name:        




Relationship to You:      
Address:        
Phone:       




Alternate Phone:      
Relationship Status (check all that apply)

 FORMCHECKBOX 
 Married   FORMCHECKBOX 
 Separated  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Dating 
 FORMCHECKBOX 
 Cohabitating  FORMCHECKBOX 
 Living together  FORMCHECKBOX 
 Living apart

Length of Time in current relationship:      
Current Employment 
 FORMCHECKBOX 
 Full-time Employment 

 FORMCHECKBOX 
 Part-time Employment 
 FORMCHECKBOX 
 Homemaker 
 FORMCHECKBOX 
 Unemployed 
 FORMCHECKBOX 
 Full-time student 


 FORMCHECKBOX 
 Part-time student 

 FORMCHECKBOX 
 Retired  

Occupation      



Highest level of Education      
Children (including, biological, adopted, foster, step):

Name






Sex


    Age

Custody

     






     

         

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No 

     






     

         

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

     






     

         

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No 

     






     

         

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

List Other People Living with You:      
Couple Relationship
What is the problem or dynamic in your relationship that has brought you to couples therapy?
     
What do you hope to gain from couples therapy?       
Have you received prior couples counseling?      
If you have, what worked or did not work?      
What are your strengths as a couple?      
Please check any of the reasons listed below that resulted in your request for counseling:
 FORMCHECKBOX 
 Depression or anxiety 

 FORMCHECKBOX 
 Alcohol/drug abuse 
 FORMCHECKBOX 
 Marital problems 

 FORMCHECKBOX 
 Communication difficulties 

 FORMCHECKBOX 
 Psychological evaluation  FORMCHECKBOX 
 Improve sexual relations 

 FORMCHECKBOX 
 Child/parent conflict


 FORMCHECKBOX 
 Divorce counseling 
 FORMCHECKBOX 
 Sexual orientation questions
 FORMCHECKBOX 
 Thinking of harming self or others 
 FORMCHECKBOX 
 Learning difficulties 
 FORMCHECKBOX 
 School problems 

 FORMCHECKBOX 
 Family counseling


 FORMCHECKBOX 
 Individual counseling 
 FORMCHECKBOX 
 Difficulty with loss or death 

 FORMCHECKBOX 
 Relationship enhancement 

 FORMCHECKBOX 
 Abuse (physical/mental) 
 FORMCHECKBOX 
 Pre-marital counseling

On a scale of 1 to 10, how open are you in expressing your innermost wants, thoughts, desires, and feelings to your partner? (1 is totally closed, and 10 is totally open).      
When you feel like you want support or encouragement from your partner, do you get it?      
How?      
When your partner wants support or encouragement from you, do you feel that you give it?      
How?      
When do you feel most gratified in your relationship?      
Are you satisfied with your sexual relationship?      
Have there been changes in your sexual relationship?      
Do the two of you have joint commitments to goals, projects, work, or social causes?      
What is one thing that your partner or significant other does very well and you would love for them to keep doing it?      
What is one thing that your partner or significant other is doing OK and you would like them to improve?      
What is one thing that your partner or significant other is doing that is killing the relationship (and you) and you would like them to stop?      
What behaviors do you do when there is conflict between the two of you? 
     
What are your partner’s behaviors when there is conflict between the two of you? 
     
What do you do as a couple to resolve your differences and conflicts? 
     
Do you have separate friendships with people who are not mutual friends?      
Does this create conflict in your relationship?      
If so, describe      
Do you enjoy alone time without your partner?      
Are you comfortable doing activities away from your partner?      
How comfortable are you with your partner spending time away from you?      
Medical and Mental Health Treatment Information

Please describe your physical and mental health including significant hospitalizations, and/or illnesses.       
List current medications:       
Are you currently receiving other mental health services or medical treatment?:
     
Safety Assessment

Have you ever given serious consideration to, or attempted to end your own life?      
Last occurrence:      

If yes, do you currently feel this way?  Have a plan?      
Have you ever given serious consideration to, or attempted to harm another person?      
Last occurrence:      

If yes, do you currently feel this way?  Have a plan?      
Substance Use

Do you currently use tobacco, alcohol, or other drugs?      
Tobacco
How much and how often?      


Past Use:      
Alcohol
How much and how often?      


Past Use:      
Marijuana  How much and how often?      


Past Use:      
Other:      

How much and how often?      
Past Use:      
Past substance abuse treatment?      
Legal History

Are you involved in the legal system or have you had significant legal issues in the past?      
Family Information

Please give me a brief family history.  Describe family of origin and current family dynamics: 
     
Relationships with Others

Please describe the important people in your life and the quality of these relationships:
     
Have you ever experienced violence, abuse, or threatening behavior in a relationship?
     
Trauma History

Please list any traumatic experiences you have had (including but not limited to child abuse, military combat, assault, natural disasters, life threatening illness). 
     
Strengths and Resources

What helps you to make it through difficult times?
     
Who can you count on for support in times of need? 
     
What strengths do you have that support resolving differences? 

     
Do you have any religious or spiritual beliefs that are important to you? 
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