[bookmark: _GoBack]Couples Intake Form				       Case #_________
Therapist __________________________________Date _________
Client 1 Name___________________________  	Birthdate _________________	Age___________
Client 2 Name__________________________	Birthdate _________________	Age___________

Single __ Married __  Living Together __  Engaged __ Married __ Separated __ Divorced __ Widowed __
Date of Marriage _______________   Length of Engagement __________ Years Dating ________
Previously married  yes __  no___  (if yes, how many times)
Children’s names
_______________________________________	Sex ____ Age ____ Grade ____ Married ____
_______________________________________	Sex ____ Age ____ Grade ____ Married ____
_______________________________________	Sex ____ Age ____ Grade ____ Married ____
_______________________________________	Sex ____ Age ____ Grade ____ Married ____
Personal concerns I have include (Client 1):
___Feeling Angry 	___Anxious			___Feeling tension/conflict	 ___Lack of Trust
___Eating Problems	___Parenting Concern 	___Financial Stress 		___Religious Differences 
___Work Stress	___Addiction concerns	___ Sexual Difficulties 	___Communication Issues
___Custody/Visitation Problems 	___Other __________________________________________________
Personal concerns I have include (Client 2):
___Feeling Angry 	___Anxious			___Feeling tension/conflict	 ___Lack of Trust
___Eating Problems	___Parenting Concern 	___Financial Stress 		___Religious Differences 
___Work Stress	___Addiction concerns	___ Sexual Difficulties 	___Communication Issues
___Custody/Visitation Problems 	___Other __________________________________________________

Health
Client 1
Do you have any physical symptoms that concern you? __________________________________________
_______________________________________________________________________________________
List any Medications you are taking __________________________________________________________
Family Doctor ________________________________  Date of last physical _________________________
Existing Medical Conditions ________________________________________________________________
Do you exercise? ___yes ___no (if yes how often) ______________
Do you: ___Drink alcohol	___use drugs	___smoke	___drink caffeine	___have trouble sleeping
	 ___want to (gain or lose)weight	___Have high blood pressure		___Have allergies
Briefly describe your overall health___________________________________________________________
Have you ever felt you should cut down on drinking?		___yes	___no
Have people annoyed you by criticizing your drinking?		___yes ___no
Have you ever felt guilty or bad about your drinking?		___yes ___no
Have you ever had a drink first thing in the morning			
to steady your nerves or get rid of a hangover?			___yes ___no
Client 2
Do you have any physical symptoms that concern you? __________________________________________
_______________________________________________________________________________________
List any Medications you are taking __________________________________________________________
Family Doctor ________________________________  Date of last physical _________________________
Existing Medical Conditions ________________________________________________________________
Do you exercise? ___yes ___no (if yes how often) ______________
Do you: ___Drink alcohol	___use drugs	___smoke	___drink caffeine	___have trouble sleeping
	 ___want to (gain or lose)weight	___Have high blood pressure		___Have allergies
Briefly describe your overall health___________________________________________________________
Have you ever felt you should cut down on drinking?		___yes	___no
Have people annoyed you by criticizing your drinking?		___yes ___no
Have you ever felt guilty or bad about your drinking?		___yes ___no
Have you ever had a drink first thing in the morning			
to steady your nerves or get rid of a hangover?			___yes ___no

Family of Origin
Complete Genogram

Check any of the following that applied to your family during your youth
___Separation    	___Divorce    		___Affairs    		___ Alcohol, Drug Abuse	
___Verbal, Sexual, Physical Abuse	___Medical Issues	___Deaths		___Suicide	
___Legal Troubles	___Emotional Problems
How did your family express care and affection?__________________________________________________
_________________________________________________________________________________________
How did your family manage anxiety and stress? __________________________________________________
__________________________________________________________________________________________
Religious/Spirituality
I consider myself a spiritual person ___yes ___no ___uncertain
My religious preference ______________________________________________________________________
Do you pray ___yes ____no ____occasionally
Do you mediate ___yes ____no ____occasionally
Do you read the Bible ___yes ____no ____occasionally
In what church/faith were you raised ___________________________________________________________
Employment
Client 1
Occupation ___________________________________ Employer ___________________________________
Retired (date) _________________________________ Unemployed (dates) ___________________________
Rate your job satisfaction on a scale of 1 (low) to 10 (high) __________
What do you enjoy about your job ______________________________________________________________
What do you dislike about your job _____________________________________________________________
CF 2
Occupation ___________________________________ Employer ___________________________________
Retired (date) _________________________________ Unemployed (dates) ___________________________
Rate your job satisfaction on a scale of 1 (low) to 10 (high) __________
What do you enjoy about your job ______________________________________________________________
What do you dislike about your job _____________________________________________________________

Therapy
Have you previously had experience in therapy ___________________________________________________
If yes, when _______________  Therapist _______________________________________________________
Reasons for seeking therapy
My reasons for seeking therapy: _______________________________________________________________
_________________________________________________________________________________________
What Solutions have you found helpful: _________________________________________________________
__________________________________________________________________________________________
When did the problem begin: __________________________________________________________________

Initial thoughts/hypothesis ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature ___________________________________	Date_______________

