Initial Intake Assessment- Couples
Marital Status:              Single                Married                Divorced               Widowed
Length of current relationship: _____________________________________________________________
If divorced; length of previous marriage: ____________________________________________________

Describe relationship:____________________________________________________________________

________________________________________________________________________________________

How did you meet: _______________________________________________________________________
________________________________________________________________________________________
What are the strengths of the relationship: ___________________________________________________
________________________________________________________________________________________
What are the problems in the relationship:____________________________________________________
________________________________________________________________________________________
Children (ages/ genders): __________________________________________________________________

Step-children (ages/ genders): _____________________________________________________________

Describe relationships:____________________________________________________________________

________________________________________________________________________________________

Do the children live with you _______________________________________________________________

If no, explain_____________________________________________________________________________

Religious affiliation/ practicing- Husband:                   YES                             NO
Explain: ________________________________________________________________________________
Religious affiliation/ practicing-Wife:                   YES                             NO
Explain: ________________________________________________________________________________

Education-Husband:                    GED                  HS                  Bachelor                Graduate

Explain: ________________________________________________________________________________

________________________________________________________________________________________

Education-Wife:                    GED                  HS                  Bachelor                Graduate

Explain: ________________________________________________________________________________

________________________________________________________________________________________

Work History- Husband:

Are you/spouse currently employed:                  YES                           NO 

Current Occupation /employer: _____________________________________________________________

Length of time at current job: ______________________________________________________________

Work History- Wife:

Are you/spouse currently employed:             YES                      NO 

Current Occupation: _____________________________________________________________________
Employer: ______________________________________________________________________________

Length of time at current job: ______________________________________________________________
Medical History and Lifestyle- Husband 
History of head injury or loss of consciousness             YES                        NO 

Significant surgeries, procedures or problems               YES                        NO

If yes, please explain: _____________________________________________________________________

________________________________________________________________________________________

How are your eating habits? _______________________________________________________________
What are your exercise habits? _____________________________________________________________

What do you do to relax/ hobbies?__________________________________________________________
Have you ever been in therapy before? If yes, what were the pros and cons?

________________________________________________________________________________________

________________________________________________________________________________________

Medical History and Lifestyle- wife  

History of head injury or loss of consciousness             YES                        NO 

Significant surgeries, procedures or problems               YES                         NO

If yes, please explain: _____________________________________________________________________

________________________________________________________________________________________

How are your eating habits? _______________________________________________________________
What are your exercise habits? _____________________________________________________________

What do you do to relax/ hobbies?__________________________________________________________
Have you ever been in therapy before? If yes, what were the pros and cons?

________________________________________________________________________________________

________________________________________________________________________________________
Military History: Either Spouse
Has one spouse ever been in military:                YES                        NO
Which spouse was in the military: _________________________________________________________
Branch? ____________________ YRS of service: ______________________

Currently Active?                     YES                             NO

Was a spouse deployed/ or scheduled to a combat zone?     YES           NO

If yes, where & when: ____________________________________________________________________
Psychiatric History- Husband: 

Past psychiatric treatment:                              YES                                NO

Are you currently on medications:                  YES                                NO
If yes, what are meds & doses: _____________________________________________________________
Any family history of psychiatric illness or treatment?           YES                    NO

If yes, please explain: _____________________________________________________________________

________________________________________________________________________________________
Psychiatric History- Wife: 

Past psychiatric treatment:                              YES                                NO

Are you currently on medications:                  YES                                NO
If yes, what are meds & doses: _____________________________________________________________
Any family history of psychiatric illness or treatment?           YES                    NO

If yes, please explain: _____________________________________________________________________

________________________________________________________________________________________

Legal History/ Husband :

Past charges:                      YES                     NO    

If yes, please explain: ____________________________________________________________________
Legal History/ Wife:

Past charges:                      YES                     NO    

If yes, please explain: ____________________________________________________________________

History of Abuse/ Trauma- Husband:

Have you ever been physically/ emotionally/ sexually abused?           YES              NO    

If yes, please explain: ____________________________________________________________________

Have you ever been a victim of a violent crime?           YES               NO    

If yes, please explain: _____________________________________________________________________

Have you ever experienced any other Traumas (ex. car accident)?      YES              NO    
If yes, please explain: _____________________________________________________________________

History of Abuse/ Trauma- Wife:

Have you ever been physically/ emotionally/ sexually abused?           YES              NO    

If yes, please explain: ____________________________________________________________________

Have you ever been a victim of a violent crime?           YES               NO    

If yes, please explain: _____________________________________________________________________

Have you ever experienced any other Traumas (ex. car accident)?      YES              NO    

If yes, please explain: _____________________________________________________________________
Substance Abuse History- Husband:

Alcohol use:      YES        NO         Starting age: ___________        Current use:_____________

History of illegal drug use:       YES        NO        Current use:        YES         NO
Substances used:________________________________________________________________________

Amount used: ___________________________________________________________________________

History of treatment:         YES         NO          Age(s) of treatment: _______________

Other information: _______________________________________________________________________

Tobacco use:       YES        NO       Starting age:________     Current use: __________

Caffeine use:        YES        NO       Starting age: ________    Current use:________

Any family history of substance abuse?            YES                  NO
If yes, please explain: _____________________________________________________
Substance Abuse History-Wife:

Alcohol use:      YES        NO         Starting age: ___________        Current use:_____________

History of illegal drug use:       YES        NO        Current use:        YES         NO
Substances used:________________________________________________________________________

Amount used: ___________________________________________________________________________

History of treatment:         YES         NO          Age(s) of treatment: _______________

Other information: _______________________________________________________________________

Tobacco use:       YES        NO       Starting age:________     Current use: __________

Caffeine use:        YES        NO       Starting age: ________    Current use:________

Any family history of substance abuse?            YES                  NO
If yes, please explain: _____________________________________________________
Family History-Husband:
Client’s parents:     Single         Married          Divorced        Widowed         Other:

________________________________________________________________________________________

Mother’s age: ______________ Occupation: __________________________________________________

How was your relationship as a child: _______________________________________________________

How is your current relationship: ___________________________________________________________

Father’s age: ______________ Occupation: ___________________________________________________

How was your relationship as a child: _______________________________________________________
How is your current relationship: ___________________________________________________________

What was your parent’s relationship like? ____________________________________________________
Siblings:                                          YES                                  NO

Genders & Ages: _________________________________________________________________________

How was your relationship as a child: _______________________________________________________

How is your current relationship: ___________________________________________________________

Family History-Wife:

Client’s parents:     Single         Married          Divorced        Widowed         Other:

________________________________________________________________________________________

Mother’s age: ______________ Occupation: __________________________________________________

How was your relationship as a child: _______________________________________________________

How is your current relationship: ___________________________________________________________

Father’s age: ______________ Occupation: ___________________________________________________

How was your relationship as a child: _______________________________________________________
How is your current relationship: ___________________________________________________________

What was your parent’s relationship like? ____________________________________________________
Siblings:                                          YES                                  NO

Genders & Ages: _________________________________________________________________________

How was your relationship as a child: _______________________________________________________

How is your current relationship: ___________________________________________________________

What are the goals for the couple therapy?

1) ______________________________________________________________

2) ______________________________________________________________

3) ______________________________________________________________

