RENEWED HOPE COUNSELING SERVICES

14555 S. Robert Trail, Suite 10, Rosemount, Minnesota 55068  (651) 423-0508

RHC – Couple Intake Form
RENEWED HOPE COUNSELING SERVICES, 14555 S. Robert Trail, Ste 10, Rosemount, Minnesota 55068 - (651) 423-0508

Couple’s Information Form Con’t

Today’s Date: ___________________ Who Referred You? ________________________________________________
Name: ________________________________________________

Age: __________    DOB: ________________
EMAIL: __________________________________________________________________________________________
Address: __________________________________________________________________________________________
City: _______________________________________________________ State: _____________ Zip: _______________
Cell Phone: _______________________
Home Phone: _____________________
Work Phone: __________________

Briefly, what is your main purpose in coming to couple’s counseling? _______________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Instructions: To assist us in helping you, please fill out this form as fully and openly as possible. Your answers will help plan a course of couple’s therapy that is most suitable for you and your partner. Do not exchange this information with your partner at this time. Several of your answers on this form may be shared later with your partner during joint therapy sessions if you give us permission to share this information. For this reason, you are advised to respond honestly and carefully to each item. If certain questions do not apply to you, or if you do not want to share this information, please leave them blank.

Previously Married? ___ Yes ___ No Previous Date Married: ________________ Date Divorced: ________________
Current Relationship Status:
Single
Married
Separated
     Divorced 
Current Partner’s Name: _______________________________  His/Her Age: _________  DOB: _________________

Currently Married? ____ Yes    ____ No    

Date Married: ___________________________
*“Whose child?” answering options:

B
=
Both of ours, natural child

BA
=
Both of ours, adopted
M
=
My natural child
P
=
Partner’s natural child

PA
=
Partner’s child, adopted
MA
=
My child, adopted












*Whose
Child’s name


Age


  Sex


  Child?


Lives with You?

1. ____________________
___

___ F 
___ M
___________

___ Yes ___ No
2. ____________________
___

___ F 
___ M
___________

___ Yes ___ No

3. ____________________
___

___ F 
___ M
___________

___ Yes ___ No

4. ____________________
___

___ F 
___ M
___________

___ Yes ___ No

5. ____________________
___

___ F 
___ M
___________

___ Yes ___ No

Current Medications (frequency, dose and reason): _______________________________________________________
_________________________________________________________________________________________________
Ever used more than Prescribed? ____ Yes ____ No
Name: ______________________________________________________     Age: _______    DOB: ________________

DIFFICULTIES CURRENTLY EXPERIENCING in Thoughts / Feelings / Mood: I Feel

___ Depressed





___ Intrusive thoughts



___ Memory difficulties

___ Anxious





___ Obsessive / ruminative thoughts

___ Dissociation

___ Sad






___ Thoughts of hurting myself


___ Depersonalization

___ Afraid






___Thoughts of hurting others


___ Feel Confused

___ Fatigue and/or Tired



___ Negative thoughts



___ Hear things other people don’t
___ Angry or Frustrated



___ I don’t like myself



___ Believe that you are better

___ High energy




___ I don’t like others 



        than others

___ Financial stress




___ Excessive worry/stress


___ Difficulty with attention

___ Legal worries / problems











and concentration
Current Behaviors:

___ Compulsive behavior



___ I let others take advantage of me

___ I am unable to relax

___ Difficulty with daily routine


___ I withdrawal from others


___ I lie
___ Difficulty getting to appts on time
___ I am dependent upon others


___ I steal
___ Self destructive/sabotaging


___ I abuse of others




___ I am reactive

___ Isolation self from others


___ Hyperactivity




___ I avoid
___ Decrease or lack of sexual interest
___ I am argumentative



___ I am controlling

___ Preoccupation with sex


___ I use alcohol/drugs to cope


___ I perform rituals
Current Experience in Workplace:

___ General satisfaction
___ Pattern of tardiness 
___ History of work problems
___ Difficulty with supervision

___ General performance
___ Absenteeism 

___ Negative feelings about work
___ Difficulty with coworkers

Current Physical Functioning: 

___ Sleep disturbance

___ Headache


___ Thyroid dysfunction

___ Colitis/irritable bowel

___ Appetite disturbance

___ Chest pain


___ Hyperventilation


___ Swelling legs/ankles/feet

___ Ulcers



___ Sweating/flushes

___ Back pain



___ Easily fatigued

___ Abdominal pain/vomiting 
___ Shortness of breath
___ Joint pain



___ Hearing/vision problems

___ Shakiness/trembling

___ Skin problems
___ Changes in menstrual problems

Client Additional Comments:

Marriage / Relationship Questionnaire

Client Name: _______________________________
Date: ___________________

1. At the present time, overall, how would you describe your marriage/relationship? (circle one)

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

2. How would you describe your communication?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

3. How would you describe your ability to resolve conflicts in a healthy manner?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

4. To what level do you feel your needs are being met by your partner?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

5. To what level do you feel you meet your partner’s needs?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

6. How would you describe your ability to forgive your partner for mistakes-past and present?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

7. How would you describe your relationship with your spouse’s parents?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

8. How would you describe your relationship with your parents?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

9. How would you describe your sexual intimacy?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

10. How would you rate your ability to understand and “love” your partner in what matters most to him/her?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

11. How would you rate your partner’s ability to understand and “love” you in what matters most to you?

GREAT
Mostly good

More good than bad
More bad than good
Mostly bad
Bad

MEN: You feel RESPECTED when your spouse/partner does: ______________________________

________________________________________________________________________________

WOMEN: You feel LOVED when your spouse/partner does: _______________________________

________________________________________________________________________________
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