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1.) Have you ever been to counseling as a result of problems with this relationship prior to

today? __________ If so, what was the outcome of that counseling?

______________________________________________________________________________________

2.) How long have you had this problem in the relationship? ______________________________________ 

3.) Do either you or your partner drink alcohol to intoxication or take drugs to intoxication?

__________ If yes for either, who, how often and what drugs or alcohol?

______________________________________________________________________________________

4.) Have either you or your partner struck, physically restrained, used violence against or injured

the other person within the last three years? __________ If yes for either, who, how often and

what happened. _________________________________________________________________________

______________________________________________________________________________________

5.) Why are you seeking help now?__________________________________________________________

______________________________________________________________________________________

6.) What would you like to see happen as a result of therapy?____________________________________________________________________________________________________________________________________________________________________________

7.)  How willing are you to make personal changes to improve your relationship?

Very Much
Much

Somewhat
Not that Willing
Not at All

8.) How frequently have you had sexual relations during the last month? ________times

9.) How enjoyable is your sexual relationship? (Circle one)


Excellent
Great

Fair

Poor

Terrible

10.) How satisfied are you with the frequency of your sexual relations? (Circle one)


Way too often             A bit too                About right           A bit too               Way to seldom too

 
to suit me                   often                                              seldom to suit me           to suit me

11) Are you experiencing any sexual difficulties personally or in your relationship?


Low Desire
Pain during Sex
Dislike or Aversion to Sex
Unable to Achieve Orgasm



Unable to achieve Erections

Premature Ejaculation

Obsessive/Compulsive Sexual 










Behavior 

Other__________________________________________________________________________________

12.) What is your current level of stress? (Circle one)

Extremely High        Very high              High Moderate            Low             Very low          Extremely low
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13.) To what degree do you have family or friends that support you as a couple? (Circle one)

Extremely high             Very high              High Moderate           Low            Very low         Extremely low

14.) To what degree do the two of you share a similar basic worldview? (Circle one)

Extremely high             Very high           High Moderate           Low         Very low               Extremely low

15.) Have you ever experienced an unwanted sexual touch as a child or adult? 
Yes

No

If Yes, what age and what happened?____________________________________________________________________________________________________________________________________________________________________________

16.) Were you ever physically or verbally abused as a child or witnessed domestic violence in your home as a child? If so explain, ____________________________________________________________________________________________________________________________________________________________________________

17.) How long have your parents been together and how would you describe their relationship?__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

18.)What 1st attracted you to your partner?__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

19.) What do you see as your relationships strengths? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

20.)What do you feel would make the relationship better?__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anything else that you think would be important for this therapist to know that would be helpful in helping you as a couple?__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Were you referred? 
Yes
No
By Whom?_________________________________________________

If you were not referred how did you find this counseling service? _____________________________________

Person to contact in case of emergency: 

Name: _______________________________________________________________________________ 

Address: _____________________________________________________________________________ 

Phone: _______________________________________________________________________________ 

I authorize the following persons listed below to have access to any and all of my mental health information:

Name and phone number

Name and phone number

Name and phone number

TEXT AND EMAIL COMMUNICATION

By initialing and signing here you are requesting to communicate by text and email as needed. Understand that clients opting to use these methods of communication must do so with firm boundaries which can be described to you by this therapist. In signing you understand that communication by text and email is not considered a confidential means of communication.

Initial Here:_______     Sign Here:___________________________________________________

IT IS CUSTOMARY TO PAY BEFORE EACH SESSION. 

A Counseling Session is normally 50 minutes. If longer sessions are desired please discuss this with your therapist. Fees increase with longer sessions. 

A 24-HOUR CANCELLATION NOTICE IS APPRECIATED, OTHERWISE YOU WILL BE CHARGED  HALF OF YOUR NORMAL FEE PER SESSION.

Form completed by: 

Signature_______________________________________________ Date _________________________ 

Print Name________________________________ 

