Couple Admission Form

Date: _____________

GENERAL INFORMATION

Partner 1:

Name: _______________________________________________________________________________
Address: _____________________________________________________________________________

     Street






City
    State

Zip

Home Phone: _________________________
     
     Okay to leave message?  __ Yes   __ No

Work Phone: _________________________    
        
     Okay to leave message?  __ Yes   __ No
Cell Phone: __________________________

     Okay to leave message?  __ Yes   __ No
Date of Birth: ________________________
                  Gender: ___
Occupation: _________________________________________________________________________

Partner 2:
Name: _______________________________________________________________________________
Address (if different): __________________________________________________________________

 


Street




City
    
State

Zip

Home Phone: _________________________
     
     Okay to leave message?  __ Yes   __ No

Work Phone: _________________________    
        
     Okay to leave message?  __ Yes   __ No
Cell Phone: __________________________

     Okay to leave message?  __ Yes   __ No
Date of Birth: ________________________
                  Gender: ___
Occupation: __________________________________________________________________________

Emergency Contact: ___________________________________________________________________



Name



          ___________________________________________________________________



Home Phone





Work Phone



          ___________________________________________________________________



Relationship to you

Please describe your ethnicity(ies): ________________________________________________________

_____________________________________________________________________________________
Please describe any spiritual/religious beliefs: _______________________________________________

_____________________________________________________________________________________
Purpose for seeking counseling:

​​​​​​​​​​​​​​​​​​
What would you like to accomplish through counseling:

Check the current symptoms:

____Suicidal Ideation

____Isolation/Withdrawal

____Depression

____Homicidal Ideation

____Aggression/Violence

____Anxiety/Panic

___Appetite Problems

____Poor Impulse Control

____Phobia/Fear

____Sleep Disturbance

____Destructive Behavior

____Obsessions/Compulsions

____Anger/Irritability

____Victim of Abuse

____Bizarre Behavior

____Domestic Violence
____Perpetrator of Abuse

____Problems Thinking/Concentrating    

____Family Conflict

____Addictive Behavior

____Mood Swings

____Job/work Issues

____Alcohol/Substance Abuse
____Stress/Feeling Overwhelmed

____Communication/Trust Problems
____Grief/Loss


____Legal/Financial Problems

____Chronic Medical Problems
____Parenting issues

____Religious/Spiritual Issues

____Binging/Purging

____Sexual/Intimacy Issues

____Tearful/Crying Spells

____Infidelity


____Fertility issues

____Problems with extended family
RELATIONSHIP INFORMATION

Current relationship status:   ​​​___  Married/Partnered    
___ Separated

___ Dating




       ___  Single


___ Divorced

___ Engaged
                                              ___  Cohabitating

___ Widowed

___ Other

Partner 1 sexual orientation:  ___ Gay/Lesbian   ___ Heterosexual 
___ Bisexual
___Other: ____
Partner 2 sexual orientation:  ___ Gay/Lesbian   ___ Heterosexual 
___ Bisexual
___Other: ____

Persons living in the household:


Name




Age
         Gender

Relationship to you


______________________________​​__

____
         ______

_________________


______________________________​​__

____
         ______

_________________


______________________________​​__

____
         ______

_________________


______________________________​​__

____
         ______

_________________


______________________________​​__

____
         ______

_________________


Significant others not living in the household

Name





Age
         Gender

Relationship to you


______________________________​​__

____
         ______

_________________


______________________________​​__

____
         ______

_________________


______________________________​​__

____
         ______

_________________


______________________________​​__

____
         ______

_________________


Do you share custody of any children?  ___ Yes
___ No


If yes, child/children name(s) & ages: _______________________________________________


What percent of the time do they live with each partner? ________________________________

Who else do they live with? _______________________________________________________

If you are here for couple or family therapy, please answer these questions for all participating in therapy. Indicate the family member’s name next to the appropriate response.

MEDICAL/TREATMENT HISTORY

Previous counseling/therapy? 
___ Yes
___ No

If yes, please indicate dates, whether inpatient/outpatient, problem for which you were treated, and name of treating professional:

Have you ever been hospitalized for psychiatric reasons: ___ Yes
___ No


If yes, please indicate when/why: 

Please list any allergies/drug sensitivities: ___________________________________________________

Indicate current medications/dosage: _______________________________________________________

_____________________________________________________________________________________

Any current medical conditions: __________________________________________________________

____________________________________________________________________________________

ADDITIONAL INFORMATION

Any history of Physical Abuse? 􀂆 Yes 􀂆 No

Please Explain: _____________________________________________________________________________________

Any history of Emotional/Verbal Abuse? 􀂆 Yes 􀂆 No
Please Explain:

_____________________________________________________________________________________
Any history of Incest or Sexual Abuse as a Child or Adolescent? 􀂆 Yes 􀂆 No

Please Explain: _____________________________________________________________________________________
Any history of Sexual Assault or Rape as an Adult? 􀂆 Yes 􀂆 No

Please Explain: _____________________________________________________________________________________
Any history of Spouse/Partner Abuse? 􀂆 Yes 􀂆 No

Please Explain: _____________________________________________________________________________________
Any history of Criminal Activity? 􀂆 Yes 􀂆 No

Please Explain: _____________________________________________________________________________________
Any history of major loss and/or death? 􀂆 Yes 􀂆 No

Please Explain: _____________________________________________________________________________________
Please describe past and current tobacco, alcohol, & drug use:

Is anyone in the family considering/threatening suicide?  ___ Yes
___ No


Is there a history of suicide attempts?  ___ Yes
___  No

What are your (the family’s) strengths/accomplishments?

Colorado Relationship Counseling, LLC

