FAMILY PSYCHOLOGICAL SERVICES

of Lakeland
COUPLES IN-TAKE ASSESSMENT AND CLIENT INFORMATION

NAME: DATE COMPLETED:

DATE OF BIRTH: AGE: GENDER:

SEXUALITY: RACE: ETHNICITY:

STREET ADDRESS:

City: STATE: Zip;

CONTACT PHONE NUMBER: IsIT OK 10 LEAVE A VOICEMAIL? NO  YES
ALTERNATE CONTACT PHONE NUMBER: Is IT OK 7O LEAVE A VOICEMAIL? NO  YES

Is IT OK TO SEND YOU SOMETHING IN THE MAIL? NO YES

EMAIL:

WouLb You LIKE TO RECEIVE EMAIL COMMUNICATION? NO  YES

How WERE You INTRODUCED TO Us?

How HAVE WE COME TO MEET?

WHAT ARE THE THREE BIGGEST CONCERNS YOU HAVE FOR YOUR RELATIONSHIP RIGHT Now?

3.

WHAT DO YOU THINK THOSE THAT CARE ABOUT YOU WOULD SAY THEIR CONCERN(S) Is/ARE?

WHAT SOLUTIONS HAVE YOU TRIED TO RESOLVE THE PROBLEMS THAT YOU ARE SEEKING THERAPY FOR?

107 Morningside Drive, Suite C - Lakeland, Florida 33803
Tel: 863.606.6001 - info@fpslakeland.com - www.fpslakeland.com


mailto:info@fpslakeland.com

CHANGE IS COMING ...

WHAT ARE YOUR EXPECTATIONS FROM THERAPY? THE THERAPIST?

LOOKING INTO THE FUTURE, HOw WiLL YOU KNOW THAT OUR WORK AND TIME TOGETHER HAS BEEN WORTH IT? LIST CONCRETE CHANGES YOU WILL

SEE:

WHAT OTHER THINGS WOULD YOU LIKE TO SEE CHANGE IN YOUR LIFE? (FAMILY, CAREER, HEALTH, ETC.)

WHAT ARE YOUR PARTNER’S WORRIES, STRESSES, HOPES, DREAMS, AND ASPIRATIONS?

IF You CouLD DO ANYTHING IN THE WORLD WITHOUT CONCERN OF TIME, RESOURCES, MONEY, WHAT WOULD YOU BE WILDLY PASSIONATE ABOUT

DoING?

WHAT Do You CURRENTLY DO FOR WORK?

WHO/WHAT WoULD YOU SAY YOUR SUPPORT SYSTEM Is? (PEOPLE, RELIGIOUS, SPIRITUAL, AFFILIATIONS, ETC.)

LisT FIVE STRENGTHS ABOUT YOURSELF AND RELATIONSHIP. GIVE EXAMPLES OF EACH:
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ANY CURRENT OR PAST MEDICAL ISSUES, HOSPITALIZATIONS, ACCIDENTS, INJURIES, ALLERGIES, ILLNESSES, OR SURGERIES THAT IMPACT YOU CURRENTLY?

No YEesS IFYes, WHAT?

LisT ANY MEDICATIONS, OTC AND PRESCRIBED, NUTRITIONAL OR HERBAL SUPPLEMENTS, OR ALTERNATIVE TREATMENTS (ACUPUNCTURE, CHIROPRACTIC,

ETC.) YOU ARE TAKING/DOING AND THE REASONS:

IN THE PAST YEAR, HAVE THERE BEEN ANY CHANGES IN YOUR LIFE? (MOVES, APPETITE, SLEEP, HEALTH, FAMILY, OVERALL FUNCTIONING, ETC.)

IMPORTANT QUESTIONS WE MusT AsK

HAVE YOUR EVER THOUGHT ABOUT KILLING YOURSELF OR NOT WANTING TO BE ALIVE? NO YES IF YES, PLEASE EXPLAIN:

HAVE You EVER PLANNED TO KiLL YOURSELF? NO YES IF YES, PLEASE EXPLAIN:

HAVE You EVER ATTEMPTED TO KILL YOURSELF? NO YES IF YES, PLEASE EXPLAIN:

HAVE You EVER FELT LIKE YOU WANTED TO SERIOUSLY HURT OR KiLL SOMEONE ELSE? NO YES IF YES, PLEASE EXPLAIN:

DO YOU HAVE WEAPONS IN YOUR HOME OR ACCESS TO WEAPONS? NO YES IF YES, WHO HAS ACCESS TO THEM AND WHAT ARE THE SAFETY

PROTOCOLS AROUND THEM?
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Is THERE ANY HISTORY, PAST OR PRESENT, OF ABUSE OR VIOLENCE? NO YES IF YES, PLEASE EXPLAIN:

ARE YOU CURRENTLY USING ANY ILLEGAL DRUGS OR IS THE REASON YOU ARE SEEKING THERAPY SERVICES SUBSTANCE ABUSE RELATED?

NO YES IFYES, PLEASE EXPLAIN:

HAVE You EVER WITNESSED OR EXPERIENCED A TRAUMA? DO YOU HAVE REOCCURRING NIGHTMARES, FLASHBACKS, OR DO YOU AVOID ANYTHING

THAT IS UNCOMFORTABLE OR PAINFUL? NO YES IF YES, PLEASE EXPLAIN:

INTIMATE RELATIONSHIP

How LoNG HAVE YOU BEEN TOGETHER? MARRIED?

WHAT Do You Do/ENJoY As A CoupLE? HOw Do You CONNECT ON A DAILY BAsis? (DINNER, TEXTS, ETC.)

WHAT Do You Do/ENJOY INDIVIDUALLY? WHAT Do You HOPE AND/OR ASPIRE TO?

DESCRIBE YOUR COMMUNICATION, EMOTIONAL INTIMACY, AND CONNECTION IN YOUR RELATIONSHIP:

DESCRIBE SEX IN YOUR RELATIONSHIP. (THE SATISFACTION LEVEL, FREQUENCY, HOW SEX AFFECTS YOUR RELATIONSHIP, ETC.)
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MosT COUPLES THINK BETRAYALS ARE AFFAIRS, BUT BETRAYALS COME IN MANY FORMS IN RELATIONSHIPS. HAS THERE BEEN ANY IMIAJOR BETRAYALS IN
YOUR RELATIONSHIP THAT HAs HAD A MAJOR AFFECT ON YOU SUCH As: CONSTANT LYING, BROKEN PROMISES, AFFAIRS,
COLDNESS/DISTANCE/ ABSENTEEISM, FORMING COALITIONS (BETWEEN YOU AND ANOTHER PERSON OR BETWEEN YOUR PARTNER AND ANOTHER PERSON),
WITHDRAWAL OF SEXUAL INTEREST, DISRESPECT, UNFAIRNESS, AND SELFISHNESS.

IF SO, PLEASE DESCRIBE:

ANSWER THE FOLLOWING REGARDING YOUR RELATIONSHIP:

1. LIKE:

2. DISLIKE:

3. NoOTENOUGH OF:

4. Too MucH OF:

5. IDEAL RELATIONSHIP:

CHECK OFF THE AREAS IN YOUR RELATIONSHIP THAT YOU DO WELL IN OR DO NOT WANT TO CHANGE:

FINANCIAL VALUE/BELIEFS/ PHILOSOPHIES

COMMUNICATION

ROMANCE SEX

FRIENDSHIP PARENTING VALUE/BELIEFS/PHILOSOPHIES
EMOTIONAL INTIMACY/CONNECTION TRUST

SHARED GOALS SUPPORT

FUN DEALING WITH CONFLICT

FEELING LOVED AND VALUED

OTHER:

CHECK OFF THE AREAS IN YOUR RELATIONSHIP THAT YOU WOULD LIKE TO CHANGE:

FINANCIAL VALUE/BELIEFS/ PHILOSOPHIES

COMMUNICATION

ROMANCE SEX

FRIENDSHIP PARENTING VALUE/BELIEFS/PHILOSOPHIES
EMOTIONAL INTIMACY/CONNECTION TRUST

SHARED GOALS SUPPORT

FUN DEALING WITH CONFLICT

FEELING LOVED AND VALUED

OTHER:
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UNDERSTANDING YOUR FAMILY AND INFLUENCES

SPACE LEFT FOR THERAPIST TO DRAW GENOGRAM (FAMILY TREE):

How WoulLb You DESCRIBE YOUR UP-BRINGING? AND HOW DOES IT IMPACT YOUR RELATIONSHIP?

DESCRIBE YOUR RELATIONSHIP WITH THE FOLLOWING:

MOTHER:

FATHER:

SIBLING(S) = NAME

AGE

SEX

RELATIONSHIP

CHILDREN(S) — NAME

AGE

SEX

RELATIONSHIP
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PLEASE LIST ANYTHING ELSE THAT IS IMPORTANT FOR US TO KNOwW ABOUT YOU THAT WOULD AssIST US IN WORKING WITH YOU TO ACHIEVE YOUR

DESIRED RESULTS:

PARENT SIGNATURE: DATE:
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