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COASTAL HAVEN COUNSELING, LLC
Couples Intake & Relationship Assessment

Client Name: __________________________________________
Partner/Spouse Name: _________________________________
Insurance Company: ____________________________  Insurance #: _____________________
Appt Date: __________________________ Therapist: ___________________________________

SECTION 1 — RELATIONSHIP OVERVIEW
1. What concerns or challenges brought you to couples counseling at this time?


2. How long have you been together and what is the current status of your relationship (dating, cohabiting, married, separated, etc.)?


3. What initially drew you to your partner?


4. How would you describe the early stage of your relationship? How long did it last?



5. What was the first major disappointment or conflict you recall, and how did it impact the relationship?

· 
· 
When did things begin to feel more difficult between you? What changed?



SECTION 2 — CONFLICT & COMMUNICATION
7. In what ways are you and your partner similar? In what ways are you different?


8. How do you typically respond when conflict arises? How does your partner respond?


9. When you are upset or angry, what do you usually do? What does your partner do?


10. What are your strengths in resolving conflict? What are your challenges?


11. Do you spend time apart from your partner? How comfortable are you with that?


12. Are there any relationships outside of this partnership that create stress or conflict?





SECTION 3 — EMOTIONAL & INTIMACY CONNECTION
13. On a scale from 1 to 10, how emotionally aware do you feel? Why?
1 2 3 4 5 6 7 8 9 10
14. On a scale from 1 to 10, how open are you with your deepest feelings with your partner? Why?
1 2 3 4 5 6 7 8 9 10
15. What topics feel hardest to talk about in your relationship?


16. When you need emotional support, do you receive it? When your partner needs support, how do you respond?


SECTION 4 — INTIMACY & RELATIONSHIP EXPERIENCE
17. How would you describe your physical and sexual relationship?


18. When do you feel most connected to your partner? Least connected?


19. What role do you believe you have played in the current difficulties?


SECTION 5 — RELATIONSHIP SATISFACTION SCALE
(Each partner completes individually)
Circle one number for each statement:
1 = Very low  5 = Very high
1. My partner meets my emotional and practical needs
1 2 3 4 5
2. Overall, I am satisfied in this relationship
1 2 3 4 5
3. Compared to most couples, our relationship is strong
1 2 3 4 5
4. I regret being in this relationship
1 2 3 4 5
5. Our relationship has met my expectations
1 2 3 4 5
6. I love my partner deeply
1 2 3 4 5
7. There are many problems in this relationship
1 2 3 4 5
(Items 4 and 7 are interpreted in reverse for clinical scoring.)

SECTION 6 — COMMITMENT & FUTURE
20. How committed are you to continuing this relationship? (1–10)
1 2 3 4 5 6 7 8 9 10
21. How much respect do you feel toward your partner? (1–10)
1 2 3 4 5 6 7 8 9 10
22. If your relationship were a story, how would you title it and how would you want it to end?
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