Client Intake Questionnaire
UF Counselor Education Program
Couple & Family Clinic


Name: 								Date:

Phone Number(s):						Email(s): 
		

How did you hear about the Couple & Family Clinic?


Name(s) and relationship of those who would be participating:




	Are any of you experiencing active domestic violence?
	☐  No         ☐  Yes         

	Are any of you experiencing active addiction?
	☐  No         ☐  Yes         

	Do any of you have any concerns about physical safety?
	☐  No         ☐  Yes         


If yes to any of these questions, please describe:


What is your family/household composition (include names, ages, relationship, gender, and other pertinent information):



Please describe the nature of the problem you/your family are facing to help us understand the problem in context (such as, what is bringing you into counseling? how long has the problem been a problem? is it all the time, sometimes, or one incident? who is involved; who needs to come in; larger systems involved, etc.)



What have you tried to resolve this issue up to this point?


Describe any previous treatment/therapy (related to this or other problems):



What do you all hope to gain from attending the Couple & Family Clinic?




 Would you prefer an appointment at:   		☐ 5:00		☐ 6:30
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