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Coaching Intake Form

Privacy	Statement  

All	personal	informa.on	collected	by	Marriage	Missionaries	will	be	held	in	the	
strictest	of	confidence.	Contact	and	personal	informa.on	will	only	be	used	to	

keep	records,	process	payment	and	send	informa.on	to	you.	

Date:   _________________

Husband 

Name   Age   _______________________________________________________________ ____________________________

Religious Preference   ___________________________________________________________________________________

Email  Work Phone   ______________________________________________ ______________________________________

Home Phone   Cell Phone   ________________________________________ _______________________________________

Address  ______________________________________________________________________________________________

City  State  Zip   ________________________________________________ ____________ ____________________________

Wife 

Name   Age   _______________________________________________________________ ____________________________

Religious Preference   ___________________________________________________________________________________

Email  Work Phone   ______________________________________________ ______________________________________

Home Phone   Cell Phone   ________________________________________ _______________________________________

Address  ______________________________________________________________________________________________

City  State  Zip   ________________________________________________ ____________ ____________________________

How were you referred to Marriage Ministries? 

____________________________________________________________________________________________________
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If Address is Different 

Address ______________________________________________________________________________________________ 

City  ________________________________________________State  ____________Zip  ____________________________ 

Years Married  _______________________________________ Wedding Date  _____________________________________ 

Children 

Name  ______________________________________________ Sex  ____________________ Age  ____________________ 

Name  ______________________________________________ Sex  ____________________ Age  ____________________ 

Name  ______________________________________________ Sex  ____________________ Age  ____________________ 

Name  ______________________________________________ Sex  ____________________ Age  ____________________ 

Name  ______________________________________________ Sex  ____________________ Age  ____________________ 

Name  ______________________________________________ Sex  ____________________ Age  ____________________ 

Name  ______________________________________________ Sex  ____________________ Age  ____________________ 

Name  ______________________________________________ Sex  ____________________ Age  ____________________ 
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History 

Have you or your spouse ever been hospitalized for a mental illness, personality disorder, anxiety disorder, etc? 
Please describe.  

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Has there ever been mental or physical abuse in your relationship? Please describe. 

____________________________________________________________________________________________________

Have there ever been threats of violence in your relationship? Please describe. 

____________________________________________________________________________________________________

Any previous therapy or counseling?   ______________________________________________________________________

Date(s) ands Number of Sessions   _________________________________________________________________________

Type of therapy or counseling   ___________________________________________________________________________

Are you or your spouse taking any medication?   (   ) Yes    (   ) No  

If yes, what kind?   ______________________________________________________________________________________

Reason for medication   _________________________________________________________________________________

Place an H (husband), W (wife) or B (both) for all that apply 

  Alcoholism  Sexual Issues   Job Problems ___________ _____________ ______________

  Shy with people  Sleeping problems   Over-worried  ___________ _____________          ______________

  Suicidal thoughts  Inferiority  Feelings   Financial Problems ___________                _____________         ______________

  Drug Use  Gambling Problems   Eating Struggles ___________ _____________        ______________

  Fears or Phobias  Obsessions   Depression ___________                  _____________ ______________

  Other (please describe)  ___________ ______________________________________________________________


	Date: 
	Husband: 
	Age: 
	Husband Religion: 
	Husband Email: 
	Work Phone: 
	Husband Home: 
	Cell Phone: 
	Husband Address: 
	Husband City: 
	State: 
	Zip: 
	Wife: 
	Age_2: 
	Wife Religion: 
	Wife Email: 
	Wife work: 
	Wife home: 
	Wife cell: 
	Wide address: 
	Wife city: 
	Wife state: 
	Wife zip: 
	Refferred: 
	Address: 
	City: 
	State_2: 
	Zip_3: 
	Yrs Married: 
	Wedding Date: 
	Name 1: 
	Sex: 
	Age_3: 
	Name: 
	Sex_2: 
	Age_4: 
	Name_2: 
	Sex_3: 
	Age_5: 
	Name_3: 
	Sex_4: 
	Age_6: 
	Name_4: 
	Sex_5: 
	Age_7: 
	Name_5: 
	Sex_6: 
	Age_8: 
	Name_6: 
	Sex_7: 
	Age_9: 
	Name_7: 
	Sex_8: 
	Age_10: 
	Please describe 1: 
	Please describe 2: 
	Has there ever been mental or physical abuse in your relationship Please describe: 
	Have there ever been threats of violence in your relationship Please describe: 
	Any previous therapy or counseling: 
	Dates ands Number of Sessions: 
	Type of therapy or counseling: 
	Group1: 1
	If yes what kind: 
	Reason for medication: 
	Alcoholism: 
	Sexual Issues: 
	Job Problems: 
	Shy with people: 
	Sleeping problems: 
	Overworried: 
	Suicidal thoughts: 
	Inferiority  Feelings: 
	Financial Problems: 
	Drug Use: 
	Gambling Problems: 
	Eating Struggles: 
	Fears or Phobias: 
	Obsessions: 
	Depression: 
	Other: 
	Other please describe: 


