
 
 

 Kindly fill out this questionnaire independently from your partner:  

Name:    dob     

Address:   

Phone/E-Mail:                                                                                                                                        

Profession/Position:      

in a relationship with:    since:    

living together since:             married since:   

divorced from:   since:    
 
 

 

own children dob Most prominent feeling towards each of your children*   
 

 

 

 

 

Who were your most significant relatives as a child? 
 
 

Name 
(Only first name) 

Year of 
birth 

Deceased? What is your most prominent feeling 
towards each of your relatives?* 

your  mother 

your father 

     

    

 
your stepmother  

your stepfather 

 

your siblings: 

1. 

    

    

    

2. 

3. 

4. 

5. 

    

    

    

    

 

Other important reference persons: 

   

    

    

 

* (Pls describe in a few words. If you need to expand, use a separate sheet.)  



      Which areas in your relationship with your partner are 
                                                                                 the easiest / most difficult? 

 
 
 

 
 

 

 

 

 

 

 

 

 

 

 
 

 
  

 

 
      
 

 

 

 
 
 
 
 
 

What would be the best outcome of the therapy group for you as a couple? 
   

 
   

 
   

 
  

 
 
What would be the worst outcome of the therapy group for you as a couple? 
   

   

 
   

 
    

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

 
 

different development as a man/woman  
 
communication 
 
spending time relaxing together  
 
sex / physical intimacy   
       
emotional intimacy  
 
autonomy  
  
sharing chores (household/children/work) 
 
problems with children   
  
infidelity / affairs (whose?)  
  
relationships with family of origin  
 
job satisfaction 
 
work related stress (whose?) 

finances (income / expenses)  
 
living conditions  
  
problems deciding (which?)  
 
physical illness (please specify)  
 
psychological illness (please specify)  

physical / emotional abuse (please specify) 
 
violence 
 
chemical addiction (please specify)   
  
other problems or worries: 
 

o 


