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MUSIC THERAPY





Client Information Form
Please email completed form to: admin@metromusictherapyga.com 

	Client Name:     

     

	DOB:

     

	Address:

     

	Name of Parent/Guardian or Spouse:

     

	Home phone:                        

Cell phone:                     
Other phone:                     
	Email address:

     

	Best way to reach you:  FORMDROPDOWN 
      

Best Day/Time for your therapist to contact you:      
Preferred Location for Therapy:  FORMDROPDOWN 
  
*If at school, list school name, contact person & phone #:      

	Diagnosis/Reason for Tx:      

	1. Other Current Therapies:
 FORMCHECKBOX 
 Speech     FORMCHECKBOX 
 Physical Therapy     FORMCHECKBOX 
 Occupational Therapy     FORMCHECKBOX 
 ABA     FORMCHECKBOX 
 Other                                                                           
Therapist Contact Info:      

	2. Other Current Therapies:
 FORMCHECKBOX 
 Speech     FORMCHECKBOX 
 Physical Therapy     FORMCHECKBOX 
 Occupational Therapy     FORMCHECKBOX 
 ABA     FORMCHECKBOX 
 Other                                                                           
Therapist Contact Info:      

	3. Other Current Therapies:
 FORMCHECKBOX 
 Speech     FORMCHECKBOX 
 Physical Therapy     FORMCHECKBOX 
 Occupational Therapy     FORMCHECKBOX 
 ABA     FORMCHECKBOX 
 Other                                                                           
Therapist Contact Info:      


	Your Current Availability - please list times    
           FORMCHECKBOX 
 Monday:                                        
           FORMCHECKBOX 
 Tuesday:                 

           FORMCHECKBOX 
 Wednesday:          

           FORMCHECKBOX 
 Thursday:      
           FORMCHECKBOX 
 Friday:              
           FORMCHECKBOX 
 Saturday*:        (*additional weekend fee)


	Please list 3 strengths of the client:

1.     
2.     
3.     
Please list 3 challenges that the client often faces:

1.     
2.     
3.     
What would you like/like for the client to accomplish during the music therapy treatment process?

      
Please tell us how you found Metro Music Therapy, LLC…
 FORMCHECKBOX 
 Personal Referral; Please name the person or company:      
 FORMCHECKBOX 
 Search Engine (Google, Yahoo, etc.)  Please name the search engine:      
 FORMCHECKBOX 
 Through another website; Please name the website:      
 FORMCHECKBOX 
 Through a Magazine/Publication; Please name the publication:      
 FORMCHECKBOX 
 Other; Please specify:      
Additional Comments/Other information about your child:
     



MMT Office only:

	Referral sent to:  FORMDROPDOWN 
     
	Referral sent by:  FORMDROPDOWN 


	Referred By:  FORMTEXT 

     
	Family is interested in:

1.  FORMDROPDOWN 
   

2.  FORMDROPDOWN 
   

3.  FORMDROPDOWN 
                 

	Preferable Clinic Location:  FORMDROPDOWN 

	

	Day/time offered: 


     
 w/ 

     
  Assessment Date:  FORMTEXT 

     
  Day/Time accepted: 
Location:  FORMDROPDOWN 
 Session length: 


     
 w/ 

     
 x/week    MT Tx Start Date:  FORMTEXT 

     
 minutes; 
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