
 
 

MUSIC THERAPY REFERRAL FORM 
 
Client details 

 Name of Client:  

 D.O.B.:  

 Gender: 

 Address:  

 Telephone:  

 Email:  

Safety Contact 

 Name of Contact:   

 D.O.B.:  

 Address:  

 Telephone: 

 Email:  

Relationship to Client:  

Referrer Details 

 Name: 

 Address: 

 Telephone: 

 Email: 

 Completed by:  

 Relationship to Client: 



 

 
 

 
 
 
_______________________ ________________________________________

  

Date       Signature 

Reasons for Referral: 
 

Any other relevant information for the therapist: 
e.g. other therapeutic input, health risks, medication, practical issues, etc. 
 


