
Private Music Therapy Services
Melissa A. Ward, MT-BC

www.augmentingability.com
Helping children reach their fullest potential

Music Therapy Client Registration

Date:  _____________________________

Child’s name:  ______________________ Date of birth:  _______________________

SSN: (opt.)  ________________________ Responsible party: ____________________

MA #: (opt.) _______________________ Relationship:  ________________________

Address: ______________________________________________________________________

______________________________________________________________________________

Home phone:  _______________________ Work phone:  ________________________

Cell phone:  _________________________

E-mail address:  _________________________________

Employer:  _____________________________________

Emergency contact1:  __________________ Relationship:  ________________________

Emergency contact2:  __________________ Relationship:  ________________________

Primary Care Physician/Address/Phone:  _____________________________________________

______________________________________________________________________________

Type of service interested in: (individual, group, adapted lessons)  ________________________

Diagnosis (reason for services):  ___________________________      Onset date:  ___________

I certify that the above information is true.  I will notify the therapist of any changes to the above 
information.

_____________________________ ____________________________________
Print child’s name Responsible Party’s signature

Thank you for choosing MUSIC PATHways for your music therapy services.
www.musicpathways.net
www.speechpathways.net


