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Music Therapy Referral Form
Contact Details
Referred Person
	Name
	

	Date of Birth
	

	Address
	

	Email
	

	Telephone
	Home

Work

Mobile
	


Parent(s) / Carer(s) (if applicable)
	Name
	

	Date of Birth
	

	Address
	

	Email
	

	Telephone
	Home

Work

Mobile
	


GP Details
	Surgery Name

Address


	Telephone

Email


Relevant Medical History
	Diagnoses (if any)
	

	Presenting features (if any)
	

	Statement / EHCP?
	

	Other professionals involved
	e.g. physiotherapist, occupational therapist, speech and language therapist


Services accessed (e.g. school, day centre, health centre)
	Service Name:

	Address
	

	Telephone / Email
	

	Contact Person
	

	Day(s) attended
	

	Service Name:

	Address
	

	Telephone / Email
	

	Contact Person
	

	Day(s) attended
	


Family History
Please provide details of the referred person's parents, siblings, important relationships and any historic events that may be relevant to know about as part of music therapy.
	


Reasons for Referral
	


Has the referrer previously received music therapy? 
Y / N
If Yes, please provide dates and the organisation music therapy was received from:

_____________________________________________________________
	Signed
	

	Name (print)
	

	Date
	

	Relationship to referred person (if applicable)
	


Availability
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	am (09:00 – 12:00)
	
	
	
	
	

	pm (12:00 – 18:00)
	
	
	
	
	


If you would favour a specific day and time for weekly sessions please provide details below
_____________________________________________________________
How did you hear about North London Music Therapy?

_____________________________________________________________
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