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Welcome and thank you for choosing the Music Therapy Clinic at Georgia College!  It is our mission to provide quality music therapy services for individuals with a variety of strengths and needs. We are also a teaching clinic and music therapy students may be a part of the music therapy process. However, all sessions are conducted by professionally trained music therapists in our state of the art clinic, complete with a sensory integration room, adaptive and assistive technology equipment, Somatron chair (vibrotacile stimulation) and collection of melodic and percussion instruments.  

We provide an initial music therapy assessment free of charge and offer individual 30 minute sessions for $25 and $50 for hour sessions (if outside 30 mile radius of clinic additional fee may apply). The assessment session, along with the following paperwork, will assist the state licensed and board certified music therapist recommend a focus for treatment including measurable music therapy goals and objectives. 
	 
Included in our paperwork you will find the new client information form and consent to treat/medical release. Please feel free to ask any questions! 
 
If you would like us to inquire about music therapy benefits paid by your insurance company the following pieces of information will be required: 
· Copy of the front and back of your insurance card 
· Current prescription from PCP – Must state MT services 1x a week, for 12 months for specific diagnoses 

Additionally, the following documents are not required but would be beneficial towards treatment planning:
· Most recent OT/ST/PT/Psychological evaluations within the past year 
· Most recent IEP goals (if applicable)
· Any other pertinent paperwork that describes level of need that you wish to share

Please note that this form and any insurance information (if not paying out of pocket) MUST be received prior to the initial assessment. It may be emailed to Katie.Whipple@gcsu.edu or mailed to our clinic. If the form is not received prior to your first appointment, we ask that you arrive 15 minutes early in order to complete your paperwork. We look forward to working with you! 
 
Thank you, 
 
Katie Whipple, MMT, LPMT, MT-BC
Music Therapy Clinic Coordinator
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New Client Information Form

Name:________________________________________ 	 Date of Birth: _______________________
[bookmark: _GoBack]Year in school (if applicable): _________________________		          Gender:  Male    Female 
Parent/Guardian Names (if applicable): ____________________________________________________
Mailing Address: ______________________________  City: _________________  Zip: ___________
Home Phone Number: (        )           -                                   Cell Phone Number: (        )           -_________                                
Email: 	_____________________________________			
Preferred method of communication: 		Email 	Home Phone 	Cell Phone 
Diagnoses (if known):________________________________________________________________
How did you hear about us? __________________________________________________________
What benefits do you hope to gain through music therapy?___________________________________
__________________________________________________________________________________________________________________________________________________________________
Are there any special conditions or considerations?_________________________________________
__________________________________________________________________________________________________________________________________________________________________
1st Preferred session time: Sessions are ½ or 1 hour depending upon need
Mon   Tues   Wed   Thurs   Fri         Time: _____________________	Other: ___________
2nd Preferred session time: Sessions are ½ or 1 hour depending upon need
Mon   Tues   Wed   Thurs   Fri         Time: _____________________	Other: ___________
Preferred method of payment:	Out of Pocket		Insurance 
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INSURANCE INFORMATION, IF APPLICABLE: 
Primary Insurance: ______________________________ Name of Insured: _____________________
Insured SS#: _________________  Insured’s D.O.B. ____________  Employer’s Name:____________
Member ID: ____________________________________  Group #: ___________________________
Claims Address (found on back of card): _________________________________________________
Customer Service #: _________________________________________________________________

MEDICAL INFORMATION: 
Primary Physician: __________________________________________________________________
Physician’s Phone and Address: _______________________________________________________
Other doctors, specialists and therapists who are involved in client care: 
	Name
	Specialty
	Phone Number
	How Often Seen

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Current Medications: ________________________________________________________________
_________________________________________________________________________________
Current Allergies: ___________________________________________________________________
_________________________________________________________________________________
Other pertinent medical conditions: _____________________________________________________
_________________________________________________________________________________
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FAMILY BACKGROUND:
Mother’s Name: ___________________________  DOB ___________ Occupation: ______________
Father’s Name: ___________________________   DOB ___________ Occupation: ______________
Marital Status:    Single 	Married 	Divorced 	Separated 	  Widowed 
Languages spoken at home: _______________________  Religious Preference: _________________
Is client adopted?    Y     N 	
Adoption background:________________________________________________________________
_________________________________________________________________________________

EDUCATION INFORMATION:
Is client currently enrolled in school?   Yes    No
If yes, where and days attended? _______________________________________________________
Does client receive any services through the school?   Yes     No 
If yes, what services? ________________________________________________________________
Does client have a current Individualized Education Plan (IEP) or IFSP?  Yes   No 
Date of last review: __________________________________________________________________
Has client graduated from high school?   Yes    No      If “Yes”, date of graduation: ______________

CLIENT PREFERENCES:
What are the client’s favorite toys/activities/hobbies/interests? _________________________________
_________________________________________________________________________________
Is the client enrolled in any community activities (music class, play group, etc. ) ____________________
_________________________________________________________________________________
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MUSIC HISTORY/PREFERENCES:
What are the client’s favorite songs, artists or genre of music? _________________________________
__________________________________________________________________________________________________________________________________________________________________
Has the client had any previous music experiences?  Yes    No      
If yes, please describe: _______________________________________________________________
_________________________________________________________________________________
Has the client ever received music therapy services before? Yes    No      
If yes, where and when?  _____________________________________________________________
Does client have a preference or interest in a specific instrument? Yes    No      
If yes, please describe: _______________________________________________________________

CONSENT FOR SERVICES:
I, ________________________(client or guardian), consent for the Music Therapy Clinic at Georgia College (MT Clinic) to provide, ____________________ (client name), with Music Therapy services. I consent to care and treatment falling under the practice guideline of the American Music Therapy Association and the State of Georgia. 

I acknowledge that there is always a risk of injury with any therapy involving physical activities and equipment. The MT Clinic at Georgia College is not responsible for any injury associated with equipment use when your child is not with a treating therapist. You are responsible for making your therapist aware of any changes to your child’s physical or mental condition. The MT Clinic at Georgia College is a teaching facility and supervised students and volunteers may participate during treatment.

_________________________________________________________________________________
PRINTED NAME							RELATIONSHIP TO CLIENT 

_________________________________________________________________________________
CLIENT OR GUARDIAN SIGNATURE (IF UNDER 18)		DATE
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