
MUSIC THERAPY REFERRAL FORM 

NAME OF INDIVIDUAL FOR REFERRAL: ______________________________________________ 

DOB: _____________________ MA ID#: 

ADDRESS: _____________________________________________________________________ 

DIAGNOSES: 
______________________________________________________________________________ 

PARENT/GUARDIAN NAME: _______________________________________________________ 

PHONE: HOME   ___________________   CELL ____________________  WORK ____________ 

REASON FOR REFERRAL (Please state the mental health need(s) you are concerned about) 
__________________________________________________________  

ADDITIONAL INFORMATION (i.e. scheduling conflicts, best time to reach parent/guardian, 
accessibility concerns, communication barriers) 

______________________________________________________________________________ 

PERSON MAKING REFERRAL: _____________________    PHONE: ________________________ 

PLEASE FILL OUT THIS FORM AND MAIL TO ADDRESS BELOW.  BE SURE TO INCLUDE A SIGNED 
CONSENT TO RELEASE INFORMATION FORM. 

WB MUSIC THERAPY, LLC 
7728 GREEN HILL ROAD 
HARRISBURG, PA 17112 
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