
                                           CLIENT Referral 

CCTA — Center for Creative Therapeutic Arts 
6375 W. Charleston Blvd, Bldg L/200, Las Vegas, NV   89146 

Tel:  (702) 363-8166      Fax: (702) 315-4362       
lasvegas@ccta.us  www.ccta.us 

 

Date:___________________ 
 
Name: ____________________________________   Age: _________  D.O.B.:_________________ 
 
Ethnicity: _________________________________________________________________________ 
If referral is for a minor, 
 Parent’s (or Legal Guardian’s) Name: _____________________________________________ 
___Yes ___No English is spoken. If no, language spoken is_______________. Interpreter scheduled 
for assessments: Name______________________________ Tel_______________. 
 
Home Address: ____________________________________________________________________ 
 
City:_____________________________  State: ____________  Zip: _________________________ 
 
(H) Phone:_________________  (W) Phone:________________ (Cell) Phone: _________________ 
 
Email:____________________________________________________________________________ 
 
Diagnosis or illness: ________________________________________________________________ 
 
Symptom / need for therapy: __________________________________________________________ 
 
Type of therapy being requested:  ___Music Therapy      ___Music 4 Life 
 
IEP (Individualized Education Program)   ____yes      ____no    ____pending 
 
 

Current Physician / Therapist / Credentials: ______________________________________________ 
  Specialty:___________________________________  Phone:_________________________ 
 

What therapies have been received in the past?  
 Therapies: __________________________________________________________________ 
 Provider: ___________________________________________________________________ 
 Response to therapy: _________________________________________________________ 
 
 

Referred by:  
 Name/Title/Agency: ___________________________________________________________ 
 Email:__________________________________Phone:______________________________ 
 
 
 
CCTA Therapist assigned: ___________________________________   by:____________________ 
 
Payment source:  ___Private Pay ___Acumen  ___Sliding Fee  ___Grant  ___Medicaid  ___Medicare  
___Private Insurance:_____________________      (attach copy of insurance card) 
 
Fee approved: $_________________________   by:_______________________ 
 
Part I Assessment (Intake) scheduled:______________________   
 
Part II Assessment (Client) scheduled:______________________ 


