                                                 APPLICATION FOR THE MICHIGAN MUSIC THERAPISTS

                                                                             MEMORIAL SCHOLARSHIP

NAME_________________________________________________________________

EMAIL ADDRESS 











PERMANENT HOME ADDRESS:

STREET_______________________________________________________________

CITY__________________________________________________________________

STATE/ZIP/PHONE______________________________________________________

UNIVERSITY ATTENDED________________________________________________

CLINICAL TRAINING SITE_______________________________________________

DATES OF INTERNSHIP__________________________________________________

REQUIREMENTS:




ATTACHED

FORTHCOMING

TREATMENT PLAN




__________

__________

LETTER OF CONFIRMATION


__________

__________

SIGNATURE OF APPLICANT(type in if using email) 






DATE OF APPLICATION__________________________________________________

Please send completed applications to:

rjustice@emich.edu
OR 

Roberta Justice, MM, MT-BC

Clinical Training Representative

Michigan Music Therapists

PO Box 7996, Ann Arbor, MI 48107

