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WCMMEA CLINICIAN/ACCOMPANIST CONTRACT 
Clinician/Accompanist Name: __________________________________________________________
Event Name: ___________________________________________________________________________

Event Date(s) and Times: ________________________________________________________________

Location(s): ______________________________________________________________________________
Special Instructions/Information:_________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Event Salary: _______________
Total Financial Compensation*:
___________________________

If Clinicians/Accompanists are coming from a distance of more than 60 miles, mileage and lodging (as needed) will be covered by the District.
Contract to be signed by Clinician/Accompanist and returned by: ___________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_______________________________________________

CLINICIAN SIGNATURE

Home
Address:_________________________________



    _________________________________



    _________________________________

Phone:
    _________________________________

Email:
    _________________________________

Note to Clinician/Accompanist:  Please Keep One Copy and Return the Other To:




_________________________________




_________________________________




_________________________________




_________________________________




_________________________________

*If the event you are contracted for is cancelled due to weather or some other unforeseen emergency, your pay will be halved from the original contracted amount.  You will be reimbursed any travel expenses should something like this occur.
