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	Community Access to recovery Services
of the 

Behavioral Health Division of Milwaukee County


CARS TREATMENT VERIFICATION FORM
Client Name: ____________________________ Date:  __________  Treatment Provider: _________________

Type: Group or Individual (please circle)
Counselor Telephone: ______________Time: _________________

Counselor (Please Print): ______________________________________________________________________

Counselor Signature: _________________________________________________________________________

Client Name: ____________________________ Date:  __________  Treatment Provider: _________________

Type: Group or Individual (please circle)
Counselor Telephone: ______________Time: _________________

Counselor (Please Print): ______________________________________________________________________

Counselor Signature: _________________________________________________________________________

Client Name: ____________________________ Date:  __________  Treatment Provider: _________________

Type: Group or Individual (please circle)
Counselor Telephone: ______________Time: _________________

Counselor (Please Print): ______________________________________________________________________

Counselor Signature: _________________________________________________________________________

Client Name: ____________________________ Date:  __________  Treatment Provider: _________________

Type: Group or Individual (please circle)
Counselor Telephone: ______________Time: _________________

Counselor (Please Print): ______________________________________________________________________

Counselor Signature: _________________________________________________________________________

Client Name: ____________________________ Date:  __________  Treatment Provider: _________________

Type: Group or Individual (please circle)
Counselor Telephone: ______________Time: _________________

Counselor (Please Print): ______________________________________________________________________

Counselor Signature: _________________________________________________________________________
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*Please bring this form in weekly to your Recovery Support Coordinator in order to pick up your bus pass for the follow week.
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