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I. POLICY 
 

Family Support is a category that covers the following types of services: Tutoring, Parent Assistant, Mentoring, daily 
and hourly Respite Services, Independent Living Skills, Supported Work Environment/Job Coach, Child Care and 
Household Management Services.  Family Support Services are provided to the youth and/or family through identified 
natural supports (relatives, neighbors, friends, community resources).  The goal is to tailor informal/community-based 
 services to meet the needs of each youth and family.  It allows for the development of creative, non-traditional, 
innovative approaches to securing services that have been identified by the youth and family in response to their 
specific needs. 

 
II. GENERAL INFORMATION 
 

A. Provider /Employee 
An individual employed as a Family Support Provider is the employee of the family/youth, NOT 
Wraparound/Milwaukee County.  Payment of Family Support Providers is accomplished through the use of a 
fiscal intermediary – the Milwaukee Center For Independence (MCFI).  Wraparound has initiated an 
application/screening process to assure the safety of our Wraparound clients/families and to assist the fiscal 
intermediary (MCFI).  If a potential Family Support Provider is not approved through the 
application/screening process, and the family/youth continues to want that individual to provide services, then 
the family/youth has the right to appeal the administrative decision. 

 

B. Recreational Activities 
Recreational activity costs are the responsibility of the Provider/Family unless some type of exceptional 
activity is occurring which has been discussed in advance with the Child and Family Team and Care 
Coordinator.  In these exceptional instances funding through discretionary funds could be sought on the 
Service Authorization Request (SAR). 

 

C. Overnights 
Wraparound Milwaukee WILL NOT fund or be liable for clients who go on overnight passes to Family 
Service Provider homes.  A funded, overnight placement through Wraparound may occur ONLY within a 
licensed foster home with the parent’s/legal guardian’s authorization and Care Coordinator knowledge / 
approval. 

 

NOTE: If the child goes on an overnight with the Family Support Provider, per an independent agreement 
between the Provider and the Family, scheduled Wraparound activities that would be planned during that 
time may be acceptable for reimbursement.  Again, this would have to be an exceptional activity and would 
have to be discussed with the Child and Family Team and the Care Coordinator. 

 

D. Mandatory Reporting of Abuse 
The Family Support Provider is a “Mandatory Reporter”.  It is the Family Support Provider’s responsibility to 
immediately report to the Care Coordinator and/or the Police/Child Protective Services/State Bureau of Child 
Welfare Services any reported and/or witnessed neglect or physical, sexual or emotional abuse.  The family 
and the Family Support Provider should be made aware from day one that this would be expected of him/her. 
 The number for Child Protective Services is 220-SAFE (7233). 

 

E. Confidentiality 
The Family Support Services Provider agrees that all information about the youth/family they work with is  
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strictly confidential and will not be discussed with any person outside the Child and Family Team or any 
person not associated with the Wraparound Milwaukee Program. 

 

F. Provider Service Requirements / Training / Documentation 
The Family Support Provider must be informed of and encouraged to be involved in all relevant 
meetings/sessions, i.e., Plan of Care meetings, family sessions as appropriate, etc.  Communication and 
collaboration with the Care Coordinator / Family Team should be stressed.  The Care Coordinator must 
provide guidance and support to the Family Support Provider regarding the client’s care, strengths, needs, etc. 
 The Family Support Provider must also be oriented to the Wraparound Milwaukee program and philosophy.  
The Family Support Provider must make a progress entry on the Family Support Services Provider Log (see 
Form C in packet) every time a child/family is seen.  These Logs must be signed by the Care Coordinator, 
Provider and Parent/Guardian/Caregiver and turned in to the Care Coordinator at the end of every month.  If a 
session with a client is cancelled for any reason, this should still be indicated on the Log.  If Logs are not 
submitted on time, the family/Wraparound has the right to terminate an employee. 

 

G. Provider Hours 
Family Support Services will generally not be approved for more than the maximum hours allowed per 
service per Wraparound standards.  The reason for usage of services beyond these general parameters must be 
clearly documented in the Plan of Care. 
 
Family Support Services Providers can only bill for actual “face-to-face” contact.  Reimbursement is not 
available for travel time, phone contact and/or if there is a “no show” situation with a client.  The Family 
Support Provider can bill for the time spent attending POC meetings, Child & Family Team meetings and 
other client related treatment-focused meetings when the youth/family is present.  Billing for attendance at 
these meetings will occur at the same hourly rate of reimbursement. 

 

H. Requests for Additional Units of Services 
Any requests for additional units of service for the month beyond those authorized on the Service 
Authorization Request (SAR) form must be discussed with the Care Coordinator.  The Care Coordinator must 
then have these additional hours/units approved by their Supervisor/Lead and the additional hours/units must 
be entered on-line through Synthesis (Wraparound Milwaukee’s IT system). 

 

I. Provider Monitoring 
The Care Coordinator will assist the family with monitoring the services provided by the Family Support 
Provider. 

 

 J. Liability Issues 
Wraparound will not be liable in the circumstance where a youth/family may steal from a Family Support 
Provider and/or cause damage to a Provider’s property or person.  Issues related to theft/damage must be dealt 
with between the employer and employee, meaning the Family Support Provider and the youth/family. 

 
III. REQUIREMENTS. 
 

Wraparound Milwaukee requires that the following guidelines be followed when the family hires a Family 
Support Provider. 

 

A. Criminal History / Criminal Background Check / Caregiver Law  / County Resolution 
A statewide criminal records check must be done prior to hiring the individual and there must be adherence to 
the Wisconsin Caregivers Law/County Resolution.  The Care Coordinator should have the prospective 
Provider complete the BACKGROUND INFORMATION DISCLOSURE FORM (see Attachment 1) and 
attach it to the Provider Application. 

 

Individuals convicted at any time of the following offenses cannot be hired as a Family Support 
Services Provider:  homicide (all degrees); felony murder; mayhem; aggravated and substantial battery; 1st 
and 2nd  
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degree sexual assault; armed robbery; administering dangerous or stupefying drugs; and all crimes against 
children as identified in Chapter 948 of Wisconsin Statutes. 

 

Individuals convicted within the last five (5) years of any crime under the Uniformed Controlled 
Substances Act under Chapter 961 of Wisconsin Statutes (excluding simple possession) cannot be hired. 

 

Individuals convicted within the last three (3) years of any offenses including, but not limited to, criminal 
gang member solicitations; simple possession; endangering public safety; robbery; theft; or two (2) or more 
misdemeanors involving separate incidences cannot be hired. 

 

If the family chooses to hire an individual with a past record (charges or convictions), additional character 
references are recommended and the family will need to state in writing that they understand the risks 
involved in hiring this individual and that they take full responsibility in doing so. 

 

Note:  Criminal background checks must be updated every four (4) years.  If the Family Support Provider 
has lived in the State of Wisconsin for less than three years, an effort to get a background check from the 
last state of domicile must be made/documented. 

 

B. Transporting a Youth/Family Member 
If the Provider will transport the youth/family at any time, the parent/legal guardian must sign a 
TRANSPORTATION CONSENT FORM that indicates permission for the Provider to do so (see Attachment 
2).  If the Family Support Services Provider is to pick up the client at the client’s home for a session/activity, 
it is required that at least one parent/legal guardian/responsible adult be at home when the Provider arrives 
and when the client is being dropped off. 

 

Please note: Schools, clinics, etc., will often request written permission and identification from the person 
picking the child up if it is not their parent/legal guardian. 

 
IV. RECOMMENDATIONS 

 

Wraparound recommends that the following guidelines be considered when the family hires a Family Support 
Provider. 

 

A Driver’s License 
If a Family Support Provider is to transport a youth/family at any time in a motor vehicle, they must have 
verification of a valid Wisconsin Driver’s License and current insurance.  The Family Support Provider’s 
motor vehicle should also have working seat belts and the client must be properly wearing the seat belt at all 
times during transport.  The family may request that the Care Coordinator complete a Motor Vehicle Check to 
verify a safe driving record (i.e., no Driving Under the Influence offenses within the past 5 years, no lengthy 
history of multiple tickets/outstanding violations in the past 5 years).  A motor vehicle check can be done by 
calling the Department of Transportation in Madison at (608) 266-2353.  It is recommended that a copy 
of a  Certification of  Insurance from the  Provider’s insurance company and a copy of a valid Driver’s 
License also be obtained and kept in the client’s chart.  The family has the discretionary right when viewing 
the Family Support Provider’s Motor Vehicle Check to determine whether or not the driving violations will 
potentially endanger the safety of their child and can then make the decision as to if they feel comfortable 
using that Family Support Provider. 

 

B. Non-Paid Volunteers / Family Providers 
Wraparound recommends that all Non-Paid volunteers working with a client be subject to the same screening 
procedures as a paid Provider. Non-Paid volunteers would not need to complete the MCFI specific 
paperwork.  (The W-4 Form, the Employer Appointment of Agent Form (#2678), the MCFI Fiscal/Agent 
Authorization Form and The U.S. Department of Justice - Employment Eligibility Verification Form I-9).  
They only need to complete a Provider Application. 
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IV.  PROCEDURE 
 

A. Identify a potential Family Support Provider. 
 

B. Get a Family Support Services Provider Application Packet from Wraparound Milwaukee or a copy from the 
Family Support Services (MCFI) Policy & Procedure (see Attachment 3). 

 

C. Provide Orientation - Orientation Information (see Form A in packet), the Family Support Services Job 
Description (this job description focuses primarily on mentoring support services - see Form B in packet), the 
Family Support Services Provider Log (see Form C in packet), and this entire Family Support Services 
(MCFI) Policy & Procedure. 

 

D. If the individual is interested in providing services for the potential youth/family, have the person fill out the 
Family Support Services Provider Application (see Form D in packet). 

 

E. Obtain an Authorization For Release of Health Information form signed by the legal guardian (see Form E in 
packet for Wraparound and Form F for REACH).  This enables the Care Coordinator to discuss the 
youth/family with the prospective Family Support Services Provider. 

 

F. Orient Family Support Provider to youth/family (i.e., share relevant history, coordinate first meeting with 
youth/family and Provider).  Youth/family and Provider must agree that this is a “good match” (i.e., the 
youth/family and Family Support Provider will be able to have a positive, healthy relationship). 

 

G. If there is agreement between the youth/family and Family Support Provider, the Provider and the family 
should complete the remaining paperwork prior to beginning services, i.e. - Family Support Services 
Admissions Consent Form (see Form G in packet), the Provider Referral Form (see Form H in packet) and 
the MCFI papers if a paid Provider -  see MCFI Fiscal Agent Program Procedure (see Forms I-M in packet). 

 

H. The Care Coordinator discusses the youth/family Plan of Care goals/objectives and how the Provider will be 
integrated into the Plan.  The Provider acknowledges their role/duties according to the Plan of Care. 

 

I. Provider sets up future meetings/visits with the youth/family for activities/services as agreed upon by the 
Child & Family Team.  The Care Coordinator assists the Provider in coordinating these services. 

 

The Wraparound Milwaukee Family Support Services (MCFI) Policy & Procedure has been shared and explained 
to me by the Care Coordinator.  By signing this document I am stating that I understand the above conditions and will 
abide by them.  I relinquish the right to make a claim or file a lawsuit against Wraparound Milwaukee, their agents, 
owners, officers, employees, or other person or entity in any capacity on their behalf.  Consent will expire with the 
termination of services of the Family Support Provider.  Revocation of the consent prior to termination will be 
honored by written notification only. 

 
___________________________________________________________ _____________________________ 
Parent/Legal Guardian Signature         Date 

 
___________________________________________________________ _____________________________ 
Family Support Provider Signature        Date 

 
___________________________________________________________ _____________________________ 
Wraparound Milwaukee Care Coordinator Signature      Date 

 
 
 
 
 
Reviewed & Approved By:  
 Bruce Kamradt, Director 
 
DDJ – 12/7/10– FamilySupportPolicy 

 









 
TRANSPORTATION CONSENT FORM 
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Youth’s Name _________________________________________________ DOB ___________________ 
     (Print) 
 
 
______________________________________________ has permission to pick up and transport my child  

(Name of Provider)  

 
from ________________________________ through the termination of services or in 12 months from the  
          (Effective Date) 
 
date signed, whichever is first. 
 
 
Special Considerations / Medical-Medication Issues / Limitations: 
 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

 

 
___________________________________________     _____________________      ____________________ 
Signature of Legal Guardian      Relationship to Youth   Date 
 
___________________________________________     ____________________ 
Signature of Youth                Date 
 
 
 
WITNESSED BY: 
 
____________________________________________________________ 
Print Name of Witness 
 
____________________________________________________________     ___________________________ 
Signature of Witness                   Date Witnessed 
 
 
 
EMERGENCY CONTACT: 
 
Name _______________________________________________________ Phone ___________________________ 
 
Address __________________________________________________________________________________________ 
 
City ________________________________ State _________________________ Zip Code __________________ 
 
 
Unless otherwise specified, this consent will expire 12 months from the date it was signed.  This consent 
or any part of this consent may be canceled at any time with written notification. 
 
DDJ – 10/20/04 – FSS Transportation Consent 
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WRAPAROUND MILWAUKEE / REACH  
Family Support Services 

 
Provider Application Packet 

 
 

To: Care Coordinator 
 
 

Use the Wraparound Milwaukee Family Support 
Services (MCFI) Policy – # 018, Section IV – 
Procedure to guide you through this packet. 
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WRAPAROUND MILWAUKEE / REACH  
Family Support Services 

 
Provider Application Information and Requirements 

 
 
Please note that a separate Application, including all MCFI paperwork (if applicable) must be 
completed on every Provider serving a youth/parent and for every youth/parent in that family, if 
the Provider serves more than one person in the family. 
 
1. All information requested on the attached Application must be submitted along with 

MCFI paperwork (if applicable). 
 
2. Send or drop off the Original complete Application to:  (Do Not Fax) 
 

Theresa Randall, Provider Network 
WRAPAROUND MILWAUKEE 
9201 Watertown Plank Road 
Milwaukee, WI  53226 

 
3. The necessary information will then be forwarded to the MCFI representative, if the 

Provider is a paid employee. 
 
4. It is the Provider’s responsibility to keep all information current.  Any change in the 

ability of the Provider to provide services must be reported to the Care Coordinator.  The 
Care Coordinator is responsible for forwarding any address changes to the Wraparound 
Milwaukee Finance Department. 

 
5. No eligible client shall be unlawfully denied services or be subjected to discrimination 

because of age, race, religion, color, national origin, sex, sexual orientation, location, 
disability, physical condition or developmental disability as defined in 51.01 (s) 
Wisconsin Statutes. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



FSS Provider 
Application Packet 

FORM AWRAPAROUND MILWAUKEE / REACH  
Family Support Services 

 
   Orientation Information 

 
1. Wraparound Milwaukee History 
 

In 1994, Milwaukee County was awarded a five-year Federal Grant from the Center for 
Mental Health Services to initiate a coordinated system of community-based care and 
resources, called “Wraparound Services” for children with severe emotional, behavioral 
and mental health needs.  The system of care now established is called “Wraparound 
Milwaukee”.  Wraparound Milwaukee is operated by the Child & Adolescent Services 
Branch of the Milwaukee County Behavioral Health Division.  Wraparound has evolved 
into a managed care system providing mental health and drug and alcohol treatment 
services to identified children and their families.  Our funding comes primarily from 
Medicaid, Juvenile Justice and the Bureau of Milwaukee Child Welfare. 
 
Wraparound Milwaukee consists of a consortium of agencies providing family driven 
services to meet the complex needs of children and families. 

 
2. What is Wraparound Milwaukee / REACH 
 

Wraparound is a strength-based approach to service delivery that is based on identifying 
what “Needs” a child/family has and what is required to care for that child with severe 
emotional or behavioral challenges; to identify natural supports, community supports, and 
professional resources to meet those needs, and to “wrap” services around the child and 
family.  It is an approach that individualizes care rather than “fitting” a child into an 
existing service that may not be what the child or family needs. 
 
Wraparound is designed to increase parent/caregiver choices in selecting services and 
service providers and promotes family independence rather than dependence by stressing 
that most often families or other caregivers know what is best for their child and family. 

 
3. Target Group 
 
 The Wraparound Milwaukee / REACH program is targeted at serving children who meet 

the following qualifications: 
 
• A current mental health disorder as defined in the DSM-IV – R. 
• Functional impairments (i.e., psychotic symptoms, danger to self or others, 

impairment in community functioning). 
• Involved in two or more service systems (i.e., mental health, child welfare, juvenile 

justice, social services, special education services). 
• Are at imminent risk for out-of-home placement, inpatient psychiatric hospitalization 

or placement in a residential care center or juvenile correctional facility. 
 

All areas of Milwaukee County are served. 
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Application Packet 

FORM BWRAPAROUND MILWAUKEE / REACH  
Family Support Services 

 

Job Description 
(Primarily focuses on mentoring, but applicable to other Family Support Service Providers also.) 
 
Definition/Objective 
To act as a positive role model and advocate for severely emotionally disturbed children and/or 
their families who are in need of guidance and opportunities for social growth.  Mentoring is a 
trusting one-to-one relationship that focuses on developing youth and family strengths, interests 
and needs.  The primary purpose in mentoring is role modeling and building supports and 
partnerships with youth and families in their communities. 
 
Eligibility Criteria 
Must be at least 18 years old.  Experience in working with youth is preferred, but not required. 
 

Working Hours 
As determined by the needs of the client, family and/or program, and the availability of the 
Provider. 
 
Desired Traits/Requirements 
• Must be able to work as a member of a Child & Family Team. 
• Must be dependable and responsible. 
• Must be flexible. 
• Must enjoy working with children/adolescents. 
• Must be nurturing and patient. 
• Must be supportive and objective. 
• Must use good judgment. 
• Must possess good written, verbal, listening and communication skills. 
• Must be able to problem solve independently. 
• Must be open to a variety of cultural experiences. 
• Must be outgoing and active. 
• Must be able to provide structure. 
• Must be able to set limits and provide appropriate consequences for undesirable behavior. 
• Must be able to provide praise and reinforcement when desirable behavior is evident. 
• Must be receptive to direction and feedback from the Child & Family Team. 
• Must have knowledge of wraparound philosophy and believe in the strength-based approach. 
• Must be able to provide emotional support in order to help the child sort out feelings and 

channel them productively. 
• Must be able to provide objective and unconditional care and acceptance. 
• Must have a valid Wisconsin Driver’s License and current auto insurance, if transporting 

youth and/or family members. If no Driver’s License, Provider cannot transport. 
• Must have a criminal background check completed and have met the requirements of the 

Wisconsin Caregiver Law and the Milwaukee County Caregiver Resolution. 
 

Role Description 

Page 1 of 2 

As a member of a Child & Family Team supported by the Wraparound / REACH program, a 
Family Support Provider would function as both a positive role model and advocate for a child or 
adolescent in his/her family system and community.  Children would be matched with a Family 
Support Provider based on  their needs and interests.  A Family Support Provider could be 
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involved in a variety of activities with the child and/or family with the focus including, but not 
limited to, recreation, school related projects, social skills and peer relationship building, 
personal care/hygiene/exercise, etc.  Direction, consultation and support will be provided by the 
Wraparound / REACH Care Coordinator and Child & Family Team.  The time commitment will 
vary depending upon the needs of the child/family.  A Family Support Provider is a valuable link 
in assisting children and families in developing needed skills and relationships as they grow. 
 
Responsibilities 
 
1. Have knowledge of the Wraparound/REACH philosophy regarding providing 

services/care. 
 
2. Have knowledge of the Wraparound Family Support Services Policy & Procedure, have 

signed off on the Policy and have completed the necessary MCFI paperwork if he/she is a 
paid provider. 

 
3. Work as a member of the Child & Family Team in assisting children and families in skill 

development.  Role models and teaches skills referred to in the Job Description and any 
other skills that may be identified in the Plan of Care. 

 
4. Communicate routinely with the Care Coordinator (verbally and in writing) to assure 

comprehensive care.  
 

Reminder:  The Family Support Provider is to immediately report to the Care 
Coordinator and/or Police or Child Protective Services any reported and/or witnessed 
neglect or physical, sexual or emotional abuse. 

 
5. Documentation -- The work of the Family Support Provider must be documented 

routinely.  This means that the Provider must fill out a Family Support Services Provider 
Log every time a child or family is seen (see Form C in the Family Support Services 
Provider Application packet).  The parent’s/guardian’s signature must be on every 
Log, thus verifying that the contact/service did actually occur.  These Logs must be 
turned in to the Care Coordinator at the end of every month.  If a scheduled session with 
a client is cancelled for any reason, this should also be indicated on the Provider Log.  
Every Log must be signed by the Care Coordinator.  The Logs must be reviewed by the 
Care Coordinator and feedback should be given to the Provider, as needed. 

 
6. Participate in Child & Family Team/Plan of Care meetings led by the Wraparound / 

REACH Care Coordinator, in collaboration with the family and their support systems.  
Assist in the development of the Plan of Care and identifying the child’s and family’s 
strengths and needs. 

 
7. Be accessible, if needed, to the child, family, and/or Care Coordinator according to the 

standards set by the Child & Family Team. 
 
8. Complete the necessary paperwork as identified in the Family Support Services Policy & 

Procedure. 
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WRAPAROUND MILWAUKEE / REACH 
Family Support Services 

 

Provider Log 
 
Youth’s Name _____________________________________________________________________________________ 

Parent/Caregiver’s/Guardian’s Name ___________________________________________________________________ 

Provider’s Name ___________________________________________________________________________________ 

Service Provided ___________________________________________________________________________________ 

Care Coordinator / Agency  ____________________________________________    Phone _______________________ 

For Services Provided During the Month / Year of _________________________________________________________ 

Need(s) as Identified in the Plan of Care _________________________________________________________________ 

__________________________________________________________________________________________ 

DATE TOTAL Hours & 

Time Frame Seen 
ACTIVITY / COMMENTS / PROGRESS 

Example: 
8/1/03 

 
2 hrs. – 2-4:00pm 

 
Provider must make ONE entry for every time the client is seen. 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   
 

Care Coordinator’s Signature _______________________________________________   Date _______________ 

Caregiver’s/Guardian’s Signature ________________________________________________   Date ________________ 

Provider’s Signature __________________________________________________________    Date ________________ 

 
 

 

 
FSS Provider 

Application Packet 
FORM C

Note:  Submit this form with the Caregiver’s/Guardian’s Signature to the Care Coordinator at the end of every month. 
Pre-signing the Log is not permissible.  The time identified on the Log must match the time of the Provider’s Time Sheet. 
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WRAPAROUND MILWAUKEE / REACH 
Family Support Services 

 

   Provider Application 
 
 
Instructions:    The Provider applicant is to complete this form and submit it to the family’s Care Coordinator.  The Care 
Coordinator and/or Agency representative should review, approve and sign the application and then forward to Theresa 
Randall, Provider Network. 
……………………………………………………………………………………………………………................................ 
SECTION A – General Information 

Name of Provider ___________________________________________________________________________________ 

Address ___________________________________________________________________________________________ 

City, State, Zip _____________________________________________________________________________________ 

Telephone:    Home _____________________________     Work ____________________________________________ 

Place of Employment _________________________________________________     How Long? __________________ 

Name of youth you will be working with ________________________________________________________________ 

Are you related to this youth/family?  ____ Yes     ____ No 

If yes, how? _______________________________________________________________________________________ 

Name of Family’s Care Coordinator ___________________________________________________________________ 

Care Coordination Agency ___________________________________________________________________________ 

Care Coordinator’s Telephone Numbers: 

Office ____________________    Pager _____________________    Cell Phone ____________________ 

………………………………………………………………………………………………………………............................ 

SECTION B – Identifying Provider Information 

Name/Address/Telephone number of person to contact in case of emergency:   

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

Social Security # __________________________     Height ___________________     Weight _____________________ 

Birthdate ________________________________     Eye Color _________________    Hair Color __________________ 

Do you have a valid Wisconsin Driver’s License? ____ Yes     ____ No 

If yes, Driver’s License # _____________________________________________________________________________ 

Do you have current car insurance? ____ Yes     ____ No      If yes, please fill out the following: 

 Name of Insurance Company ___________________________________________________________________ 

 Insurance Agent’s Name _____________________________________________     Phone __________________ 

 Policy # _____________________________________   Effective Date __________   Expiration Date _________ 

Have you been charged with Driving While Under the Influence within the last 5 years?  ___Yes   ___No 

If yes, date of charge _______________________ 

Page 1 of 2 

FSS Provider 
Application Packet 

FORM D 

 



Does your driving record within the last 5 years reflect unsafe driving habits? _____ Yes     _____ No 

If yes, please explain __________________________________________________________________________ 

Have you ever been arrested for or convicted of a felony/criminal act/abuse or neglect/sexual abuse? 

_____ Yes     _____ No  If yes, please explain: _______________________________________________ 

___________________________________________________________________________________________

___ 

Please list one non-relative personal reference: 

Name ______________________________________________________________________________________ 

Relation _____________________________________________     Phone _______________________________ 

Please list two professional references: 

Name ______________________________________________________________________________________ 

Relation _____________________________________________     Phone _______________________________ 

Name ______________________________________________________________________________________ 

Relation _____________________________________________     Phone _______________________________ 

Please describe your specific skills/interest in providing services to children, adolescents and/or families: 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

What day(s) and time(s) would you be available each week? _________________________________________________ 

__________________________________________________________________________________________________ 

………………………………………………………………………………………………………………..........................……………. 

SECTION C:  Services 

          Rate    Unit  
  Respite Services       _____  _____ 
  Mentor        _____  _____ 
  Tutor Services       _____  _____ 
  Independent Living Skills      _____  _____ 
  Crisis Home/Beds (must have a foster home license)   _____  _____ 
  Supported Work Environment/Job Coach    _____  _____ 
  Child Care        _____  _____ 
  House Management Services      _____  _____ 
  Parent Assistance       _____  _____ 

………………………………………………………………………………………………………………............................ 
 

The Provider certifies that the information provided on this application is true and correct.  Any misrepresentation on the 
part of the Provider on this form may result in disqualification from participation in the Wraparound Milwaukee program 
and legal action or fiscal sanctions may be taken as determined appropriate by Milwaukee County or its designated 
representative(s). 

 
_________________________________________________________________  __________________________ 
Signature of Applicant                     Date 
_________________________________________________________________  __________________________ 
Care Coordinator / Agency                     Date 
………………………………………………………………………………………………………………………………… 
For Wraparound Use Only:  Date Received ________________   Approval Date _________________  
     Approved By  ________________________________________________ 
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FSS Provider 
Application Packet 

FORM E

WRAPAROUND MILWAUKEE 
AUTHORIZATION FOR RELEASE OF INFORMATION 

PURPOSE OF DISCLOSURE: 
Release of Mental Health and AODA (Alcohol and Other Drug Addiction) and physical health information that will 
be used to plan and provide for the care, treatment and services for: 

 
          (Youth’s Name)               (Date of Birth) 

I authorize Wraparound Milwaukee, its contracted Care Coordination Agencies, and/or the Mobile Urgent Treatment Team to 
release/exchange health related information including diagnosis, prognosis, treatment and planning related to the above named 
youth’s enrollment in Wraparound Milwaukee to the appropriate staff at the following agency/s that authorize enrollment or 
provide emergency services for families enrolled in the Wraparound Milwaukee program.   

  Milwaukee County Children’s Court   Medicaid/Title 19  Bureau of Milwaukee Child Welfare  
 
In addition, I authorize release of information related to the above named youth to the following agencies identified below for 
the purpose of planning for and the delivery of ongoing mental health care, physical health care and education services.   

PLACE AN “X” IN THE BOX NEXT TO AGENCY NAME TO AUTHORIZE INFORMATION RELEASE 
AGENCY NAME INFORMATION TO BE RELEASED  

 Families United of Milwaukee, Inc. (Family Advocate) Demographic Information Only 

 Wraparound Education Advocate  Plan of Care, Diagnostic, Progress and School Reports 

 Milwaukee Public Schools     Plan of Care, Diagnostic, Progress and School Reports 

 Other School  Plan of Care, Diagnostic, Progress and School Reports 

 Primary Care Physician  Plan of Care, Diagnostic and Progress Reports 

 Dental Service Provider Plan of Care, Diagnostic and Progress Reports 

 Psychiatrist Plan of Care, Diagnostic and Progress Reports 

 Other Plan of Care, Diagnostic and Progress Reports 

CONSENT FOR INFORMATION TO BE USED IN RESEARCH  
I give my consent for non-identifying evaluation data obtained during my enrollment in Wraparound to be used for research to evaluate the 
effectiveness of the program. I understand that this research may be presented at conferences, universities and in publications. I understand 
that information collected for this research is part of the usual Wraparound evaluation procedures.  I understand that my family’s 
confidentiality will be protected. No information that is presented to the public will contain any identifying information such as name, address 
or telephone number. 
 
EXPIRATION OF AUTHORIZATION / WITHDRAWAL OF AUTHORIZATION 
If not specified below, I understand that this Authorization for Release of Information EXPIRES 12 MONTHS from the date it was 
signed. I understand that I may cancel this authorization at any time (see back of sheet for instructions). This does not include any 
information that has been shared between the time I gave my consent to share information and the time that the consent was canceled. 
 
This authorization expires on the                                 day of _________________________________, 20______. 
 
REDISCLOSURE NOTICE:  I understand that information used or disclosed based on this authorization may be subject to re-disclosure 
and no longer protected by Federal privacy standards. 

Parent or Legal Guardian Signature Date 

Youth Signature (age 14 and older should sign) Date 

Witness Signature Date 

(Enter Name of School)

(Enter Agency or Individual Provider Name)

(Enter Physician or Clinic Name) 

(Enter Dentist or Clinic Name) 

(Enter Physician or Clinic Name) 

(Enter Name of School) 

Chris Shafer, Kay Frederick, 
Shirley Fishman
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CLIENT RIGHTS RELATED TO  
AUTHORIZATION FOR RELEASE OF INFORMATION 

 
 
YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION: 
 
Right to Receive Copy of This Authorization - I understand that if I sign this authorization, I will be provided with a copy of 
this authorization.   
 
Right to Refuse to Sign This Authorization - I understand that I am under no obligation to sign this form and that 
Wraparound Milwaukee may not condition treatment, payment, or enrollment on my decision to sign this authorization. 
 
Failure to Sign - I understand that failure to sign this authorization may severely limit the treatment / service options available 
for my child or family and/or may result in a request to the courts to modify the court order that allows for enrollment in the 
Wraparound Milwaukee program. 
 
Right to Withdraw This Authorization - I understand that I have the right to withdraw this authorization at any time by 
providing a written statement of withdrawal to Pamela Erdman, Wraparound Milwaukee Quality Assurance.  (The statement 
must be dated and signed). I am aware that my withdrawal will not be effective until received by Wraparound Milwaukee and 
will not be effective regarding the uses and/or disclosures of my health information that Wraparound Milwaukee has made prior 
to receipt of my withdrawal statement  
 
Right to Inspect or Copy the Health Information to Be Used or Disclosed - I understand that I have the right to inspect or 
copy (may be provided at a reasonable fee) the health information I have authorized to be used or disclosed by this 
authorization form.  I may arrange to inspect my health information or obtain copies of my health information by contacting 
Pamela Erdman in the Wraparound Milwaukee Quality Assurance Department.  
 
HIV Test Results - I understand my child’s HIV test results may be released without authorization to persons/organizations that 
have access under State law and a list of those persons/organizations is available upon request.  
 
 
Submit your written requests for withdrawal to: 
 
 Ms. Pamela Erdman, Wraparound Milwaukee Quality Assurance Director 
 Wraparound Milwaukee Administrative Offices 
 9201 Watertown Plank Road 
 Milwaukee, WI  53226  Phone:  (414) 257-7608 
 



FSS Provider 
Application Packet 

FORM F

WRAPAROUND MILWAUKEE – REACH 
AUTHORIZATION FOR RELEASE OF INFORMATION 

PURPOSE OF DISCLOSURE: 
Release of Mental Health and AODA (Alcohol and Other Drug Addiction) and physical health information that will 
be used to plan and provide for the care, treatment and services for: 

 
          (Youth’s Name)               (Date of Birth) 

I authorize Wraparound Milwaukee, its contracted Care Coordination Agencies, and/or the Mobile Urgent Treatment Team to 
release/exchange health related information including diagnosis, prognosis, treatment and planning related to the above named 
youth’s enrollment in Wraparound Milwaukee to the appropriate staff at the State of Wisconsin/Title 19 Program that authorizes 
enrollment or provide emergency services for families enrolled in the Wraparound Milwaukee program.   

 
In addition, I authorize release of information related to the above named youth to the following agencies identified below for 
the purpose of planning for and the delivery of ongoing mental health care, physical health care and education services.   

PLACE AN “X” IN THE BOX NEXT TO AGENCY NAME TO AUTHORIZE INFORMATION RELEASE 
AGENCY NAME INFORMATION TO BE RELEASED  

 Families United of Milwaukee, Inc. (Family Advocate) Demographic Information Only 

 Wraparound Education Advocate  Plan of Care, Diagnostic, Progress and School Reports 

 Milwaukee Public Schools     Plan of Care, Diagnostic, Progress and School Reports 

 Other School  Plan of Care, Diagnostic, Progress and School Reports 

 Primary Care Physician  Plan of Care, Diagnostic and Progress Reports 

 Dental Service Provider Plan of Care, Diagnostic and Progress Reports 

 Psychiatrist Plan of Care, Diagnostic and Progress Reports 

 Other Plan of Care, Diagnostic and Progress Reports 

Chris Shafer, Kay Frederick, 
Shirley Fishman

(Enter Name of School)

(Enter Name of School) 

(Enter Physician or Clinic Name) 

(Enter Dentist or Clinic Name) 

(Enter Physician or Clinic Name) 

(Enter Agency or Individual Provider Name)

CONSENT FOR INFORMATION TO BE USED IN RESEARCH  
I give my consent for non-identifying evaluation data obtained during my enrollment in Wraparound to be used for research to evaluate the 
effectiveness of the program. I understand that this research may be presented at conferences, universities and in publications. I understand 
that information collected for this research is part of the usual Wraparound evaluation procedures.  I understand that my family’s 
confidentiality will be protected. No information that is presented to the public will contain any identifying information such as name, address 
or telephone number. 
 
EXPIRATION OF AUTHORIZATION / WITHDRAWAL OF AUTHORIZATION 
If not specified below, I understand that this Authorization for Release of Information EXPIRES 12 MONTHS from the date it was 
signed. I understand that I may cancel this authorization at any time (see back of sheet for instructions). This does not include any 
information that has been shared between the time I gave my consent to share information and the time that the consent was canceled. 
 
This authorization expires on the                                 day of _________________________________, 20______. 
 
REDISCLOSURE NOTICE:  I understand that information used or disclosed based on this authorization may be subject to re-disclosure 
and no longer protected by Federal privacy standards. 

Parent or Legal Guardian Signature Date 

Youth Signature (age 14 and older should sign) Date 

Witness Signature Date 
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CLIENT RIGHTS RELATED TO  
AUTHORIZATION FOR RELEASE OF INFORMATION 

 
 
YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION: 
 
Right to Receive Copy of This Authorization - I understand that if I sign this authorization, I will be provided with a copy of 
this authorization.   
 
Right to Refuse to Sign This Authorization - I understand that I am under no obligation to sign this form and that 
Wraparound Milwaukee may not condition treatment, payment, or enrollment on my decision to sign this authorization. 
 
Failure to Sign - I understand that failure to sign this authorization may severely limit the treatment / service options available 
for my child or family and/or may result in a request to the courts to modify the court order that allows for enrollment in the 
Wraparound Milwaukee program. 
 
Right to Withdraw This Authorization - I understand that I have the right to withdraw this authorization at any time by 
providing a written statement of withdrawal to Pamela Erdman, Wraparound Milwaukee Quality Assurance.  (The statement 
must be dated and signed). I am aware that my withdrawal will not be effective until received by Wraparound Milwaukee and 
will not be effective regarding the uses and/or disclosures of my health information that Wraparound Milwaukee has made prior 
to receipt of my withdrawal statement  
 
Right to Inspect or Copy the Health Information to Be Used or Disclosed - I understand that I have the right to inspect or 
copy (may be provided at a reasonable fee) the health information I have authorized to be used or disclosed by this 
authorization form.  I may arrange to inspect my health information or obtain copies of my health information by contacting 
Pamela Erdman in the Wraparound Milwaukee Quality Assurance Department.  
 
HIV Test Results - I understand my child’s HIV test results may be released without authorization to persons/organizations that 
have access under State law and a list of those persons/organizations is available upon request.  
 
 
Submit your written requests for withdrawal to: 
 
 Ms. Pamela Erdman, Wraparound Milwaukee Quality Assurance Director 
 Wraparound Milwaukee Administrative Offices 
 9201 Watertown Plank Road 
 Milwaukee, WI  53226  Phone:  (414) 257-7608 
 



FSS Provider 
Application Packet 

FORM G 

WRAPAROUND MILWAUKEE 
Family Support Services 

 

Admissions Consent Form 
 

Youth’s Name _____________________________________________________________________________________ 
The following items needing consent are essential to the care and treatment of your child, please read each section and 
indicate your consent by initialing the appropriate line at the end of this form.  If you do not consent, do not place your 
initials on the line. 
 
Consent For Emergency Care 
I authorize the Family Support Provider to act on my behalf in case my child is victim of major accident, injury or illness 
when immediate medical or surgical care is needed, provided that the Family Support Provider make diligent effort to get 
in touch with me are unsuccessful.  I authorize the Family Support Provider to make such action and give such consent on 
my behalf as his/her judgment dictates.  In the event of any such emergency, I can be reached at this telephone number: 
______________________. Initials: __________ 
 
Consent or Participation in Activities 
I hereby give consent for my child to participate in supervised sports and recreational activities which are scheduled as 
part of the Plan of Care recognizing that some of these activities may be provided outside of the home and require 
transportation outside of the county. 
 
I understand and acknowledge that some of the activities may involve unanticipated risks that could result in injury to the 
child, to myself, to property or to third parties. 
 
I expressly agree and promise to accept and assume all of the risks involved in activities within and outside my home.  
Initials: __________ 
 
Consent/Waiver of Responsibility for Personal Property 
I give my consent for my child to possess certain items of personal property.  I understand that the Wraparound 
Program/Service Provider is not responsible for the loss, theft or damage of personal property or money which your child 
may have in their possession while on outings. Initials:_____________ 
………………………………………………………………………………………………………………………….. 
 
I have read all the information pertaining to the above items needing consent and have indicated my approval by initialing 
the appropriate lines. 
 
By signing this document, I acknowledge that if anyone is hurt or property is damaged during my son�s/daughter�s 
participation in any activity supervised the by Family Support Providers, I will have no right to make a claim or file a 
lawsuit against the Wraparound Milwaukee Agencies, their agents, owners, officers, employees or any other person or 
entity acting in any capacity on their behalf. 
 
_ ___________________________________________________________________________________________________________ 

Date, Event or Condition upon which Consent will Expire 
 
If not specified above, I understand that this Admissions Consent expires 12 months from the date it was signed.  I 
also understand that I may cancel this consent at any time by stating so in writing with the date and my signature.  
This does not include any information which has been shared between the time I gave my consent to share 
information and the time that such consent was canceled. 
 
________________________________________________________________________________         _______________________ 
Parent or Guardian’s Signature          Date 
 
_________________________________________________________________________       _____________________ 
Care Coordinator / Witness Signature         Date 
 
_________________________________________________________________________       _____________________ 
Family Service Provider Signature         Date 
 
DDJ – 9/23/08 – FSS Provider Application Packet 



 WRAPAROUND MILWAUKEE 

 
      PROVIDER REFERRAL FORM 

FSS Provider 
Application Packet 

FORM H 

 
Reminder:  Providers please assure that the initial 
                     visit is done with the Care Coordinator. Referral Completion Date ___________________________ 

Referred by: 
___________________________________________ _____________________________________________ 
Name of Care Coordinator    Name of Care Coordination Agency  

Phone (___)_________________   Pager (____)_________________    Cell Phone (____)___________________ 

Name of Provider/Agency being referred to:____________________________________________________________ 

Address  ___________________________________________________________________________________ 

City ____________________________________________   State                                    Zip  ________________ 

Name of Provider Contact Person __________________________________ Phone (____)_______________ 
1.  Service being requested:____________________________________________ Service Code ______________ 

Frequency / Days & Times being requested: _______________________________________________________ 

2.  Service being requested:_________________________________________ Service Code _____________________ 
Frequency / Days & Times being requested: _______________________________________________________ 

3.  Service being requested:__________________________________________ Service Code _____________________ 
Frequency / Days & Times being requested: _______________________________________________________ 

4.  Service being requested:__________________________________________ Service Code _____________________ 
Frequency / Days & Times being requested: _______________________________________________________ 

 
 
 
 
 
 

 

 

Name of Client being Referred:_______________________________________      Phone (____)______________ 
Address ________________________________________________________________________________  

City                                                                                          State                                    Zip _____________ 

Name of associated WM Enrollee (if different than client being referred) ________________________________________ 

Relationship of Referred Client to WM Enrollee (if not the same – i.e., mother, sibling, etc.)_______________________ 

Client Lives With:___________________________________________    Relationship:_________________________ 

Ethnicity:     African American   Caucasian   Hispanic   Native American   Asian   Other ______________ 

Gender:         Male      Female DOB: ____________________  SSN: _________________________________ 

Special Accommodation Needs, if any (i.e., physical and sensory disabilities, medical needs, limitations, etc):  

_________________________________________________________________________________________________ 

 
FAMILY/SCHOOL INFORMATION 

 
Mother/Legal Guardian _________________________________________   Home Phone (____)__________________ 

Address _________________________________________________   Work Phone (____)__________________ 

City                                                                                          State                                    Zip _________________ 
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Father/Legal Guardian _________________________________________    Home Phone (____)__________________ 

Address _______________________________________________      Work Phone (____)__________________ 

City                                                                                           State _______________   Zip __________________ 

Other Emergency Contact ________________________________________    Home Phone (____)________________ 

Address _________________________________________________    Work Phone (____)_________________ 

City                                                                                          State                                     Zip  ________________ 

 Relationship to Client ________________________________ 

Siblings/Children:  (Not required for transportation services if only transporting identified client.) 

 1. ________________________________________ DOB _______________________ 

 2. ________________________________________ DOB _______________________ 

 3. ________________________________________ DOB _______________________ 

 4. ________________________________________ DOB _______________________ 

School __________________________________________   Not Attending       Not Enrolled      N/A 

Grade ______________ Special Education:   Yes           No 

 
GENERAL INFORMATION 

 

Diagnosis:   (Required only if referring to medical or mental health providers.) 

_________________________________________________________________________________________________ 

Currently on Medication?   Yes           No If yes, what type? ____________________________________ 

Strengths/Interests:  (Not required for transportation referrals.) 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

_______________________________________________________________________________________________ 

Needs/Reason for Referral:  (Not required for transportation referrals.) 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

_______________________________________________________________________________________________ 

Safety Concerns: __________________________________________________________________________________ 
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 
 
………………………………………………………………………………………………………………………………………………………………………………… 

(For Provider Agency Use Only) 
 
 
Date Referral was Received ______________________ 
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WRAPAROUND MILWAUKEE / REACH 
Family Support Services 

 

MCFI FISCAL AGENT PROGRAM 
(for Payments to Non-Agency Providers) 

 

Procedure 
 
Note: The Care Coordinator should assist the Provider with the completion of these forms. 
           Please complete the forms using Black Ink only. 
 
1. Provider Application (for specific child/family) – Should be completed and signed by the individual 

Provider.  The Care Coordinator should also sign the application.  Be sure the Provider has indicated the 
agreed upon unit and rate on the form. 
Note: A separate application, including all the MCFI paperwork, must be completed on every 

youth/parent receiving Family Support Services. 
2. W-4 Form – The Individual Provider should complete and sign.  The Provider should indicate the 

number of exemptions they wish to claim for tax purposes.  Deductions will be taken from each check 
based on the information from the W-4 Form (see attached sample & blank form). 

3. Employer/Payer Appointment of Agent Form (#2678) – Should be signed by parent/legal guardian.  
This form authorizes MCFI to act as the fiscal agent for the parent/legal guardian, who is employing the 
individual Providers.  MCFI will obtain an Employer Identification Number for the parent/legal 
guardian after this form is received (see attached sample & blank form). 

4. MCFI Fiscal Agent Authorization Form – Should be completed by the Care Coordinator and signed 
by the parent/legal guardian.  This simply lists the Provider(s) who will provide services for the 
child/family, and the specific rates/units approved for each service.  The Care Coordinator should keep a 
copy of this form, as this form can be used to add and delete Providers or Clients. 
Note:  This form should is submitted each time there is a change in Providers, service, rate, or 
authorized payroll signature (see attached sample & blank form). 

5. U.S. Department of Justice - Employment Eligibility Verification Form I-9 
This form is required to verify that the potential Provider/Employee is eligible to work in the United 
States (see attached sample & blank form). 
Section One -- Employee Information and Verification are to be completed by the Provider/Employee, 
who must sign and date the form. 
Section Two -- Employer Review and Verification are completed by the Care Coordinator utilizing the 
guide entitled “Lists of Acceptable Documents” located on the back of the form. The Care Coordinator 
must get information from one document under List A or one document from both List B & C.  The 
Care Coordinator should then sign and date Section Two. 
Section Three -- Updating and Reverification.  DO NOT COMPLETE THIS SECTION. 

6. Tax Information Authorization Form #8821. 
7. Care Coordinator to give Provider copies of the “MCFI – Fiscal Agent – Direct Deposit Informational 

Letter” and “Direct Deposit Authorization Form” (see Samples in Packet). 
  

 
Once the forms have been completed and signed, the Originals should be submitted to Wraparound Milwaukee 
– Theresa Randall, who will approve the Application and then complete the paperwork and forward it to MCFI. 
 
Note: The Care Coordinator should keep a copy of all the forms and provide the parent/legal guardian and 
Provider with copies, as requested. 
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FSS Provider 
Application Packet 

FORM I 
 



Authorization / Payment Process Requirements 
 
1. Once Wraparound has processed the paperwork, the Care Coordinator can request the identified 

approved services on the SAR through Synthesis. 
2. Individual Providers will receive a monthly Employee Time Report from MCFI, along with an envelope 

addressed to MCFI (see sample of Time Report attached).  Wraparound Milwaukee will send the initial 
Employee Time Report to all new Providers. 
Care Coordinator:  Please share the sample with the Provider so that they are aware of how to 
complete the Employee Time Report.  The Employee Time Report will inform them of the total 
number of units authorized for the month. 

3. Providers will need to list, by date, the time services were provided, and the number of units provided 
each day.  Providers will then need to total the number of units for the month.  Providers will need to 
sign the Employee Time Report, which also needs to be signed by the parent/guardian as the 
employer verifying that the services occurred. 

4. Providers will need to write a brief summary of the activities for the month (i.e., describe the services 
provided) on the Employee Time Report. 

5. Time Reports should be mailed directly to MCFI for payment.  Payments will be processed on the 15th 
and 30th of the month. 

6. Time Reports are due no later than 60 days after the end of the service period. 
 
 

Responsibilities 
 
Individual Provider (Employee) 
1. With assistance from the Care Coordinator complete Wraparound Provider Application (for specific 

child), W-4 form, and Employment Eligibility Verification Form I-9 and Tax Information Authorization 
Form #8821. 

2. Log services provided on the Employee Time Report; total for month. 
3. Sign the Employee Time Report, and have the parent/guardian sign it verifying provision of services. 
4. Mail Employee Time Report to MCFI for payment. 
5. Notify Care Coordinator of any changes in address/phone number or other significant information.  The 

Care Coordinator is then responsible for relaying this information to Theresa Randall in the Wraparound 
Milwaukee Provider Network Department. 

Parent/Guardian (Employer) 
1. With the assistance of the Care Coordinator, complete and sign the Employer/Payer Appointment of 

Agent (form #2678) and the Fiscal Agent Authorization form. 
2. Sign monthly Employee Time Report of the Provider verifying services occurred. 
Wraparound Milwaukee 
1. Forward all necessary paperwork to MCFI for processing. 
2. Send confirmation of services being rendered, initial timecard and other paperwork to employee. 
3. Enter all applicable information into Synthesis, enabling Provider to be entered onto a Service 

Authorization Request (SAR) and be paid through MCFI. 
MCFI 
1. Obtain Employer Identification Numbers for Parents. 
2. Process W-4 forms for non-agency Providers. 
3. Based on information provided by Wraparound, MCFI will handle the payroll for all non-agency 

Providers. 
4. Access monthly client authorizations through Synthesis. 
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