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I. POLICY 
 

It is the policy of Wraparound Milwaukee to preauthorize all new placements in Residential Care Centers for Children 
& Youth (RCCCY’s), Group Homes, Foster Care and Supported Independent Living (all phases), as well as review 
requests for placement extensions to ensure adherence to providing quality care to youth in the safest, least restrictive 
setting.  The purpose of the Out-of-Home Care Authorization Process is to document expected placement outcomes 
and to ensure quality collaboration between families, community agencies and out-of-home care facilities. 

 

II. PROCEDURE 
 

A. Placements Initiated by Child & Family Team. 
1. If a youth’s needs rise to the level of a possible Out-of-Home placement, as identified by a member 

of the Child & Family Team, a Child & Family Team meeting must occur.  The Child & Family 
Team must once again review all Strengths, Needs, Strategies and Resource options to determine the 
appropriate action to be taken by the Team members.  Options of alternate resources, supports and/or 
consultations must be considered.  If all possible resources have been exhausted, and out-of-home 
placement is going to be requested, the Care Coordinator must update the youth’s Plan of Care (POC) 
to reflect this. 

2. The POC must be approved by the Supervisor/Lead, as usual. 
3. The Care Coordinator submits the POC SIGNATURE SHEET (see Attachment 1) for final POC 

approval from Wraparound Milwaukee, checking the “Submit for Prior Auth Review” box and the 
requested level of care.  This will cue Wraparound staff that the POC contains a request for out-of-
home care, and the POC and a Cover Sheet will be forwarded to the appropriate Wraparound 
Manager for review. 

4. The Wraparound Manager will review the form for authorization. More information or 
documentation may be requested prior to authorization being considered. 

5. A decision to approve or deny the request will be made within four (4) days of receipt of a 
COMPLETE request.  Care Coordinators will be notified as to whether or not the request has been 
approved via a login message in Synthesis. 

6. If Approved, the Care Coordinator must have an AUTHORIZATION TO RELEASE/EXCHANGE 
INFORMATION form (see Attachment 2) completed and signed by the youth and guardian for all 
group home and residential placements.   If the Team is seeking foster care, the Care 
Coordinator must have an AUTHORIZATION TO RELEASE HEALTH INFORMATION FOR 
FOSTER CARE (see Attachment 3) completed and signed by the youth and guardian.  The Care 
Coordinator and Team must complete the OUT-OF-HOME REFERRAL FORM (under the Forms 
Tab in Synthesis – see Attachment 4), the WHAT YOU SHOULD KNOW ABOUT ME FORM (see 
Attachment 5), letters of introduction or support from Team members, the Plan of Care and the most 
recent Psychological Evaluation.  Referral packets for residential and group home care can be 
distributed directly to those agencies identified on the Release/Exchange of Information form.  Foster 
Care referral packets should be submitted to the Wraparound Milwaukee Program Coordinator.  The 
Care Coordinator also needs to complete a CANS (Child and Adolescent Needs and Strengths 
assessment – see Attachment 6) with the Team and enter it into Synthesis if foster care is being 
considered.  The Care Coordinator should arrange for and facilitate tours or home visits of facilities 
or potential homes with youth and families. 
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 Note:  ALL YOUTH PLACED IN RESIDENTIAL, GROUP HOME, FOSTER CARE OR 
SUPPORTED INDEPENDENT LIVING MUST HAVE OUT-OF-HOME CARE PRIOR 
AUTHORIZATION UPON ADMISSION.  For the first out-of-home authorization, Care 
Coordinators should print off a copy of the approved Authorization form from Synthesis and give to 
the placement provider to conform authorization for placement/payment. 

7. If Denied, alternative recommendations will be provided to the Care Coordinator to consider with the 
Child & Family Team.  If the Child & Family Team disagrees, the Care Coordinator may appeal the 
decision by contacting the Deputy Director of Wraparound Milwaukee at (414) 257-7521. 

 
B. Court-Ordered On or During Enrollment. 

1. If a youth is court-ordered into an Out-of-Home placement upon enrollment, the Care Coordinator 
will be notified of this on enrollment and a copy of an initial 30-day authorization will be included in 
the enrollment packet.  If the Court or Wraparound Milwaukee assessment team has not already 
determined the home or facility, the Care Coordinator should determine which homes or facilities 
have openings appropriate to the youth’s needs and arrange for tours or visits in a timely manner. 

2. If a youth is unexpectedly, and/or against the team’s recommendations, ordered into an Out-of-Home 
placement during enrollment, the Care Coordinator must then submit the Docket Sheet to their 
Liaison as soon as possible, highlighting the area that indicates the youth has been ordered into an 
out-of-home placement.  The Care Coordinator must then follow the referral steps listed under 
section A.6. as indicated.  There will be an administrative authorization approval entered that will be 
valid for the first 30 days of placement.  This authorization will appear on the youth’s prior 
authorization screen in Synthesis and will contain a short statement from authorizing staff outlining 
the expectations for the Care Coordinator and the facility/home for the first authorization period. 

3. Within the first 21 days of placement, the Care Coordinator will then coordinate a Plan of Care 
meeting to determine the needs for treatment upon locating an appropriate placement facility and/or 
upon placement in the facility.  The POC must be submitted within 30 days of enrollment and/or 
within 30 days of the court-ordered placement. 

 
C. Other Special Circumstances. 

1. If the placement is done on an emergency basis – an Initial Prior Authorization request MAY 
BE SUBMITTED, which does not include out-of-home care as part of the strategies in the 
current POC.  

2. At a minimum, a Team meeting should be called immediately to discuss how the out-of-home 
placement will be integrated into the Plan. 

3. This Team meeting must be documented in Synthesis, and will print as part of the Prior Authorization 
Cover Sheet that is printed by Wraparound. 

4. The most current POC – in conjunction with the data on the Cover Sheet, which includes the Team 
meeting note – will be reviewed instead.  (Care Coordinators may want to put a notation on the POC 
Signature Sheet to indicate that a team meeting only was held to ensure that the authorization is not 
rejected.) 

5. The remainder of the authorization process will continue as listed above. 
6. The initial authorization period will generally be for no more than 14 days, during which time it is 

expected that a Plan of Care meeting will occur, and the Care Coordinator will submit a re-
authorization request. 

 
 D. Renewals. 

1. If placement is expected to continue beyond the expiration date of the current Authorization, a new 
POC must be submitted 14 days prior to the expiration date of the current Authorization.  
Agency clerical staff shall be assigned to run the “Out-of-Home Prior Authorization Expiration 
Dates” report in Synthesis on or around the 10th day of each month, and notify Care Coordinators of 
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expiring authorizations.  Supervisors should monitor that the Re-Authorization requests are 
completed and submitted no later than the 15th day of each month. 

2. The Care Coordinator must facilitate a Plan of Care meeting at least twenty (20) working days prior 
to the Authorization expiration date to review the progress to date achieved through interventions by 
the placement Provider, as well as what supports and resources the Child & Family Team has utilized 
during the youth’s placement.  The Child & Family Team should determine what has been successful 
and helpful and support those resources.  After this review by the Child & Family Team, the Plan of 
Care must be revised to meet the youth’s and family’s continuing needs, as well as clearly stating the 
transition plan and timelines for transition. 

3. The POC should be submitted as noted above. 
4. In addition to all paperwork required under Section A, a Progress Report is required from the 

placement facility.  The OUT-OF-HOME CARE PROGRESS REPORT (see Attachment 7) must be 
completed by the treatment Provider and submitted via Synthesis.  For youth in RCCCY’s, who are 
adjudicated as a Juvenile Sex Offender or receiving specialized treatment due to a history of sexual 
behavior problems (non-adjudicated), the OUT-OF-HOME CARE PROGRESS REPORT AND the 
JSO TREATMENT PROGRESS REPORT (see Attachment 8) must be completed by the treatment 
Provider and submitted via Synthesis. The Care Coordinator should remind the facility-based 
therapist of this need as a regular part of the ongoing and frequent Child & Family Team meetings.  
A copy of this report must be shared with all Team members. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reviewed & Approved By:  

 

 Bruce Kamradt, Director 
 
DDJ – 11/17/11 - OutOfHomeCarePolicy 
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POC Date:  ______________________ 

Youth Name:   ___________________________________________________  Date of Birth: _____________________    

Care Coordinator Name/Agency Name:_________________________________________________________________     

 

 

REQUIRED TEAM MEMBER SIGNATURES  
    
 ________________________ Yes No 
Youth Phone E-mail address   
 
  ________________________ Yes No 
Parent/Legal Guardian Phone E-mail address  
 
  ________________________ Yes No 
Parent/Legal Guardian Phone E-mail address 
 
  ________________________ Yes No 
Care Coordinator Phone E-mail address 
 
  ________________________ Yes No 
Care Coord. Supervisor Phone E-mail address 
 
            ______________________   Yes No 
Consulting Psychologist Date Phone  E-mail address 
 

  ______________________   Yes No 
Consulting Psychiatrist  Date Phone  E-mail address 
 
 

SIGNATURES OF ADDITIONAL TEAM MEMBERS  
  
            
Team Member Relationship To Youth Phone  E-mail address 
 

      

Team Member Relationship To Youth Phone  E-mail address 
  
     . 

Team Member Relationship To Youth Phone  E-mail address 
    
Team Member Relationship To Youth Phone  E-mail address 

In Attendance? 

 

SUBMIT FOR PRIOR AUTH REVIEW?     ______ Yes      ______ No 
If yes,  ____  Initial  _____ Re-Authorization  
If yes, _____ Day Treatment _____ RCCCY  ____Foster Care 

_____ Group Home _____ Independent Living 

Client Rights 
Reminder 

 
Enrollee/parent/ 
legal guardian:  
 
By signing this 
form you do not 
give up your right 
to grieve or appeal 
what is written in 
this Plan or the 
services you are 
receiving.  

WRAPAROUND MILWAUKEE 
Out‐of‐Home Care Policy 
Attachment 1 
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POC Date:  ___________________ 

Youth Name:   ___________________________________________________  Date of Birth: _________________    

Care Coordinator Name/Agency Name:_________________________________________________________________________     
 
 

SIGNATURES OF ADDITIONAL TEAM MEMBERS   
 

Team Member Relationship To Youth Phone  E-mail address 
 
  
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
 
 
Team Member Relationship To Youth Phone  E-mail address 
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AUTHORIZATION TO RELEASE/EXCHANGE INFORMATION 

WRAPAROUND MILWAUKEE – Out-of-Home Care Policy – Attachment 2 

PURPOSE OF INFORMATION RELEASE/EXCHANGE: 
Release / exchange of mental health (Enrollment notification and information, Plan of Care – including 
diagnosis/prognosis, and Progress Reports) AODA (Alcohol and Other Drug Addiction), physical health, school 
progress information and *Other documents 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 the Mobile Urgent Treatment 
Team to release and exchange information with staff at the agencies identified below.  Information may be shared 
verbally or in writing.   
 

  
      AGENCY NAME / INDIVIDUAL NAME 

1. Agency/Individual (please print): 
Address (please print):  

 
 
 

2. Agency/Individual (please print): 
Address (please print):  

 
 
 

3. Agency/Individual (please print): 
Address (please print):  

 
 
 

4. Agency/Individual (please print): 
Address (please print):  

 
 
 
   
  
EXPIRATION OF AUTHORIZATION / WITHDRAWAL OF AUTHORIZATION 
If not specified below, I understand that this Authorization to Release/Exchange Information EXPIRES 12 MONTHS 
from the date it is signed. I understand that I may cancel this authorization at any time (see back of sheet for 
instructions). This cancellation 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  

*Identify Other Document/s: 

*Identify Other Document/s: 

*Identify Other Document/s: 

*Identify Other Document/s: 
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PARTICIPANT RIGHTS RELATED TO  

AUTHORIZATION TO RELEASE/EXCHANGE 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.  If my child is enrolled in Wraparound Milwaukee as part of a court order, I understand that failure to sign 
this form 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 released/exchanged 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 
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INFORMATION FOR FOSTER CARE 
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PURPOSE OF DISCLOSURE: 
Release of Mental Health, 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:  

    SHARED DOCUMENTS/INFORMATION 
(Check those that apply.)  

   Demographic Plan of   Referral     Other * 
   Information Only     Care for Services (Specify Below) 

AGENCY NAME / INDIVIDUAL NAME 

     ANU Family Services             

     Benevolence First, Inc.             

     Brighter Destinies             

     Children’s Service Society of Wisconsin             

     Community Care Resources, Inc.             

     Family Works Programs, Inc.             

     FreshStart Counseling Center             

     Harmony Social Services CPA, Inc.             

     LaCausa, Inc.              

     My Home, Your Home             

     New Horizons              

     St. Aemilian - Lakeside             

     St. Charles Youth & Family Services, Inc.             

     Thrive Treatment Foster Care, LLC             

     BMCW  Block________________             
 
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 Guardian Signature_________________________________________ Date_________________________ 

Youth Signature_____________________________________________________ Date________________________ 

Witness Signature____________________________________________________ Date_______________________ 

DDJ – 6/4/08 – FC Authorization for Release Form- Revised 10/18/11 Page 1 of 2 



 

CLIENT RIGHTS RELATED TO  
AUTHORIZATION FOR RELEASE OF HEALTH 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. 
 
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 Department.  (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 
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