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I. POLICY 
 

It is the policy of Wraparound Milwaukee that the rights of every client be honored and respected regarding their 
personal well-being and the provision of services. 

 

Per Wisconsin Statute Sec. 51.61 (1) and HFS 94 of the Wisconsin Administrative Code, if you receive any type of 
services for mental illness, alcoholism, drug abuse or a developmental disability, a client has certain rights (see 
Attachment 1 – Wisconsin Statute Sec. 51.61 (1), Attachment 2 – Wisconsin Administrative Code HFS 94 and 
Attachment 3 – Wisconsin Statute 51.30). 

 
II. PROCEDURE 
 

 A. All clients must be informed of their rights verbally and in written form.  
 

B. Care Coordinators/Transition Specialists are responsible for the following: 
 

1. Distribution of the CLIENT RIGHTS AND COMPLAINT/GRIEVANCE PROCEDURE handout 
(see Attachment 4). 

2. Explaining the Client Rights and Complaint/Grievance Procedure information to the client. 
3. Obtaining the signature of the client and/or legal guardian on the Wraparound Milwaukee CONSENT 

/ACKNOWLEDGEMENT FORM (see Attachment 5) or the Project O-YEAH CONSENT FOR 
TREATMENT FORM (see Attachment 6). 

 

This process must occur within 7 days of enrollment. 
 

 C. Instructions for Care Coordinators/Transition Specialists when informing clients of their legal rights. 
 

1. Provide the client/legal guardian with a copy of the Client Rights and Complaint/Grievance 
Procedure handout (see Attachment 4). 

 

2. Ask the client/legal guardian to read the Client Rights and Complaint/Grievance Procedure handout, 
providing assistance as needed. 

 

3. Ask the client/legal guardian if he or she understands his or her rights.  Encourage the client to ask 
questions and to bring up any concerns he or she may have about his or her rights.  Discuss the 
client’s questions or concerns with him or her.  If you are unable to answer the client’s questions, tell 
the client to contact the Wraparound Milwaukee Quality Assurance Department at the number listed 
on the handout. 

 

4. Ask the client/legal guardian to initial and sign the Wraparound Milwaukee 
Consent/Acknowledgment Form for Wraparound/REACH clients (see Attachment 5) or the Project 
O-YEAH Consent for Treatment form for O-YEAH clients (see Attachment 6).  Explain to the 
client/legal guardian that signing this form indicates that he or she has received the Client Rights and 
Complaint/Grievance Procedure handout and that he or she has been given the opportunity to have 
the Client Rights read to him or her. 

 

5. Sign the Wraparound Milwaukee Consent/Acknowledgment Form Acknowledgement Form (witness 
signature) or the Project O-YEAH Consent for Treatment form (witness signature) and date it.  Put 
the form in the “Consents Section” of the client’s chart. 
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D. Special Instructions for Non-English speaking clients. 
 

It is important that clients/legal guardians be informed of his or her rights in a language that he or she can 
understand.  If the client/legal guardian does not speak English, an Interpreter who can effectively and 
appropriately convey the information to the client/legal guardian must be provided. 
 

E. The “Wraparound Milwaukee Consent/Acknowledgement Form” and the “Project O-YEAH Consent 
for Treatment form” expire one year after the date it is signed. 
 
At this time, the Care Coordinator/Transition Specialist must again verbally inform the client of his/her 
rights. The client may request another copy of the Client Rights and Complaint/Grievance Procedure handout. 
 A Client Rights and Complaint/Grievance Procedure handout must be provided if there has been a statutory 
change in any of the rights since the initial signing.  Another Consent/Acknowledgement Form (see 
Attachment 5) must be completed at this time and every subsequent year that the youth is in the program. 

 
F. Providers in the Wraparound Provider Network must also follow the Wisconsin Administrative Code – 

HFS 94 and Wisconsin State Statute – Chapter 51 laws and guidelines, as applicable.   
 
Clients are given a copy of the “Client Rights and Complaint/Grievance Procedure” handout upon their 
enrollment into Wraparound Milwaukee/REACH/O-YEAH and sign the “Wraparound Milwaukee 
Consent/Acknowledgement Form” or the “Project O-YEAH Consent for Treatment form” on a yearly basis.  
As the form was written to encompass the services a client/family may receive through the Wraparound 
Provider Network, Provider Agencies are not required to have clients sign another 
Consent/Acknowledgement Form unless they chose to do so. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reviewed & Approved by:  
  Bruce Kamradt, Director 
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NOTE:  There are additional 
rights within sec. 51.61(1) and 
HFS 94, Wisconsin 
Administrative Code.  They are 
not mentioned here because they 
are more applicable to inpatient 
and residential treatment 
facilities.  A copy of sec. 51.61, 
Wis. Stats. And/or HFS 94, 
Wisconsin Administrative Code 
is available upon request. 
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CLIENT RIGHTS 
and the 

COMPLAINT/GRIEVANCE 
PROCEDURE 

CLIENT RIGHTS 
When you receive any type of service for mental illness, alcoholism, drug abuse, or a developmental disability, you have the 
following rights under Wisconsin Statute sec. 51.61(1) and HFS 94, Wisconsin Administrative Code: 
 
PERSONAL RIGHTS 

• You must be treated with dignity and respect, free from any verbal, physical, emotional or sexual abuse. 
• You have the right to have staff make fair and reasonable decisions about your care. 
• You may not be treated unfairly because of your race, color, national origin, sex, age, religion, disability or sexual 

orientation, arrest or conviction record, marital status or military participation. 
• You may not be made to work if that work is of financial benefit to a treatment facility/agency (except for personal hskping 

chores that you would normally perform in your own home).  If you agree to do other work, you must be paid. 
• You may not be filmed, taped or photographed unless you agree to it. 
• You have the right to ask for an Interpreter and have one provided to you as a covered service. 

 
TREATMENT AND RELATED RIGHTS 

• You must be provided prompt and adequate treatment, rehabilitation and educational services right for you within the 
limits of the available funding. 

• You must be allowed to participate in the planning of your treatment and care. 
• You must be informed of your treatment and care, including alternatives to and possible side effects of treatment, including 

medication. 
• No treatment or medication may be given to you without your written, informed consent, unless it is needed in an 

emergency to prevent serious physical harm to your or others, or a court orders it.  [If you have a guardian, however, your 
guardian may consent to treatment and medications on your behalf.] 

• You may not be given unnecessary or excessive medication. 
• You may not be subject to any drastic treatment measures such as psychosurgery/electroconvulsive therapy or 

experimental research without your written informed consent. 
• You must be informed in writing of any costs of your care and treatment for which you or your relatives may have to pay. 
• You must be treated in the least restrictive manner and setting. 
• You have the right to be free from any form of restraint or seclusion used as a means of force, control, ease or reprisal. 
• You have the right to receive information about treatment options, including the right to request a second opinion. 

 
RECORD PRIVACY AND ACCESS 
Under Wisconsin Statute sec. 51.30 and HFS 92, Wisconsin Administrative Code: 

• Your treatment information must be kept private (confidential), unless the law permits disclosure. 
• Your records may not be released without your consent, unless the law specifically allows for it. 
• Your may ask to see your records.  You must be shown any records about your physical health or medications.  Staff may 

limit how much you may see of the rest of your treatment records while you are receiving services.  You must be informed 
of the reasons for any such limits. You may challenge those reasons through the grievance process. 

• After disenrollment, you may see your entire treatment record if you ask to do so. 
• If you believe something in your record is wrong, you may challenge its accuracy.  If staff will not change the part of your 

record you have challenged, you may file a grievance and/or put your own version in your record. 
• A copy of sec. 51.30, Wis. Stats., and/or HSS 92, Wisconsin Administrative Code, is available upon request. 

 
COMPLAINT/GRIEVANCE PROCEDURE AND RIGHT OF ACCESS TO A STATE FAIR HEARING 

• Before treatment starts, you must be informed of your rights and how to use the complaint/grievance process.  A copy of 
Wraparound’s Complaint/Grievance Policy and Procedure is available upon request. If you feel your rights have been 
violated, you may file a complaint/grievance. You may not be threatened/penalized in any way for presenting your 
concerns informally, by formally filing a complaint/grievance or by requesting a State Fair Hearing. 

• You/ your representatives may present (orally or in writing) info. about your grievance before or at the grievance meeting.  
• You may enter into or move to at any level of the “Compliant/Grievance Stages” process listed on page 2, at any time, for 

any reason.  For example: If you choose to file a complaint immediately with the County or the State and bypass the 
Wraparound Quality Assurance or Program Directors Review stage you have the right to do so. 



COMPLAINT/GRIEVANCE STAGES 
1). Informal Discussion 

• You are encouraged to first talk with staff about any concerns you have.  However, you do not have to do this before filing 
a formal complaint with your service provider/Wraparound. 

 
 
 
 

See # 5 if you would like to file a complaint/grievance directly with the State of WI.  Division of Hearing and Appeals 

2.  Complaint/Grievance Investigation – Formal Inquiry 
• If you want to file a complaint, you should do so within 45 days of the time you became aware of the problem.  

Wraparound and its designees, for good cause, may grant an extension beyond the 45-day time limit. You also have the 
right to file an Urgent Care/Expedited Grievance for those situations where the denial of services or referral for services 
could result in illness or injury or where delay in care would jeopardize the member’s mental health as determined by a 
medical provider.   

• The assigned Client Rights Specialist (CRS – person who will deal with your complaint/ Urgent Care/Expedited 
Grievance) will address/investigate your concern and attempt to resolve it within the identified time guidelines. 

• The CRS will write a report within 30 days from the date you filed the   
complaint. You will get a copy of the report. 
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• If you agree with the CRS’s report and recommendations, the recommendations 
  will be put into effect within an agreed upon time frame. 

• You may file as many complaints as you want.  However, the CRS will usually 
 only work on one at a time.  The CRS may ask you to rank them in order of  
importance. 

 
        If the complaint/grievance is not resolved by the CRS’s report you can file a grievance/appeal with: 

Your Wraparound Milwaukee 
Client Rights Specialist is: 
Wraparound Milwaukee   
Quality Assurance Department 
9201 Watertown Plank Road 
Milwaukee, WI  53226 
(414) 257-6024  

 
3.  Program Director Review 

• The program director or designee shall review your grievance/appeal and prepare a written decision within 30 days of 
receipt of the CRS’s report. You will be given a copy of the decision. 

 
                  If you do not agree with the program directors decision you can file a grievance/appeal to the: 
 
 
4.  County Level Review 

• You may appeal to the County - Behavioral Health Division Administrator.  You must make this appeal within 14 days of 
the day you receive the program director’s decision.  You may ask the program director to forward your 
complaint/grievance or you may send it yourself to: 

 
Milwaukee County - Behavioral Health Division 
9455 Watertown Plank Rd. 
Milwaukee, WI. 53226 
Attn: BHD Administrator 
 

The County-Behavioral Health Division 
Administrator must issue his or her 
written decision within 30 days after you 
request this appeal. 

                  If you do not agree with the County’s decision you can file a grievance/appeal to the State of Wisconsin: 
 

5.  State Level Review 
• If your complaint/grievance went through the county level of review and you are dissatisfied with the decision, you may 

wish to have the State of Wisconsin Department of Health Services (DHS) review your appeal.  
 
 
 

 
℡ Call the: Medicaid/BadgerCare Plus Ombuds at 1-800-760-0001.  They will help you will file an appeal with DHS 

OR          
•  If you wish to file a complaint/grievance/appeal directly with the State Division of Hearings and Appeals (DHA) for a fair 

hearing, you may do so by writing to:  
 

�Write to: Department of Administration-Division of Hearings and Appeals     P.O. Box 7875     Madison, WI. 53707 
 

The hearing will be held in the county where you live.  You will have the right to bring a friend/be represented at the hearing. If you need a special 
arrangement for a disability or for English translation, call (608) 266-3096 (voice) or (608) 264-9853 (hearing impaired). 
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The following items are essential to the care of your family while participating in the Wraparound Milwaukee program.  
Please review each area and indicate which areas you approve by initialing the appropriate line after each heading. 

  Initial to Approve 

1. ACKNOWLEDGEMENT OF RECEIPT OF CLIENTS RIGHTS 
      & COMPLAINT/GRIEVANCE PROCEDURE   
 I have read and understand my legal client rights as a participant of the Wraparound Milwaukee program and recipient of 

services provided through the Wraparound Provider Network. By signing below I acknowledge that I have received a copy 
of the “Client Rights and Grievance Procedure” handout. 

 
2. ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY STATEMENT   
 I have received, read and understand the Privacy Statement of Wraparound Milwaukee, and understand the program’s 

commitment to protecting any identifiable client information as mandated by law. 
 
3. CONSENT FOR TRANSPORTATION   
 I hereby give my consent for my child/children to be transported by Wraparound Milwaukee and its agents as needed. 
 
Unless otherwise specified below, 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 as outlined on the back of this form. 
 
  
Youth/Enrollee Name  (please print) Date of Birth (Date, event or condition upon which consent will expire) 

    
Parent or Legal Guardian’s Signature   Date 

     
Youth/Enrollees Signature (age 14 and older should sign)   Date 

     
Witness Signature   Date 
 

YOUR RIGHTS WITH RESPECT TO THIS CONSENT: 
Right to Refuse to Sign This Consent/Acknowledgement Form - 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. 
 
Right to Withdraw This Consent - I understand that I have the right to withdraw consent for any of the items identified on the previous 
page at any time by providing a written statement of withdrawal to Pamela Erdman, Wraparound Quality Assurance.  (The statement must 
identify what Consent that is being withdrawn, be dated and signed). I am aware that my withdrawal will not be effective until received by 
Wraparound Milwaukee. 
 
Submit your written request for withdrawal to: Ms. Pamela Erdman, Quality Assurance Director 
 Wraparound Milwaukee 
 9201 Watertown Plank Road 
 Milwaukee, WI  53226 
 (414) 257-7608 



 WRAPAROUND MILWAUKEE 
                          PROJECT O’YEAH 
                               CONSENT FOR TREATMENT 

 
Enrollee Name: __________________________________  DOB: ___________________ 
 (Please print) 
 
I, _______________________________________, authorize the Mobile Urgent Treatment Team, 
Wraparound Milwaukee Project O’YEAH staff and/or contracted Crisis Service providers to: 
 

_____ a. Provide services to me and/or arrange for services to be provided as needed. 

_____ b. Provide me with voluntary transportation. 

_____ c. Secure necessary emergency medical (physical/mental health) care for me and transport to 
such services. 

 
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. 
 
RELEASE OF INFORMATION 
I authorize the Mobile Urgent Treatment Team and Wraparound Milwaukee Project O’YEAH to release / 
exchange health related and billing data with any and all private or public health care insurers, reimbursement 
agencies, third party payers of the above named enrollee for all treatment services provided during the next 
three years.  By law, this information can also be shared with the State of Wisconsin Department of Health and 
Family Services. 
 
CONSENT FOR INFORMATION TO BE USED IN RESEARCH  
I give my consent for non-identifying evaluation data obtained during my enrollment in Wraparound Project 
O’YEAH 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 program evaluation procedures.  I understand that my confidentiality will be 
protected. No information that is presented to the public will contain any identifying information such as name, 
address or telephone number. 
 
ASSIGNMENT OF BENEFITS 
I hereby assign payment directly to Wraparound Milwaukee for the benefits otherwise payable to me by any 
third party, including transitional benefits, but not to exceed the regular charges for mobile emergency mental 
health treatment. 
 
 
 
YOUR RIGHTS WITH RESPECT TO THIS CONSENT: 
Right to Withdraw This Consent - I understand that I have the right to withdraw consent for any of the items identified on the previous page at any 
time by providing a written statement of withdrawal to Pamela Erdman, Wraparound Quality Assurance.  (The statement must identify what Consent 
that is being withdrawn, be dated and signed). I am aware that my withdrawal will not be effective until received by Wraparound Milwaukee. 
 
Submit your written request for withdrawal to: Ms. Pamela Erdman, Quality Assurance Director 
 Wraparound Milwaukee 
 9201 Watertown Plank Road 
 Milwaukee, WI  53226 
 (414) 257-7608 
 

Signature of Enrollee Date Signed 

Signature of Parent/Guardian Date Signed 
   (required if enrollee under age 18) 

Signature of Witness Date Signed 
C/catc/wrapcmn/EnrollPacketOriginals/Consent for Treatment OYEAH 
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