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WRAPAROUND MILWAUKEE

Director – Bruce Kamradt

ENROLLMENT REQUEST

SOCIAL SECURITY NUMBER 

NAME


LAST

FIRST




M.I.


DOB:





ENROLLMENT START DATE:

HOSPITALIZED AT TIME OF ENROLLMENT  ___________  YES      ___________  NO

THE ENROLLMENT SHOULD BE FAXED TO EDS ONLY IF THE CHILD IS NOT IN THE HOSPITAL

I WISH TO PARTICIPATE IN THE WRAPAROUND MILWAUKEE (WAM) PROGRAM AND VOLUNTARILY ENROLL MYSELF IN THE PROGRAM.  I ALSO AUTHORIZE WAM TO ENGAGE IN PERIODIC PROGRESS REVIEWS BY MULTIDISCIPLINARY REVIEW TEAMS.

I UNDERSTAND THAT BY ENROLLING IN WAM I WILL NO LONGER BE ENROLLED IN A TITLE 19 HMO OR ANY OTHER SPECIAL MANAGED CARE PROGRAM SUCH AS PPP (PRIMARY PROVIDER PROGRAM) OR I-CARE (INDEPENDENT CARE PROGRAM) FOR MEDICAL SERVICES.  ALL PHYSICAL MEDICAL SERVICES WILL BE PROVIDED BY STRAIGHT TITLE 19 (ALSO CALLED FEE-FOR SERVICE). ALL MENTAL HEALTH SERVICES EXCEPT MEDICATIONS WILL BE PROVIDED ONLY THROUGH WAM.


CLIENT’S SIGNATURE
 DATE
LEGAL GUARDIAN’S SIGNATURE
DATE

(OPTIONAL)


FOR EDS USE:

ENROLLMENT IS:

APPROVED / DENIED





     (CIRCLE ONE)

IF DENIED, REASON: 


EFFECTIVE START DATE:

COUNTY OF RESIDENCE LISTED FOR RECIPIENT:

Phone (414)257-7611 ( 9201 Watertown Plank Road, Milwaukee, Wisconsin 53226 ( Finance Dept. FAX (414) 257-7902


