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I. POLICY 
 

It is the policy of Wraparound Milwaukee that anytime a child is placed in a Treatment Foster Care setting, the 
following guidelines/criteria be followed. 

 

II. PROCEDURE 
 

A. A Plan of Care (POC) Review must occur with the entire Child & Family Team to determine that the 
youth’s and family’s needs would best be met by a Treatment Foster Home placement.  This review 
must include the Bureau of Milwaukee Child Welfare (BMCW) Case Manager for all CHIPS children 
to ensure that this placement and this payment rate is transferable to the BMCW and that it meets 
State of Wisconsin Foster Home Payment Rate Review requirements.  The BMCW Case Manager must 
file the Notice of Change in Placement and provide a copy to the Wraparound Care Coordinator before 
the child can be placed. 

 

1. The Care Coordinator, in collaboration with the BMCW Worker, must explain to the Child & Family 
Team at this POC Review what a Treatment Foster Home will provide.  This must include a 
description of the services the Treatment Foster Care Agency must provide.  The Care Coordinator 
must have a Release of Information signed for all Treatment Foster Care Agencies in the Provider 
Network. 

  2. The Care Coordinator must complete the Wraparound Milwaukee TREATMENT FOSTER CARE 
REFERRAL form (see Attachment 1) with the signature of the Supervisor and necessary attachments 
and forward one copy of the Referral, the Psychological Evaluation and letters of 
introduction/support to Diane Thompson.  The Care Coordinator must maintain regular and 
consistent contact with all appropriate agencies until a placement is found. 

  3. The Care Coordinator must arrange for the youth’s pre-placement visit(s) at the identified home. 
  4. The Care Coordinator must ensure that the agreed upon payment rate meets the requirements of the 

State of Wisconsin, BMCW or Delinquency Management and the foster parents.  Specialized 
treatment foster care rates must be approved prior to placement by Diane Thompson. 

  5. The Care Coordinator must facilitate the inclusion of the Treatment Foster Care Parents and the 
Treatment Foster Care Worker into the Child & Family Team. 

 

B. Required Legal Action and Required Forms. 
 

1. For a CHIPS Youth, the Care Coordinator must secure a copy of the official BMCW legal “Notice  
of Change in Placement” before the youth is moved. 

 

The Care Coordinator should then complete the forms below as appropriate to the youth’s situation: 
• NOTICE OF CHANGE IN PLACEMENT (see Attachment 2)  
• FOSTER / KINSHIP CARE INVOICE  (see Attachment 3) 
• FOSTER / KINSHIP CARE SERVICE AUTHORIZATION (see Attachment 4) 
• FINANCIAL ASSESSMENT REFERRAL (FAR) (see Attachment 5), along with a copy of  

 the ORDER FOR TEMPORARY PHYSICAL CUSTODY (TPC) (see Attachment 6), if this  
 placement removes the youth from the home of the parent or guardian. 

 

   For a Delinquent or JIPS Youth, the Care Coordinator should complete the forms below as 
   appropriate to the youth’s situation: 

• NOTICE OF CHANGE IN PLACEMENT (see Attachment 2) 
• FOSTER / KINSHIP CARE INVOICE  (see Attachment 3) 
• FOSTER / KINSHIP CARE SERVICE AUTHORIZATION (see Attachment 4) 
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• FINANCIAL ASSESSMENT REFERRAL (FAR) (see Attachment 5), along with a copy of  
 the ORDER FOR TEMPORARY PHYSICAL CUSTODY (TPC) (see Attachment 6), if this  
 placement removes the youth from the home of the parent or guardian. 

 
 2. All youth that are in substitute care placements for six months or more will be required to have their 

case reviewed by a Court Official in a court proceeding or by an Administrative Review Board 
(ARB). A typed SEMI-ANNUAL PERMANENCY PLAN CASE REVIEW (see Attachment 7) must 
be presented to this Board. 

 
  For a CHIPS Youth, the BMCW Case Manager will prepare this report.  The Wraparound Care 

Coordinator should assist by providing information about the youth and family to the Case Manager 
on a continuous, regular and ongoing basis.  The Care Coordinator should also maintain contact with 
the BMCW Case Manager to remain aware of this scheduled review, and may appear with the 
BMCW Case Manager at the ARB Hearing (Administrative Review Board or Permanency Planning 
Review) or the Court hearing, at which the youth’s permanent plan will be reviewed. 

 
  For a Delinquent or JIPS Youth, the Care Coordinator will prepare this report called 

DELINQUENCY DIVISION PERMANENCY PLAN (see Attachment 6).  The Wraparound Care 
Coordinator should, however, be providing this information about the youth and family to the 
Probation Officer on a continuous, regular and ongoing basis.  The Care Coordinator should also 
maintain contact with the Probation Officer to remain aware of this scheduled review, and will appear 
with the Probation Officer at the ARB Hearing (Administrative Review Board or Permanency 
Planning Review) or the Court hearing, at which the youth’s permanent plan will be reviewed. 
 

3. When placing a youth in Treatment Foster Care, the Care Coordinator must complete the FOSTER 
PARENT CHECKLIST (see Attachment 8) prior to placing a youth or, if an emergency placement, 
within one (1) week of the placement. The Checklist must be signed by both the Treatment Foster 
Parent(s) and the Care Coordinator to indicate that it has been completed.  A copy of the Checklist 
should be left with the Foster Parent(s), a copy should be kept by the Care Coordinator for their 
Agency file for the youth, and the original should be kept in the Wraparound file of the identified 
youth. 

 
4. When placing a youth in a Treatment Foster Home, the Care Coordinator must provide a copy of the 

INFORMATION FOR FOSTER PARENTS form (see Attachment 9) as required by Wisconsin State 
Statute 895.485(4)(a) and Wisconsin State Administrative Code Chapter HSS37 to the Treatment 
Foster Parents.  The Treatment Foster Parents must sign and date the last page.  The Care Coordinator 
must give a copy of the signed form to the Treatment Foster Parents.  A copy should be kept by the 
Care Coordinator for their Agency file for the youth and the original should be kept in the 
Wraparound Milwaukee file of the identified youth. 

 
5. Placement of a youth in a Treatment Foster Care setting must be accomplished legally through the 

use of the legal NOTICE OF CHANGE IN PLACEMENT (see Attachment 2) being completed in 
Synthesis and submitted to your assigned Wraparound Liaison within the legally required time 
frames. For a CHIPS youth, the Care Coordinator must secure a copy of the BMCW legal “Notice of 
Change in Placement” before the information is entered into Synthesis and before the youth can be 
moved.  (For more information on completing the Notice of Change in Placement – refer to Policy 
#005.) 

 
  6. If you need assistance, please contact your assigned Wraparound Liaison. 
 
 
 
 
Reviewed & Approved by:                                                                                                                  
      Bruce Kamradt, Director 
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Youth’s Name______________________________________________    DOB__________________________ 

Care Coordinator’s Name_______________________    Phone_______________    Cell/Pager_____________ 

Supervisor’s Name_____________________________________________    Phone______________________ 

Target Date for TFC Home Placement___________  Anticipated Length of TFC Home Placement___________ 

Permanency Plan____________________________________________________________________________ 

Current Living Situation_____________________________________________    Date Placed_____________ 

  _____________________________________________ 

What is the desired outcome from the Treatment Foster Home?_______________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please share some of the activities this youth enjoys and does well.____________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please share some strengths/supports of the Child & Family Team.____________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

PHYSICAL / MEDICAL INFORMATION 
Gender:   ____Male ____Female   Ethnicity____________________________ 

Approximate Height______________    Weight_______________ 

Date of Last Physical Exam_______________________________ 

(Attach Copy - Must be within the last 90 days or within 48 hours of placement.) 

Current Medications:  (REQUIRED ONLY IF this information has changed since the time of the last POC.) 

__________________________________________________________________________________________ 

Test Results (list and attach forms signed by M.D.):________________________________________________ 

Medical Concerns / Physical Limitations / Allergies:_______________________________________________ 

__________________________________________________________________________________________ 
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MATCH FACTORS 
 

Special Supervision Pattern Required?    ____Yes    ____No    (i.e., safety, risk issues, etc.) 

Explain___________________________________________________________________________________ 

__________________________________________________________________________________________ 

Please check all that apply: 

____ Within Milwaukee County   ____ Roommate 

____ Outside Milwaukee County   ____ Race_________________________ 

____ 2 Parent      ____ Younger Children in Home 

____ Single-Parent, Female    ____ Older Children in Home 

____ Single-Parent, Male    ____ No Children in Home 

____ Same Gender Partner Households  ____ No Pets 

Which factors are negotiable?__________________________________________________________________ 

__________________________________________________________________________________________ 
 

VISITATION 
Indicate whether visitation will be supervised or not, include any court order requirements, frequency of contact 

or no contact orders.  Please include parents, siblings and relatives. 

Contact Allowed 
 
  Name    Phone      Relationship           Contact Type           Time Frames 

_____________________________   ________________   ______________   ____________   _____________ 

_____________________________   ________________   ______________   ____________   _____________ 

_____________________________   ________________   ______________   ____________   _____________ 

_____________________________   ________________   ______________   ____________   _____________ 

_____________________________   ________________   ______________   ____________   _____________ 

(Types of Contact:  Supervised, Unsupervised, Phone Only, Therapy.) 

(Time Frames:  Hours, Days, Overnights) 

NO Contact Allowed  (per No Contact Court Order) 
  Name         Phone        Relationship 

_____________________________________   ___________________________   _______________________ 

_____________________________________   ___________________________   _______________________ 

_____________________________________   ___________________________   _______________________ 

_____________________________________   ___________________________   _______________________ 

Please attach letter of introduction from youth and/or letters of support from the Team. 

 

Care Coordinator’s Supervisor’s Signature________________________________   Date_______________ 
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Supplemental Information 
 
 DO NOT SUBMIT THIS FORM IF A PLAN OF CARE EXISTS 

 
Court Information 
Type of Order:  ____ CHIPS        ____ Delinquent          ____ JIPS          ____ ProSe 

Expiration Date________________________ 

Medical Information 
Current medication(s) and dosage______________________________________________________________ 

Prescribing Physician’s Name____________________________________   Phone_______________________ 

Pediatrician’s or Health Clinic’s Name____________________________________   Phone________________ 

Psychiatric Diagnoses 
AXIS I  ______________________________________________________________________________ 

AXIS II ______________________________________________________________________________ 

AXIS III ______________________________________________________________________________ 

AXIS IV ______________________________________________________________________________ 

AXIS V ______________________________________________________________________________ 

Primary Contacts 
Parent/Caretaker’s Name_____________________________________________________________________ 

Address___________________________________________________________________________________ 

Phone Numbers: Home_____________________________    Work_______________________________ 

Parent/Caretaker’s Name_____________________________________________________________________ 

Address___________________________________________________________________________________ 

Phone Numbers: Home_____________________________    Work_______________________________ 

Guardian (if other than above) _________________________________________________________________ 

Address___________________________________________________________________________________ 

Phone Numbers: Home_____________________________    Work_______________________________ 

Child & Family Team List 
 
  Name      Relationship             Phone 

_____________________________________   _______Probation Officer________   ____________________ 

_____________________________________   _______Bureau Worker__________   ____________________ 

_____________________________________   ______________________________   ____________________ 

_____________________________________   ______________________________   ____________________ 

_____________________________________   ______________________________   ____________________ 
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Family History 
Coping strategies, resiliency and resources that have proven most helpful to this family in meeting their challenges.  



Include relevant AODA, mental illness, domestic violence and corresponding treatment history of parents and adult 
family and how this may have or continues to influence this youth and family. 
_____________________________________________________________________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Cultural / Spiritual Preferences   ________________________________________________________________ 

Abuse / Neglect History 
Describe and date any alleged or substantiated incidents of abuse (physical, emotional, sexual or neglect). 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Cognitive / Emotional / Behavioral Functioning 
Describe any special intellectual, emotional and/or behavioral challenges faced by this youth and the strategies that 
have proven most helpful in meeting the youth’s special needs at home, at school and in the community. 
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Academic Functioning 

Current School________________________________________________________    Grade__________________ 

Special Education? ____CD      ____ED       ____LD       ____Other (describe)____________________________ 

Is IEP Current? ____Yes     ____No           _________________________________________ 

List academic strengths, needs and the strategies that have proven most helpful in meeting those needs: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

If a school change will be necessary as part of placement, what transition planning will be necessary to facilitate a 
smooth move? 
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 
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FOSTER/KINSHIP NAME:

ADDRESS:

PHONE #:

CLIENT NAME:

CLIENT SS#:

SERVICE MONTH/YEAR:

SERVICE CODE:

SERVICE NAME:

PROVIDER NAME:

PLEASE ENTER THE NUMBER OF UNITS PROVIDED BY DATE IN THE APPROPRIATE BOX:

1 2 3 4 5 6 7

8 9 10 11 12 13 14

15 16 17 18 19 20 21

22 23 24 25 26 27 28

29 30 31

TOTAL DAYS ___________

SIGNATURE: DATE:

PLEASE CONTACT BONNIE LEWITZKE (414) 257-6176 WITH ANY QUESTIONS

PLEASE MAIL INVOICE TO:

MILWAUKEE COUNTY - BHD - WRAPAROUND
9201 WATERTOWN PLANK ROAD
MILWAUKEE, WI  53226

5390/5392

WRAPAROUND MILWAUKEE
INTEGRATED PROVIDER NETWORK INVOICE

FOSTER/KINSHIP
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FOSTER/KINSHIP NAME:

ADDRESS:

PHONE #:

CLIENT NAME:

CLIENT SS#:

SERVICE MONTH/YEAR:

SERVICE CODE:

SERVICE NAME:

PROVIDER NAME:

PLEASE ENTER THE NUMBER OF UNITS PROVIDED BY DATE IN THE APPROPRIATE BOX:

1 2 3 4 5 6 7

8 9 10 11 12 13 14

15 16 17 18 19 20 21

22 23 24 25 26 27 28

29 30 31

TOTAL DAYS ___________

SIGNATURE: DATE:

PLEASE CONTACT BONNIE LEWITZKE (414) 257-6176 WITH ANY QUESTIONS

PLEASE MAIL INVOICE TO:

MILWAUKEE COUNTY - BHD - WRAPAROUND
9201 WATERTOWN PLANK ROAD
MILWAUKEE, WI  53226

5390/5392

WRAPAROUND MILWAUKEE
INTEGRATED PROVIDER NETWORK INVOICE

FOSTER/KINSHIP
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John Smith 1/31/07

 
FOSTER/KINSHIP NAME:

ADDRESS:

PHONE #:

CLIENT NAME:

CLIENT SS#:

SERVICE MONTH/YEAR:

SERVICE CODE:

SERVICE NAME:

PROVIDER NAME:

PLEASE ENTER THE NUMBER OF UNITS PROVIDED BY DATE IN THE APPROPRIATE BOX:

1 2 3 4 5 6 7

8 9 10 11 12 13 14

15 16 17 18 19 20 21

22 23 24 25 26 27 28

29 30 31

TOTAL DAYS ___________

SIGNATURE: DATE:

PLEASE CONTACT BONNIE LEWITZKE (414) 257-6176 WITH ANY QUESTIONS

PLEASE MAIL INVOICE TO:

MILWAUKEE COUNTY - BHD - WRAPAROUND
9201 WATERTOWN PLANK ROAD
MILWAUKEE, WI  53226

5390/5392

WRAPAROUND MILWAUKEE
INTEGRATED PROVIDER NETWORK INVOICE

FOSTER/KINSHIP
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John Smith 1/31/07
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Foster / Kinship Care 
Initial Service Authorization

Youth's Name:          ______________________________________DOB: ______________

Type of Service Requested:                 Foster  Care              Kinship Care
(circle one)

Foster/Kinship Provider Information
Name: _____________________________________________

Address: _____________________________________________

City, State, Zip: _____________________________________________

Phone Number(s): (home) _______________________________________

(work) ________________________________________

Service Month:          _________________________________

Daily Rate Authorized:       _________________________________

Number of Days Requested: _________________________________

__________________________________              _________________
Care Coordinator Signature                 Date Signed

__________________________________              _________________
Supervisor Signature                 Date Signed

SUBMIT THIS SERVICE AUTHORIZATION REQUEST TO:
    Wraparound Milwaukee Billing Department
    Milwaukee County Behavioral Health Division
    9201 Watertown Plank Road
    Wauwatosa, WI   53226

If you have any questions on how to fill out the form, please feel free to call Bonnie Lewitzke at (414) 257-6176.

o:\wrapcmn\FiscalForms\FosterKinshipInitialSAR
Revised 6/18/08 - DDJ
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Wraparound Milwaukee
Foster / Kinship Care 

Initial Service Authorization

Youth's Name:          _____________________________________

 
 

_DOB: ______________

Type of Service Requested:                 Foster  Care              Kinship Care
(circle one)

Foster/Kinship Provider Information
Name: _____________________________________________

Address: _____________________________________________

City, State, Zip: _____________________________________________

Phone Number(s): (home) _______________________________________

(work) ________________________________________

Service Month:          _________________________________

Daily Rate Authorized:       _________________________________

Number of Days Requested: _________________________________

__________________________________              _________________
Care Coordinator Signature                 Date Signed

__________________________________              _________________
Supervisor Signature                 Date Signed

SUBMIT THIS SERVICE AUTHORIZATION REQUEST TO:
    Wraparound Milwaukee Billing Department
    Milwaukee County Behavioral Health Division
    9201 Watertown Plank Road
    Wauwatosa, WI   53226

If you have any questions on how to fill out the form, please feel free to call Bonnie Lewitzke at (414) 257-6176.

o:\wrapcmn\FiscalForms\FosterKinshipInitialSAR
Revised 6/18/08 - DDJ

Emily Meyer 5-7-1990

Wraparound Milwaukee
Foster / Kinship Care 

Initial Service Authorization

Youth's Name:          ______________________________________

Mary Smith

222 W. 2nd Street

Milwaukee, WI  53222

(414) 555-1234
(414) 555-5678

May 2008
$5,000

31

Jill Saren 4-22-08

Phillip Jones 4-22-08

 

DOB: ______________

Type of Service Requested:                 Foster  Care              Kinship Care
(circle one)

Foster/Kinship Provider Information
Name: _____________________________________________

Address: _____________________________________________

City, State, Zip: _____________________________________________

Phone Number(s): (home) _______________________________________

(work) ________________________________________

Service Month:          _________________________________

Daily Rate Authorized:       _________________________________

Number of Days Requested: _________________________________

Emily Meyer 5-7-1990Emily Meyer 5-7-1990

__________________________________              _________________
Care Coordinator Signature                 Date Signed

__________________________________              _________________
Supervisor Signature                 Date Signed

SUBMIT THIS SERVICE AUTHORIZATION REQUEST TO:
    Wraparound Milwaukee Billing Department
    Milwaukee County Behavioral Health Division
    9201 Watertown Plank Road
    Wauwatosa, WI   53226

If you have any questions on how to fill out the form, please feel free to call Bonnie Lewitzke at (414) 257-6176.

o:\wrapcmn\FiscalForms\FosterKinshipInitialSAR
Revised 6/18/08 - DDJ

Mary Smith

222 W. 2nd Street

Milwaukee, WI  53222

(414) 555-1234
(414) 555-5678

May 2008
$5,000

31

Jill Saren 4-22-08

Phillip Jones 4-22-08

 

Mary Smith

222 W. 2nd Street

Milwaukee, WI  53222

(414) 555-1234
(414) 555-5678

May 2008
$5,000

31

Jill Saren 4-22-08

Phillip Jones 4-22-08
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 FOSTER PARENT CHECKLIST 
 
When placing a child in foster care, please provide the following information to the foster parent(s): 

 Child’s name / nicknames. 
 Child’s date of birth. 
 Reason for placement outside of the home (i.e., CHIPS / delinquency). 
 Child’s strengths/needs. 
 Child’s interests. 
 Biological family’s strengths and expected level of involvement. 
 Significant behavioral challenges presented in the home, school and community. 
 Medical history of child: 

- Physical health (including dental, eye exam information and family specific health problems). 
- Emotional health. 
- Mental health diagnosis. 
- Medications taken both past and present. 
- Allergies (food / medication). 
- Immunization record. 
- Hospitalizations (within the last 12 months and reasons for admission). 
- Physician’s name and telephone number, if known. 
- Mental health providers. 

 Expected length of placement of child in foster home. 
 Identify the Permanency Plan for the child. 
 Provide foster parents with the names of the parent(s) and / or siblings. 
 Provide foster parents with the Care Coordinator’s name, agency name and phone numbers. 
 Provide foster parents with the Plan of Care highlighting the details of the Crisis Plan, including necessary 

contacts. 
 Provide expectations for involvement in Child and Family Team and further Plan of Care meetings. 
 Provide foster parents with Safety Plan including MUTT pamphlet. 
 Explain the Wraparound T19 medical card to be issued. 
 Provide Wraparound Milwaukee Family Handbook. 

  Provide information on Wraparound philosophy and process. 
 
Responsibilities of Care Coordinator and Foster Parent: 

 Foster parents should schedule a routine medical exam within the next 30 days for the child. 
 Foster parents should keep a record of the foster child’s school, medical, dental and immunization information. 
 Care Coordinator should negotiate the monthly foster care rate with the foster parent and Wraparound Liaison and 

 explain: 
- Payment timeline, SAR, and Invoice process. 
- Prorated payment if child is in CCI. 

 Care Coordinator should explain that the monthly foster care rate includes: 
- Food, clothing, furniture, housing, personal care and other expenses related to the care of child. 

 Care Coordinator should determine an allowable initial clothing allowance, not to exceed $250 without special 
permission from Wraparound Administration. 

 Care Coordinator will usually arrange parental visitation, but the foster parent can also schedule parental 
visitation  with the Care Coordinator’s approval, if not prohibited by the Court Order. 

 Care Coordinator should explain that travel with the foster child is permissible, but requires written 
parental/guardian permission if traveling outside the state. 

 Foster parents must carry liability/homeowner’s insurance. 
 
I have reviewed the above information with my Care Coordinator prior to having a foster child placed in my 
home. 
 
_______________________________________________ _____________________________________________ 

Signature of Foster Parent    Signature of Care Coordinator / Witness 
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