
Wraparound Milwaukee

Children’s Community Health Plan

Option Agreement

To: Wraparound Milwaukee Provider Network

(
I wish to OPT IN with the Children’s Community Health Plan (CCHP) under the Wraparound Milwaukee Fee-for-Service Agreement.  

I understand that the CCHP fee schedule, authorization procedures and payment procedures will apply to all services provided to CCHP enrollees.

I further understand that all of the conditions and requirements identified in the Wraparound Milwaukee Fee-for-Service Agreement apply to services provided to CCHP enrollees. In addition, I agree to comply with all CCHP policies and procedures as outlined in the CCHP Provider Manual.

(
I DO NOT wish to OPT IN with the Children’s Community Health Plan (CCHP) under the Wraparound Milwaukee Fee-for-Service Agreement.  

PLEASE PRINT

Physician/Clinician Name:


Agency Name:


Street Address: 

City:
State:
Zip:

Physician/Clinician Signature:

Date:

Fax or Mail to Theresa Randall  ( Wraparound Milwaukee Provider Network

Fax 414-257-7575







Phone: (414) 257-7611
9201 Watertown Plank Road ( Milwaukee, WI 53226
Fax:(414) 257-7575


