MILWAUKEE COUNTY DISABILITY SERVICES DIVISION 

2019 WATTS COMMUNITY PLAN

A. DEMOGRAPHICS

Client Name:  Sample Copy
  DOB:
 9/11/1975 DSD Case #: 428520 Court Case #: 1997GN000080           
Original Court Date of PP: 1/17/1997       Date of Current Review:  2/26/2019                   
Placement Facility:  Central Wisconsin Center (CWC), Building 2
Address: 317 Knutson Drive, Madison, WI 53704       Phone Number:  608-301-9200
        

Marital Status:
   Single  FORMCHECKBOX 
     Married  FORMCHECKBOX 

Separated  FORMCHECKBOX 

Divorced  FORMCHECKBOX 

    Widow  FORMCHECKBOX 



Spouse Name:  
Emergency contact person:  

 Name:  Cynthia Sample   Relationship:  mother/guardian



   

 Address:  1305A S. Howell Ave., Milwaukee, WI  53207     Phone #:  414-800-0000
Primary Target Group: MR                                           Secondary Target Group:  CP, Seizure Disorder

 FORMCHECKBOX 
  PD  FORMCHECKBOX 
 DD  FORMCHECKBOX 
 Alzheimer/dementia                       FORMCHECKBOX 
  PD  FORMCHECKBOX 
 DD  FORMCHECKBOX 
 Alzheimer/Dementia 

 FORMCHECKBOX 
 AODA           FORMCHECKBOX 
Adult and Elderly   

       FORMCHECKBOX 
 AODA          FORMCHECKBOX 
 Adult and Elderly  

 FORMCHECKBOX 
 Severe and Persistent Mental Illness 

       FORMCHECKBOX 
Severe and Persistent Mental Illness
Original Referral Date:  1995










              

Referral Source:         FORMCHECKBOX 
Self    FORMCHECKBOX 
Relative/Family    FORMCHECKBOX 
Physician/Hospital     FORMCHECKBOX 
Other (specify):   CWC
Referral Reason/Request: For purposes of Guardianship and protective placement.




B. Legal Representative:  Guardian 

Name:  Cynthia Sample /mother   

Address:  1305A S. Howell Ave., Milwaukee, WI  53207     Phone #:  414-800-0000
Standby:  Theresa Sample/niece    

Phone #:  2413 E. Clark St., West Frankfort, IL 62896    Phone #: 608-218-7001 

Name:  
POA-HC

Name:                Address:              Phone #:       






 

POA

Name:                Address:              Phone #:   






           

 Rep Payee 

Name:             Address:              Phone #:       








 Other (specify):  

Name:  _________   Address:               Phone #:  

                  

Does the Guardian:       a) Visit routinely?                                        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
                                       b)   Contact facility staff routinely?            FORMCHECKBOX 
Yes     FORMCHECKBOX 
No      

                                       c)   Wish to resign as guardian?                 FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No   

If yes, please explain:  


   d) Need to be replaced?                               FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No   Reason:
Comment:  












Please provide new Guardian information:

New Guardian:

 Name:             Address:              Phone #:       






    

C.  FINANCES

1.      Monthly room and board
$ 873/month, $26,190/year
2.      Payment Source:            Private:  FORMCHECKBOX 
      SSI:  FORMCHECKBOX 
   SSDC:  FORMCHECKBOX 
     T-19  FORMCHECKBOX 
  Other  FORMCHECKBOX 
   

         Specify:       














3.      Total Monthly Income:       $ 1318.40
4.        Agency, specific Person responsible for managing Client’s personal funds:  
Name:  Jenell Dorn
Address:  317 Knutson Dr., Madison, WI  53704       
Relationship:  Financial Specialist       Phone #:  608-301-1801     

5.        Health Insurance:  Medicare Part A & B         FORMCHECKBOX 
 Private      FORMCHECKBOX 
T-19      FORMCHECKBOX 
 Medicaid
D.   SOCIAL/FAMILY HISTORY - may include any personal/ethnic/cultural factor which might affect the current situation:  S Sample Copy, Caucasian male born on 9/11/1978, in Cudahy, WI to Mr. and Mrs. Daniel Copy.  Mr. Sample was admitted to CWC on June 15, 1981.   Sample Copy passed in 2007 from lung cancer and Sample’s brother passed due to heart failure.  He had been diagnosed with developmental encephalopathy with profound intellectual disability.  This was associated with prematurity and intraventricular bleed and associated hydrocephalus requiring shunting with several revisions, also complicated by neonatal hepatitis and congestive heart failure.  Mr. Sample’s brother was also diagnosed with cortical blindness.  No personal, ethnical or cultural factors that might affect his current placement in file.  See below for Education, Employment, Day Services or Criminal Involvement information, if any.
Education, Employment, Day Services, Criminal Involvement

1. Highest Level of Education Achieved:

 FORMCHECKBOX 
 Grade School


 FORMCHECKBOX 
  High School

 FORMCHECKBOX 
  Technical School
   Type of Study:       







 FORMCHECKBOX 
  Undergraduate Degree
   Type of Study:       







 FORMCHECKBOX 
  Graduate Degree

   Type of Study:      







 FORMCHECKBOX 
  Special Training

   Type of Study:       








 FORMCHECKBOX 
  Exceptional Ed Classes

 FORMCHECKBOX 
 CD
 FORMCHECKBOX 
  LD

 FORMCHECKBOX 
  ED


Age at completion of school:  May 2000, age 22.  He attended LaFollette High School.




Full Scale IQ Score:                
Date Testing Done:      





(Attach copies of documents if available)


Comments:  Cognitive functioning: 2-9 Months, adaptive skills: 4.8.





2. Past, present paid employment history (job skills, length of time employed)

N/A














      3.
Day Services:  


He attends day services at Successful Work Options (SWO).






4.
Criminal involvement / Incarceration history (dates, facilities, charges, current status)



(Only if information was gathered, otherwise state N/A):  NA



E.   CLIENT /FAMILY PREFERENCE FOR FUTURE RESIDENTIAL PLACEMENT:
1. Client would prefer:                                  

             FORMCHECKBOX 
 Own Home/Apartment
             FORMCHECKBOX 
 Home of Relative/Other Person
             FORMCHECKBOX 
 Licensed/Certified AFH/CBRF/RCAC
             FORMCHECKBOX 
Other   Specify:  Mr. Sample Copy is non-verbal and unable to indicate a preference.


2. Family would prefer:

              FORMCHECKBOX 
  Own Home/Apartment
              FORMCHECKBOX 
Home of Relative/Other Person
              FORMCHECKBOX 
 Licensed/Certified AFH/CBRF/RCAC
              FORMCHECKBOX 
 Other: (specify): Mother/guardian, Cynthia Sample, prefers Mr. Sample Copy remain at CWC.



3. Has client remained in current placement continuously since last report?     
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Explain: Mr. Sample Copy  has resided at CWC since his admission on 6/15/1981.



F. ASSESSMENT

1. Physical Health/Condition:

Diagnosis/Disability/Medical History:

· Cerebral Palsy
· Seizure disorder with a history of stormy perinatal and postnatal course

· Hydrocephalus Secondary to Intraventricular bleed

· Intellectual Disability

Mr. Sample Copy did not experience any significant illnesses or injuries during the past year.  He experienced a six-minute seizure on 1/19/2018, the first one documented since 2014.  He received rescue medication once the seizure activity reached 5 minutes.  Mr. Sample Copy’s medication dosages were increased and no further seizure activity has been documented.  He is generally cooperative and pleasant, and will smile/laugh around familiar staff.  He continues to have an Integrated Behavioral Intervention Plan that is designed to reduce/manage his agitation and self-injurious behavior of biting himself on his hand, wrist, or pinky finger.  
2. Physical Activities of Daily Living (ADLS) (assistance includes adaptive aids):

     ADL
          Self
  Supervision       Needs Assist   Unble to Perform  Who Provides

Bed/Chair Transfer
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff


Walking

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff


Stairs


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 n/a





Wheelchair

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff




Crutches

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 n/a



Walker

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 n/a





Cane


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 n/a





Bathe Self

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff


Dress Self

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff




Feed Self

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff




Oral Hygiene

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff

  

Shaving

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff


Toileting

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff




Commode

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 n/a





Bedpan/Urinal
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 n/a





Grooming

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff




Personal Hygiene
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 

 CWC staff




Incontinence:


Bladder:  FORMCHECKBOX 

Bowel:  FORMCHECKBOX 
   Has Bladder and Bowel Program:  FORMCHECKBOX 

Catheter:  FORMCHECKBOX 

Type:       


Comments: Mr. Sample Copy requires total care to complete his ADL’s. He is fed with a large mother care spoon and wears a clothing protector during meals due to food loss.  Due to a delayed swallow and significant reflux, he receives fluids and most of his medication via gastrostomy tube. 
3. Instrumental Activities of Daily Living (IADL)
                                                                                                   Unable to   

  IADL


Self
  Supervision
 Needs Assist     Perform
  Provider
Light Cleaning
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

       CWC staff


        

Heavy Cleaning
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

       CWC staff



Light Meal/Micro.
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

       CWC staff



Main Meal

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

       CWC staff



Laundry

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

       CWC staff



Money Management
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

       CWC staff



Shopping

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

       CWC staff



Medication

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

       CWC staff



Has Lifeline  FORMCHECKBOX 

Provider:       










Transportation:       Self: FORMCHECKBOX 

Family:  FORMCHECKBOX 

Transit Plus:  FORMCHECKBOX 
    T19:  FORMCHECKBOX 

Public:  FORMCHECKBOX 

Friend:  FORMCHECKBOX 



Owns vehicle:  FORMCHECKBOX 


Can operate vehicle independently:  FORMCHECKBOX 

Comments:   Staff provide CWC residents with all IADL’s.  






4. Communication Information

Writes


             FORMCHECKBOX 



Language Barrier

 FORMCHECKBOX 
             


Talks


             FORMCHECKBOX 



Non-Verbal

             FORMCHECKBOX 


Understands Speaking
 FORMCHECKBOX 



Deaf/Hard of Hearing   
 FORMCHECKBOX 
      


Understands English
 FORMCHECKBOX 



Aphasia


 FORMCHECKBOX 


Reads


             FORMCHECKBOX 



Vision Problems

 FORMCHECKBOX 









Blind


             FORMCHECKBOX 

Comments/If non-verbal, is there someone who is able to communicate with the client?  Mr. Sample Copy is able to recognize his own name and can respond to some simple verbal directions given by familiar staff.

5. Substance Abuse:


a. Drugs, legal/prescription
 FORMCHECKBOX 

Type: n/a










 Past  FORMCHECKBOX 

Current
 FORMCHECKBOX 




Drugs, Illegal

 FORMCHECKBOX 

Type: n/a










Past   FORMCHECKBOX 

Current
 FORMCHECKBOX 


Alcohol  FORMCHECKBOX 

Frequency of use: n/a










                Past   FORMCHECKBOX 

Current
 FORMCHECKBOX 


b. AODA Treatment History If Applicable:

Inpatient
 FORMCHECKBOX 

Where/When: n/a










Outpatient
 FORMCHECKBOX 

Where/When:
n/a









Comments:       
              c.  Mental Health Treatment History If Applicable: 

Inpatient
 FORMCHECKBOX 
 
Where/When: n/a










Outpatient
 FORMCHECKBOX 

Where/When:  n/a









6. Mental Functioning
a. Emotional:

Cooperative


 FORMCHECKBOX 



Anxious/Nervous
 FORMCHECKBOX 


Pleasant



 FORMCHECKBOX 



Lonely


 FORMCHECKBOX 


Appropriate Sense of Humor
 FORMCHECKBOX 



Emotional

 FORMCHECKBOX 


Depressed


 FORMCHECKBOX 



Angry


 FORMCHECKBOX 


Withdrawn


 FORMCHECKBOX 



Antagonistic

 FORMCHECKBOX 


Suspicious


 FORMCHECKBOX 



Combative

 FORMCHECKBOX 

Comments:   Mr. Sample Copy is generally cooperative and pleasant with familiar staff.  He uses facial expression, body movements, appropriate laughing/crying, and non-speech sounds to communicate his physical and emotional states.
         b. Cognitive:
Oriented



             FORMCHECKBOX 



Hallucinatory

 FORMCHECKBOX 

Able to participate in planning
             FORMCHECKBOX 



Confused

 FORMCHECKBOX 

Able to make meaningful decisions
 FORMCHECKBOX 



Wanders

 FORMCHECKBOX 

Significant Memory Loss

 FORMCHECKBOX 



Forgetful

 FORMCHECKBOX 

Noisy



             FORMCHECKBOX 



Needs supervision
 FORMCHECKBOX 

Comments:  Mr. Sample Copy can become noisy if upset, as well as arching his back and screaming. 
c. Behaviors that Positively or Negatively Affect lifestyle and Relationships
Wandering               FORMCHECKBOX 
 Day          FORMCHECKBOX 
 Night      FORMCHECKBOX 
 Both 

Self-Injurious           FORMCHECKBOX 
Hitting      FORMCHECKBOX 
Biting      FORMCHECKBOX 
Head Banging      FORMCHECKBOX 
Water Intoxication
Offensive or Violent to others     FORMCHECKBOX 
Yes         FORMCHECKBOX 
No

Mental health Needs                     FORMCHECKBOX 
Yes         FORMCHECKBOX 
No
Substance Abuse                          FORMCHECKBOX 
Yes        FORMCHECKBOX 
No  
Comments: Mr. Sample Copy continues to have an Integrated Behavioral Intervention Plan that is designed to reduce/manage his agitation and self-injurious behavior of biting himself on his hand, wrist, or pinky finger.  The plan includes the use of psychotropic medications, such as fluoxetine, as well as preventative measures and therapeutic interventions.
7. Self Determination / Preferences:

a. Describe client’s strengths and preferences regarding areas of self-care, choice of providers, choice of services, choice of residential setting and other factors to be considered in the development of the case plan:
Mr. Sample Copy is unable to indicate preferences regarding areas of self-care or providers.  Strengths include movement in all extremities, independent head control, he is able to assume prone on elbows with assistance for a short time, rolls prone to supine and vice versa, eats orally, has hand grasp, reaches for objects, likes to be busy, prefers quiet environment, prefers 1:1 interaction, likes to go to off-grounds program, prefers a ceiling lift, likes to use his switch, wants a consistent schedule, and prefers to be with people who knows him.  
b. Describe family/caregiver/guardian/representative preferences in the areas listed above:

      Cynthia Sample, mother/guardian, prefers Mr. Sample Copy continue residing at CWC.
c. Have there been any significant changes from the condition that warranted initial placement?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

    If yes, Explain:       












d. Has client responded to treatment plan?        FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

      If yes, explain: Prescribed medications are used to reduce IBIP behaviors.





G.   SOCIAL PARTICIPATION:
1. Isolated  FORMCHECKBOX 

Socially Active  FORMCHECKBOX 

       Uninvolved by Choice  FORMCHECKBOX 

2. Client has contact with:
Family  FORMCHECKBOX 

Friends  FORMCHECKBOX 

Church  FORMCHECKBOX 



Clubs   FORMCHECKBOX 

Senior Center  FORMCHECKBOX 

Day Program  FORMCHECKBOX 

Recreation Activities  FORMCHECKBOX 

Comments about Activity/Place etc.: Mr. Sample Copy attends outings, vocational work, sensory stimulation, socialization, music and able to activate switch.

3. How does the client spend the day? Mr. Sample Copy continues to attend a full-day program at Mobility Training and Independent Living Program, Inc., off-grounds.
4. Is client seeking/needs social outlets?  His social needs are currently being met.




5. Client’s preference for social participation: Mr. Sample Copy responds positively to one-to-one interactions with staff.

H. CURRENT SUPPORT SYSTEM (family/friends/other)

	1. Name
	Relationship
	Address
	Phone
	Frequency of Contact

	Cynthia Sample
	Mother/guardian
	2305A S. Howell Ave., Milwaukee, WI  53207
	414-800-0000
	Quarterly

	Jarrod Mosehead
	Mother’s nephew
	607 S. 68th St., Milwaukee, WI 53214
	n/a
	n/a

	Theresa Sample
	Niece/standby guardian
	2413 E. Clark St. West Frankfort, IL 62896
	608-218-70000
	As needed

	     
	     
	     
	     
	     


2. Are they available for support?
Yes   FORMCHECKBOX 

No  FORMCHECKBOX 
   If so, Name: See above.     Phone #:      
Comments:  






I. **PROVIDER AND SUPPORT SERVICES INFORMATION: (hint: annual cost divided by 365 days; monthly cost divided by 30 days)

1. DAILY COST OF EACH PAID SERVICE IN CURRENT LIVING ARRANGEMENT: (If services separately funded)





	Provider Name
	Services Needed
	Service Code
	Units Provided
	Unit

Cost
	Service 

Start Date
	Service

End Date
	Funding

Sources

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


Comments: (any planned or anticipated variability in frequency or duration of service or change in regular schedule?)  

**Separate funding source must be listed on separate lines on the form unless the source is used for waiver match.**

2. DAILY COST OF EACH PAID SERVICE IN CURRENT LIVING ARRANGEMENT: 

      (If all services included /single funding) 

	Provider
	Service
	Cost/Month
	Plan’s Daily Rate
	Funding Source

	CWC
	All
	$26,190
	$873.00
	T-19/SSDC

	     
	     
	     
	     
	     


J. SERVICE PROVIDER INFORMATION:

	Type of Service 
	Provider Name
	Address  
	Phone
	Frequency of Contact

	Physician            
	Meg Watson, MD


	CWC

317 Knutson Dr., Madison, WI  53704
	608-301-9200
	As needed

	Home Health Agency/Contact person
	     
	     
	     
	     

	Mental Health Agency/Contact Person
	     
	     
	     
	     

	AODA  Agency / Contact Person                                                    
	     
	     
	     
	     

	Work/Day/Provider/ /Contact  Person
	
	
	     
	

	Community Case  mgr./ContactPerson
	
	
	
	

	DD or MH  CSP Contact Person      
	     
	     
	     
	     

	Residential Providr  /Contact Person:  
	Cathy Dornon, SW
	CWC

317 Knutson Dr., Madison, WI  53704
	608-301-9323
	Daily

	Other Providers /Contact Person:
	Krystina Nardick
WATTS
	LaCausa Social Services
5235 N. Ironwood Rd.
Glendale, WI  53217
	414-269-1869
	Annually


K. PROTECTIVE PLACEMENT RECOMMENDATIONS:
1.  Are there any existing problems or difficulties associated with current placement?
 FORMCHECKBOX 
  Yes  
 FORMCHECKBOX 
 No
Explain:  There are currently no problems associated with CWC.
2.  Is the living arrangement the least-restrictive environment consistent with the needs of the ward, i.e. 

places the least possible restriction on client and promotes the greatest integration into the community that is consistent with meeting the client’s needs and protecting the client from harm?

  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No


Explain:   Mr. Sample Copy has many challenges including seizures, shunted hydrocephalus, spasticity, gastroesophageal reflux, blind, constipation, subluxed hip that causes considerable pain, is blind, non-verbal, has self-injurious biting of his hand/finger, doesn’t adjust to new people or situations easily, hates to wait, doesn’t like loud or anticipated noise, is upset when he misses his program, and startles easily which can lead to SIB.  He requires 24/7 care, an extremely safe and rich environment which he is receiving at CWC.

3. Is this placement the most-integrated setting determined appropriate to meet the needs of this ward? 

     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        Explain:  

4.  What community services are currently provided to the individual:

X Receives services on-site, resides in ICF-DD

 recreation

 day programming 

 personal care

 employment

 case management

 transportation


  


 chore/household services

 respite services

 other     
5.  Could community services alone provide adequate support for the individual’s needs (without protective placement):  NO
6.  Are sufficient community services available to support the individual and meet the individual’s needs in the community.   NO
7.  Should the individual be placed in another (different) residential facility with adequate support services that places fewer restrictions on the individual’s personal freedom, is closer to the individual’s home community, or more adequately meets the individual’s needs:  NO
8.  Has the department recommended termination of the protective placement order or placement in another residential facility since the last review:   NO
9.  Do you recommend dismissal of the protective placement order:  NO    (if yes, explain)      
Recommendation for protective placement for the coming year:  
This writer recommends the continuation of the protective placement order for medical stability and safety.  Mr. Sample Copy continues to reside in a facility with 16+ beds and requires 24-hour supervision to ensure his medical stability.

L.  Sources of Information to Prepare this Report:
Dates of Face to Face Contact with Client:  2/26/2019
Summary of Client’s Comments: Mr. Sample Copy is non-verbal.
Dates of contact with Guardian:  3/4/2019
Summary of Guardian’s Comments: Cynthia Sample, mother/guardian, reported she continues to be pleased with her son’s placement and care received.  Ms. Sample explained she is able to visit her son at the center every three months and has great communication with staff.  She reported no concerns.
County’s response to comments of guardian and individual:

X agree
⃞  disagree
⃞ will follow up      ⃞ other (specify) 

Please notify Corporation Counsel and this worker if the Court considers dismissing the Protective Placement order so that representation can be arranged.
Krystina Nardick                                                                                              414-269-1869                         


Human Service Worker - Name     Human Service Worker - Signature      Phone Number      Date
Taunya Thomas, MS                                                                                      414-289-6149                    


Supervisor - Name                Supervisor - Signature                                   Phone Number       Date
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