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CCC Client Information & Consent Form 

Date: ____/____/_____                                       Clients Name: 

Address: City: State: WI Zip: 

Phone: DOB: ____/____/_____ Medicaid ID #: 

Race/Ethnicity: 

Child’s Name: Child’s Medicaid ID#: 

Child’s DOB:  

Emergency Contact: Phone Number: 

Emergency Contact:  Phone Number: 

  

Heath Concerns: 

Presenting Problem/Issues to be addressed: 

Any Special Requests: 

 

Client Signature: ____________________________________   Date: ______________________ 

Family Advocate Name: ______________________________   Date: ______________________ 

 

Information Below required ONLY if client in a minor: 
 
I ______________________________________ attest that I am the parent/guardian for 
           (Parent/Guardian Print Name) 

 __________________________________, and by signing that form I am giving informed  
  (Print Client’s Name) 
consent for services to be provided for the above names client to be provided by A Promise of 
Hope for Mothers, for a period of one year beginning on ___________________. 
                   (Date) 


