
MCFI Representative Payee Services 

MCFI Representative Payee Services Rev. 3/2023 
Phone: 414-937-2175   •   Fax: 414-755-7053

Client Set-up Checklist
# Set-Up Forms Information 
1 Client Set-up Form Required for all new clients. 

2 Addition to Client Set-up Form Required for all new clients. 

3 Informed Consent for Release of 
Information Required for all new clients. 

4 Private Pay Service Agreement Only required for Private Pay clients. 

5 Advance Notification of Representative 
Payment (Form SSA-4164) Required for all new clients. 

6 Request to be Selected as Payee 
(Form SSA-11-BK) Required for all new clients. 

7 
Physician’s/Medical Officer’s Statement of 
Patient’s Capability to Manage Benefits  
(Form SSA-787) 

Required for clients who do not have a 
current payee. 

 IMPORTANT: 
Not submitting all documents or submitting incomplete and/or unsigned documents will delay 
the application process. 



MCFI Representative Payee Services 
Client Set-up Form 

MCFI Representative Payee Services Rev. 2/2023 
Phone: 414-937-2175   •   Fax: 414-755-7053

Client Information 

Client Name: _________________________________________________________________________ 

Street Address: _____________________________________________  Apt/Room No.: ____________ 

City: ____________________________________________  State: ___________  ZIP: ______________ 

Phone Number: (________) __________-___________  Date of Birth: _______/_______/___________ 

Social Security Number: __________-__________-______________      Gender:  ________________ 

Client Income Source(s):  _____________________________________  Amount: $ ________________ 

   _____________________________________  Amount: $ ________________ 

   _____________________________________  Amount: $ ________________ 

Race:  American Indian or Alaska Native         Asian  Black or African American 
 Native Hawaiian or Other Pacific Islander   White (includes Middle Eastern and North African)   

Are you Hispanic or Latino (a person of Spanish culture or origin, regardless of race)? 
 Yes      No 

Guardian Information (if applicable) – Please provide copy of guardianship papers. 

Contact Name: _______________________________________________________________________ 

Street Address: _______________________________________________________________________ 

City: ____________________________________________  State: ___________  ZIP: ______________ 

Phone Number: (________) __________-___________  Relationship: ___________________________ 

Additional Information 

1. Reason for Referral:
______________________________________________________________________

2. Does client have a current payee? Please provide contact information:
______________________________________________________________________
______________________________________________________________________

3. Any other relevant information:
_______________________________________________________________________

Service Information 
Service Requested:   Rep Payee  Money Management  Referral Date: _______________ 
Representation:        Agency  Private Pay 

Agency Name: ________________________________ Phone Number: (_______) ________-_________ 

Case Manager: _____________________________ Email: ____________________________________ 

Case Manager Signature: _________________________________________ Date: _________________ 



MCFI Representative Payee Services 
Addition to Client Set-up Form 

MCFI Representative Payee Services Rev. 3/2023 
Phone: 414-937-2175   •   Fax: 414-755-7053

Service Information 

Client must provide a copy of all bills. 

Rent 

Amount: $_________________ 

Landlord Name and Address: 

____________________________ 

____________________________ 

____________________________ 

Pharmacy 

Amount: $_________________ 

Account Number: 
____________________________ 

Name of Pharmacy: 
____________________________ 

WE Energies 

Amount: $_________________ 

Account Number: 
____________________________ 

Name on the Account: 
____________________________ 

Cell Phone Bill 

Amount: $_________________ 

Carrier (Metro, Cricket, Etc.): 
____________________________ 

Phone Number: 
____________________________ 

AT&T 

Amount: $_________________ 

Account Number: 
____________________________ 

Name on the Account: 
____________________________ 

OTHER 

Amount: $_________________ 

Name: ______________________ 

Account Number: 
____________________________ 

Spectrum 

Amount: $_________________ 

Account Number: 
____________________________ 

OTHER 

Amount: $_________________ 

Name: ______________________ 

Account Number: 
____________________________ 



 

MCFI Representative Payee Services 
Addition to Client Set-up Form 

 

MCFI Representative Payee Services     Rev. 3/2023 
Phone: 414-937-2175   •   Fax: 414-755-7053 

 
Allowance Schedule and Direct Deposit Information 

Current Allowance Schedule:  

_________________________________________________________________________ 

 

If you would like direct deposit, please provide:  

_________________________________________________________________________ 
Routing Number 

_________________________________________________________________________ 
Account Number 

Allowances that are sent by direct deposit can take up to 24 hours to show up in your account. 

 

If direct deposit information is NOT provided, all payments will be mailed out via check. Weekly 
allowances are sent on Mondays unless it is a holiday, then it is the next business day.  

 

Acknowledgement and Consent 

By signing below, I am verifying that these are the ONLY accounts that my payee will be making 
payments to on my behalf. I understand that any changes or additions to these accounts will need to 
be communicated immediately to my Rep Payee.  

 

A copy of all bills MUST be provided to your Rep Payee.  

 

Representative Payee Client Signature: ______________________________Date: _________________ 

 

 

 



MCFI Representative Payee Services 
Informed Consent for Release of Information 

MCFI Representative Payee Services Rev. 9/2022 
Phone: 414-937-2175   •   Fax: 414-755-7053

Date: _________________     

Release of Information Statement 

I, _____________________________________________________ (Client name), date of birth 

________/________/__________ (Client date of birth), hereby consent to the disclosure of my 

 Medical information 
I understand the information disclosed may include reference to or treatment of physical illness, 
emotional illness, developmental disabilities, alcohol abuse, drug abuse, and/or HIV. 

 Financial and account information 
I understand the information disclosed may include reference to income and indebtedness. 

to the Milwaukee Center for Independence (MCFI), 2020 West Wells Street, Milwaukee, WI 53233, for 
the purpose of obtaining Representative Payee Services. 

Acknowledgement and Consent 

This consent shall remain in effect until the date that MCFI stops providing Representative Payee 
Services to me. I understand that I may revoke this consent at any time by providing written notice to 
the person or entity providing the information, along with a copy to MCFI at the address above. I 
understand that I have the right to request copies of the released material and that the confidentiality 
of my records is protected by law. My refusal to consent will not result in denial or limitation of 
services.  

Information disclosed pursuant to this consent may be re-disclosed by MCFI to the extent necessary in 
order to provide Representative Payee Services and thereafter will not be covered by federal privacy 
laws. 

Client Signature: ________________________________________________ Date: _________________ 

Client Name: _________________________________________________________________________ 

Client Address: _______________________________________________________________________ 

Parent/Guardian Signature*: ______________________________________ Date: _________________ 
* When the Client is an adult and a legal guardian’s signature is provided, proof of legal guardianship is required for release
of information.
Parent/Guardian Name: ________________________________________________________________ 

Witness Signature: ________________________________________________ Date: _______________ 



 

MCFI Representative Payee Services 
Private Pay Service Agreement 

 

MCFI Representative Payee Services     Rev. 12/2023 
Phone: 414-937-2175   •   Fax: 414-755-7053 

Date: ______________________ 

Client Information  

Client Name: _________________________________________________________________________ 

Street Address: _______________________________________________________________________ 

City: ____________________________________________  State: ___________  ZIP: ______________ 

Phone Number: (________) __________-___________  

Date of Birth: ________/________/________________ 

Acknowledgement and Consent 

I understand that by requesting Representative Payee services from the Milwaukee Center for 
Independence (MCFI), I am directly and solely responsible for payment of such services whether or not 
covered by private insurance or other payment sources and/or I have the ability to pay for services. All 
MCFI services are payable upon receipt.  

Service Type: Representative Payee 
Rate: $54.00 or 10% of the monthly payment per month (whichever is less) 

Rates may change on a yearly basis as determined by the Social Security Administration.  

 

Client Signature: ________________________________________________ Date: _________________ 

Guardian Signature: _____________________________________________ Date: _________________ 

Representative Payee Signature: ___________________________________ Date: _________________ 

 






























