
Agency Preapproval Form 

Date: ___/___ /___ 

Agency Information 

Agency Name: _________________________________________________________________________ 

Contact Person: ________________________________________________________________________ 

Phone: _______________________________      Email: ________________________________________ 

Client Information 

Client Name: __________________________________________________________________________ 

Client Due Date : ______________________________ OR Child’s Birthday: ________________________ 

Client Phone Number: _________________________ 

Outside Agencies refer to:
Wayne County WIC 

244 W. South St. 
Wooster, OH 44691

Carli Gump RN, BSN, IBCLC
330-264-1942 ext. 205

FAX: 330-262-0824
cgump@wayne-health.org
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