
Participant-hired Worker Start-up Checklist
Use this optional sheet to ensure that all paperwork is 

completed in a timely manner for enrollment processing.  

IRIS Participant-hired Worker Set-up (F-01201)

IRIS Participant-hired Worker Relationship Identification 

(F-01201A) Form W-4 (201 )

Employee’s Wisconsin Withholding Exemption Certificate/New Hire 

Reporting (WT-4)

Form I-9

Wisconsin Medicaid Program Provider Agreement and 
 of Terms of Participation (F-00180B)

Background Information Disclosure Addendum - IRIS (F-01246)

Background Information Disclosure (BID) (F-82064)

IRIS Participant Employer/Participant-hired Worker Agreement 
(F-01201C)

Participant-hired Worker 

IRIS Supportive Home Care/Self-directed Personal Care/Respite 
Care Tra ning Verification (F-01201B)

Mac Owner




Start-up form guidelines



DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-01201 (05/2015)

STATE OF WISCONSIN

IRIS PARTICIPANT- HIRED WORKER SET- UP
INSTRUCTIONS: Completion of this form is not required through Wisconsin State Statute; however, completion of this form is an 

IRIS Program requirement. Both the participant-hired worker and the participant employer must sign and date the 
bottom in order to be considered complete. A participant-hired worker may not begin working for a participant 
before the IRIS start date, indicated in the participant’s start date letter.

Personally identifiable information on this form is collected to verify that the application is complete, and will be 
used only for this purpose.

Completed forms should be submitted to the participant’s Fiscal Employer Agent.
SECTION I – PARTICIPANT-HIRED WORKER DEMOGRAPHICS (all fields must be filled)
Name – Participant-Hired Worker (Last, First, MI) Gender

Male  Female
Date of Birth

Mailing Address City Phone Number

State Zip Email Address

SECTION II – PARTICIPANT EMPLOYER DEMOGRAPHICS (all fields must be filled)
Name – Participant Employer (Last, First, MI) Date of Birth Master Client Index (MCI)

Mailing Address City Phone Number

State Zip Email Address

By signing below, I (we) agree the information on this form is accurate and I (we) have all supporting documentation in my possession. 
Both signers agree to only submit time reports within the hours authorized. Without prior approval, excess hours claimed above the 
authorization may be rejected for payment. Both signers also acknowledge that no hours worked prior to a passed background check 
will be authorized.

SIGNATURE – Participant Hired-Worker Date Signed

SIGNATURE – Participant Employer Date SignedSIGNATURE – EmployerParticipant 

SIGNATURE – Participant Hired-Worker

You fill out this section

Caregiver fills out this section

Ask your consultant

Caregiver signs here

You sign here



DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-01201A (10/2015)

STATE OF WISCONSIN

IRIS PARTICIPANT-HIRED WORKER RELATIONSHIP IDENTIFICATION
INSTRUCTIONS: Completion of this form is not required through Wisconsin State Statute; however, completion of this form is an 

IRIS program requirement. Both the participant-hired worker and the participant employer must sign and date the 
bottom in order to be considered complete. Participant-hired worker may not begin working for participant employer 
until they have received a mailed start date letter. 

Completed forms should be submitted to the participant’s fiscal employer agent.
Name – Participant-Hired Worker (Last, First) Name – Participant Employer (Last, First)

Date of Birth – Participant-Hired Worker

Check your legal relationship to the participant. For example, if the participant is your grandmother, you are the participant’s 
grandchild. Check one.

RELATIVE (BIOLOGICAL)
RELATIVE (BY 

MARRIAGE/PARTNERSHIP) NON-RELATED RELATIONSHIPS
Parent * ± Spouse * ± Friend
Son/Daughter (over 21) * 'RPHVWLF�3DUWQHU��Ǉ Neighbor
Son/Daughter (under 21) * ± Marriage date: Worker
Adopted Child * Step Parent * Ex-Husband / Ex-Wife

Adoption date: Step Child * Divorce date:
Grandparent * Step Grandchild
Grandchild * Step Brother / Step Sister
Brother / Sister Parent-in-Law
Uncle / Aunt Child-in-Law
Nephew / Niece Brother-in-Law / Sister-in-Law
Cousin

* Due to your relationship with the 
participant and current legislation, you 
are exempt from payroll taxes for 
unemployment insurance (SUTA). If your 
employment with the participant is 
terminated, you will not receive 
unemployment benefits.

± Due to your relationship with the 
participant and current legislation, you 
are exempt from payroll taxes for Social 
Security and Medicare (FICA). By not 
paying into Social Security and Medicare 
(FICA), it means you are not earning 
Social Security work credits.

Ǉ�3HU�:LV��6WDWXWH���������'RPHVWLF�
Partnership means you and your same 
sex partner have filed for Domestic 
Partnership, and have a certified copy of 
your Declaration of Domestic 
Partnership.

Yes No The participant receiving nonmedical care lives in the participant-hired worker’s home.

NOTE: It is the participant-hired worker’s responsibility to notify the participant’s fiscal employer agent should their living situation 
change.

By signing below, you agree the information on this form is accurate and you have all supporting documentation in your possession.

SIGNATURE – Participant-Hired Worker Date Signed

SIGNATURE – Participant Employer Date Signed

SIGNATURE – Participant-Hired Worker

SIGNATURE – Participant Employer

Caregiver

Caregiver

You

Caregiver signs

You sign

Check here or here if the person is new to you



jennifer.silva


Caregiver. If caregiver is unsure, reference a W4 from previous employment

Caregiver

Caregiver signs

You

Leave blank/ask consultant



Caregiver. If caregiver is unsure, reference a W4 from previous employment



EMPLOYER INSTRUCTIONS for Department of Revenue:
�� ,I�\RX�GR�QRW�KDYH�D�)HGHUDO�(PSOR\HU�,GHQWLILFDWLRQ�1XPEHU��)(,1���FRQWDFW�
WKH�,QWHUQDO�5HYHQXH�6HUYLFH�WR�REWDLQ�D�)(,1�

�� ,I� WKH� (PSOR\HH� KDV� FODLPHG�PRUH� WKDQ� ��� H[HPSWLRQV�25� KDV� FODLPHG�
FRPSOHWH�H[HPSWLRQ�IURP�ZLWKKROGLQJ�DQG�HDUQV�PRUH�WKDQ���������D�ZHHN�
RU�LV�EHOLHYHG�WR�KDYH�FODLPHG�PRUH�H[HPSWLRQV�WKDQ�KH�RU�VKH�LV�HQWLWOHG�WR��
PDLO�D�FRS\�RI�WKLV�FHUWLILFDWH�WR���:LVFRQVLQ�'HSDUWPHQW�RI�5HYHQXH��$XGLW�
%XUHDX��32�%R[�������0DGLVRQ�:,��������RU�ID[�����������������

�� .HHS�D�FRS\�RI�WKLV�FHUWL¿FDWH�ZLWK�\RXU�UHFRUGV���,I�\RX�KDYH�TXHVWLRQV�DERXW�WKH�
'HSDUWPHQW�RI�5HYHQXH�UHTXLUHPHQWV��FDOO����������������RU����������������

EMPLOYER INSTRUCTIONS for New Hire Reporting:
�� 7KLV� UHSRUW� FRQWDLQV� WKH� UHTXLUHG� LQIRUPDWLRQ� IRU� UHSRUWLQJ� D� 1HZ� +LUH� WR�
:LVFRQVLQ�� ,I� \RX� DUH� UHSRUWLQJ� QHZ�KLUHV� HOHFWURQLFDOO\�� \RX�GR�QRW� QHHG� WR�
IRUZDUG� D� FRS\� RI� WKLV� UHSRUW� WR� WKH�'HSDUWPHQW� RI�:RUNIRUFH�'HYHORSPHQW��
9LVLW�KWWS���GZG�ZLVFRQVLQ�JRY�XLQK�WR�UHSRUW�QHZ�KLUHV�

�� ,I�\RX�GR�QRW�UHSRUW�QHZ�KLUHV�HOHFWURQLFDOO\��PDLO�WKH�RULJLQDO�IRUP�WR�WKH�'HSDUW�
PHQW�RI�:RUNIRUFH�'HYHORSPHQW��1HZ�+LUH�5HSRUWLQJ��32�%R[��������0DGLVRQ�
:,�������������RU�ID[�WROO�IUHH�WR����������������

�� ,I�\RX�KDYH�TXHVWLRQV�DERXW�1HZ�+LUH�UHTXLUHPHQWV��FDOO�WROO�IUHH�����������+,5(�
�����������������9LVLW�GZG�ZLVFRQVLQ�JRY�XLQK�IRU�PRUH�LQIRUPDWLRQ�

(PSOR\HH¶V�:LVFRQVLQ�:LWKKROGLQJ�([HPSWLRQ�&HUWL¿FDWH�1HZ�+LUH�5HSRUWLQJ WT-4

:������5�������� :LVFRQVLQ�'HSDUWPHQW�RI�5HYHQXH

EMPLOYEE INSTRUCTIONS:
��WHO MUST FILE: 
� (YHU\� (PSOR\HH� LV� UHTXLUHG� WR� ILOH� D� FRPSOHWHG� )RUP�:7��� ZLWK� HDFK�
RI� KLV� RU� KHU� HPSOR\HUV� XQOHVV� WKH�(PSOR\HH� FODLPV� WKH� VDPH�QXPEHU�
RI�ZLWKKROGLQJ�H[HPSWLRQV�IRU�:LVFRQVLQ�ZLWKKROGLQJ�WD[�SXUSRVH�DV�IRU�
IHGHUDO� ZLWKKROGLQJ� WD[� SXUSRVH�� )RUP�:7��� �RU� IHGHUDO� )RUP�:��� LI� D�
)RUP�:7��� LV�QRW� ILOHG��ZLOO�EH�XVHG�E\�\RXU�HPSOR\HU� WR�GHWHUPLQH�WKH�
DPRXQW�RI�:LVFRQVLQ�LQFRPH�WD[�WR�EH�ZLWKKHOG�IURP�\RXU�SD\FKHFNV��,I�
\RX�KDYH�PRUH�WKDQ�RQH�HPSOR\HU��\RX�VKRXOG�FODLP�D�VPDOOHU�QXPEHU�RU�
QR�H[HPSWLRQV�RQ�HDFK�)RUP�:7���ILOHG�ZLWK�HPSOR\HUV�RWKHU�WKDQ�\RXU�
SULQFLSDO�HPSOR\HU�VR�WKDW�WKH�WRWDO�DPRXQW�ZLWKKHOG�ZLOO�EH�FORVHU�WR�\RXU�
DFWXDO�LQFRPH�WD[�OLDELOLW\�

� <RXU�HPSOR\HU�PD\�DOVR�UHTXLUH \RX�WR�FRPSOHWH�WKLV�IRUP�WR�UHSRUW�\RXU�
KLULQJ�WR�WKH�'HSDUWPHQW�RI�:RUNIRUFH�'HYHORSPHQW�

� <RX�PD\�ILOH�D�QHZ�)RUP�:7���DQ\�WLPH�\RX�ZLVK�WR�FKDQJH�WKH�DPRXQW�
RI�ZLWKKROGLQJ�IURP�\RXU�SD\FKHFNV��SURYLGLQJ�WKH�QXPEHU�RI�H[HPSWLRQV�
\RX�FODLP�GRHV�QRW�H[FHHG�WKH�QXPEHU�\RX�DUH�HQWLWOHG�WR�FODLP�

��UNDER WITHHOLDING:�
� ,I�VXIILFLHQW�WD[�LV�QRW�ZLWKKHOG�IURP�\RXU�ZDJHV��\RX�PD\�LQFXU�DGGLWLRQDO�
LQWHUHVW�FKDUJHV�XQGHU�WKH�WD[�ODZV��,Q�JHQHUDO������RI�WKH�QHW�WD[�VKRZQ�
RQ�\RXU�LQFRPH�WD[�UHWXUQ�VKRXOG�EH�ZLWKKHOG�

��OVER WITHHOLDING:�
� ,I�\RX�DUH�XVLQJ�)RUP�:7���WR�FODLP�WKH�PD[LPXP�QXPEHU�RI�H[HPSWLRQV�
WR�ZKLFK� \RX� DUH� HQWLWOHG� DQG� \RXU�ZLWKKROGLQJ� H[FHHGV� \RXU� H[SHFWHG�
LQFRPH� WD[� OLDELOLW\�� \RX� PD\� XVH� )RUP� :7��$� WR� PLQLPL]H� WKH� RYHU�
ZLWKKROGLQJ�

��WHEN TO FILE IF YOUR EXEMPTIONS CHANGE:
� <RX�PXVW�ILOH�D�QHZ�FHUWLILFDWH�ZLWKLQ����GD\V�LI�WKH�QXPEHU�RI�H[HPSWLRQV�
SUHYLRXVO\�FODLPHG�E\�\RX�'(&5($6(6�

� <RX�PD\�ILOH�D�QHZ�FHUWLILFDWH�DW�DQ\�WLPH�LI�WKH�QXPEHU�RI�\RXU�H[HPSWLRQV�
,1&5($6(6�

WT-4 Instructions�±�3URYLGH�\RXU�LQIRUPDWLRQ�LQ�WKH�HPSOR\HH�VHFWLRQ�
�� LINE 1:�
� �D���F��1XPEHU�RI�H[HPSWLRQV�±�'R�QRW� FODLP�PRUH� WKDQ� WKH�FRUUHFW�QXPEHU�
RI� H[HPSWLRQV�� ,I� \RX� H[SHFW� WR� RZH�PRUH� LQFRPH� WD[� IRU� WKH� \HDU� WKDQ�ZLOO�
EH�ZLWKKHOG� LI�\RX�FODLP�HYHU\�H[HPSWLRQ�WR�ZKLFK�\RX�DUH�HQWLWOHG��\RX�PD\�
LQFUHDVH� \RXU� ZLWKKROGLQJ� E\� FODLPLQJ� D� VPDOOHU� QXPEHU� RI� H[HPSWLRQV� RQ�
OLQHV���D���F��RU�\RX�PD\�HQWHU�LQWR�DQ�DJUHHPHQW�ZLWK�\RXU�HPSOR\HU�WR�KDYH�
DGGLWLRQDO�DPRXQWV�ZLWKKHOG��VHH�LQVWUXFWLRQ�IRU�OLQH����

� �F��'HSHQGHQWV�±�7KRVH�SHUVRQV�ZKR�TXDOLI\�DV�\RXU�GHSHQGHQWV�IRU�IHGHUDO�
LQFRPH� WD[� SXUSRVHV� PD\� DOVR� EH� FODLPHG� DV� GHSHQGHQWV� IRU� :LVFRQVLQ�
SXUSRVHV�� 7KH� WHUP� ³GHSHQGHQWV´� GRHV� QRW� LQFOXGH� \RX� RU� \RXU� VSRXVH���
,QGLFDWH�WKH�QXPEHU�RI�GHSHQGHQWV�WKDW�\RX�DUH�FODLPLQJ�LQ�WKH�VSDFH�SURYLGHG�

�� LINE 2:�
� $GGLWLRQDO�ZLWKKROGLQJ�±�,I�\RX�KDYH�FODLPHG�³]HUR´�H[HPSWLRQV�RQ�OLQH����EXW�
VWLOO� H[SHFW� WR� KDYH� D� EDODQFH� GXH� RQ� \RXU� WD[� UHWXUQ� IRU� WKH� \HDU�� \RX�PD\�
ZLVK�WR�UHTXHVW�\RXU�HPSOR\HU�WR�ZLWKKROG�DQ�DGGLWLRQDO�DPRXQW�RI�WD[�IRU�HDFK�
SD\�SHULRG�� ,I� \RXU� HPSOR\HU� DJUHHV� WR� WKLV� DGGLWLRQDO�ZLWKKROGLQJ�� HQWHU� WKH�
DGGLWLRQDO�DPRXQW�\RX�ZDQW�GHGXFWHG�IURP�HDFK�RI�\RXU�SD\FKHFNV�RQ�OLQH���

�� LINE 3:�
� ([HPSWLRQ� IURP�ZLWKKROGLQJ�±�<RX�PD\�FODLP�H[HPSWLRQ� IURP�ZLWKKROGLQJ�RI�
:LVFRQVLQ� LQFRPH�WD[� LI�\RX�KDG�QR� OLDELOLW\� IRU� LQFRPH�WD[� IRU� ODVW�\HDU��DQG�
\RX�H[SHFW�WR�LQFXU�QR�OLDELOLW\�IRU�LQFRPH�WD[�IRU�WKLV�\HDU��<RX�PD\�QRW�FODLP�
H[HPSWLRQ�LI�\RXU�UHWXUQ�VKRZV�WD[�OLDELOLW\�EHIRUH�WKH�DOORZDQFH�RI�DQ\�FUHGLW�
IRU� LQFRPH� WD[�ZLWKKHOG�� ,I� \RX� DUH� H[HPSW�� \RXU� HPSOR\HU� ZLOO� QRW� ZLWKKROG�
:LVFRQVLQ�LQFRPH�WD[�IURP�\RXU�ZDJHV�

� <RX�PXVW�UHYRNH�WKLV�H[HPSWLRQ�����ZLWKLQ����GD\V�IURP�WKH�WLPH�\RX�H[SHFW�
WR�LQFXU�LQFRPH�WD[�OLDELOLW\�IRU�WKH�\HDU�RU�����RQ�RU�EHIRUH�'HFHPEHU���LI�\RX�
H[SHFW�WR�LQFXU�:LVFRQVLQ�LQFRPH�WD[�OLDELOLWLHV�IRU�WKH�QH[W�\HDU��,I�\RX�ZDQW�WR�
VWRS�RU�DUH�UHTXLUHG�WR�UHYRNH�WKLV�H[HPSWLRQ��\RX�PXVW�ILOH�D�QHZ�)RUP�:7���
ZLWK� \RXU� HPSOR\HU� VKRZLQJ� WKH� QXPEHU� RI� ZLWKKROGLQJ� H[HPSWLRQV� \RX� DUH�
HQWLWOHG�WR�FODLP��7KLV�FHUWLILFDWH�IRU�H[HPSWLRQ�IURP�ZLWKKROGLQJ�ZLOO�H[SLUH�RQ�
$SULO����RI�QH[W�\HDU�XQOHVV�D�QHZ�)RUP�:7���LV�ILOHG�EHIRUH�WKDW�GDWH�

6LJQDWXUH� 'DWH�6LJQHG� �

FIGURE YOUR TOTAL WITHHOLDING EXEMPTIONS BELOW
&RPSOHWH�/LQHV���WKURXJK���RQO\�LI�\RXU�:LVFRQVLQ�H[HPSWLRQV�DUH�GLIIHUHQW�WKDQ�\RXU�IHGHUDO�DOORZDQFHV�
� ��� �D�� ([HPSWLRQ�IRU�\RXUVHOI�±�HQWHU����� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

� � �E�� ([HPSWLRQ�IRU�\RXU�VSRXVH�±�HQWHU��� �� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

� � �F�� ([HPSWLRQ�V��IRU�GHSHQGHQW�V��±�\RX�DUH�HQWLWOHG�WR�FODLP�DQ�H[HPSWLRQ�IRU�HDFK�GHSHQGHQW� �� � � � � � � �

� � �G�� 7RWDO�±�DGG�OLQHV��D��WKURXJK��F�� �� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

� ��� $GGLWLRQDO�DPRXQW�SHU�SD\�SHULRG�\RX�ZDQW�GHGXFWHG��LI�\RXU�HPSOR\HU�DJUHHV���� � � � � � � � � � � � � � � � � � � � � �

� ��� ,�FODLP�FRPSOHWH�H[HPSWLRQ�IURP�ZLWKKROGLQJ��VHH�LQVWUXFWLRQV����(QWHU�³([HPSW´� �� � � � � � � � � � � � � � � � � � � � �
,�&(57,)<�WKDW�WKH�QXPEHU�RI�ZLWKKROGLQJ�H[HPSWLRQV�FODLPHG�RQ�WKLV�FHUWL¿FDWH�GRHV�QRW�H[FHHG�WKH�QXPEHU�WR�ZKLFK�,�DP�HQWLWOHG���,I�FODLPLQJ�FRPSOHWH�H[HPSWLRQ�IURP�
ZLWKKROGLQJ��,�FHUWLI\�WKDW�,�LQFXUUHG�QR�OLDELOLW\�IRU�:LVFRQVLQ�LQFRPH�WD[�IRU�ODVW�\HDU�DQG�WKDW�,�DQWLFLSDWH�WKDW�,�ZLOO�LQFXU�QR�OLDELOLW\�IRU�:LVFRQVLQ�LQFRPH�WD[�IRU�WKLV�\HDU�

Employer’s Section

(PSOR\HU¶V�SD\UROO�DGGUHVV�(number and street)� &LW\� 6WDWH� =LS�FRGH

&RPSOHWHG�E\� 7LWOH� 3KRQH�QXPEHU� (PDLO

(PSOR\HU¶V�QDPH� )HGHUDO�(PSOR\HU�,'�1XPEHU

�� �

Employee’s Section �3ULQW�FOHDUO\�

&LW\� 6WDWH� =LS�FRGH� 'DWH�RI�KLUH

(PSOR\HH¶V�OHJDO�QDPH��ODVW��¿UVW��PLGGOH�LQLWLDO�� 6RFLDO�VHFXULW\�QXPEHU

(PSOR\HH¶V�DGGUHVV�(number and street)� 'DWH�RI�ELUWK

6LQJOH

0DUULHG

0DUULHG��EXW�ZLWKKROG�DW�KLJKHU�6LQJOH�
UDWH�
Note���,I�PDUULHG��EXW�OHJDOO\�VHSDUDWHG��
FKHFN�WKH�6LQJOH�ER[�

6LJQDWXUH

Caregiver. If caregiver is unsure, reference a W4 from previous employment

Caregiver signs

You

Leave blank/ask consultant



7KH�DGGUHVV�ZLOO�EH�GLVSOD\HG�DSSURSULDWHO\�LQ�D�OHIW�ZLQGRZ�HQYHORSH�

DEPARTMENT OF WORKFORCE DEVELOPMENT
NEW HIRE REPORTING
PO BOX 14431
MADISON WI  53708-0431
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Caregiver

Caregiver signs

Leave section blank in most cases



jennifer.silva


jennifer.silva


Caregiver

Caregiver fills out with license and Social Security card info

You

You sign

Mr./Ms./etc,

Leave blank

Your address

You sign

You





DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
Division of Long Term Care 42 CFR 431.107
F-00180B (02/2014)

WISCONSIN MEDICAID PROGRAM PROVIDER AGREEMENT AND
ACKNOWLEDGEMENT OF TERMS OF PARTICIPATION

FOR WAIVER SERVICE PROVIDER AGENCIES OR INDIVIDUALS – SELF-DIRECTED SUPPORTS1

Completion of this form is required under Federal Law by the Centers for Medicare & Medicaid Services, Department of Health and 
Human Services, under the Code of Federal Regulations 42 CFR 431.107.

Name of Provider (Typed or Printed—Must exactly match name used on all other documents)
      

Telephone Number
      

Address – Street
      

City 
      

State
   

Zip Code
      

The above-referenced agency or individual provider of home and community-based waiver services under Wisconsin’s 
Medicaid program, hereinafter referred to as the provider, hereby agrees and acknowledges as follows: 

1. To provide only the services or items authorized by the local waiver administrative agency as directed by the waiver 
participant in amounts not to exceed the authorization. 

2. To accept the payment issued by the local waiver administrative agency or its fiscal agent as payment in full for 
provided services or items.

3. To make no additional claims or charges for provided services or items.

4. To refund any overpayment to the waiver administrative agency or its fiscal agent. 

5. To keep records of the services or items provided.

6. To provide, upon request by the local waiver administrative agency or the Department of Health Services (DHS) or its 
designee, information regarding the services or items provided.

7. To comply with all other applicable federal and state laws, regulations and policies relating to providing home and 
community-based waiver services under Wisconsin’s Medicaid program.

8. Medicaid Confidentiality Policies and Procedures: To maintain the confidentiality of all records or other information 
relating to each participant’s status as a waiver participant and items or services the participant receives from the 
Provider. 

9. To respect and comply with the waiver participant’s right to refuse medication and treatment and other rights granted 
the participant under federal and state law.

10. Medicaid Fraud Prevention Policies and Procedures (including records retention): To keep records necessary to 
disclose the extent of services provided to waiver participants for a period of 7 years and to furnish upon request to 
the Department, the federal Department of Health and Human Services, or the state Medicaid Fraud Control Unit, any 
information regarding services provided and payments claimed by the Provider for furnishing services under the 
Wisconsin Medicaid Program. (For state policy related to record retention see DHS 106.02, Wis. Administrative Code 
or the DLTC numbered memo addressing record retention available at  
http://dhs.wisconsin.gov/dsl_info/NumberedMemos/DSL/CY_2001/NMemo2001-07.htm .)  

11. The provider agrees to comply with the disclosure requirements of 42 CFR Part 455, Subpart B, as now in effect or as 
may be amended. To meet those requirements and address real or potential conflict of interest that may influence 
service provision, among other things the provider shall furnish to the waiver agency and upon request, to the 
Department in writing:

                                                      
1 Note: This agreement is intended to be used for providers who are individuals employed by the waiver participant under a self-
directed supports plan and paid by a fiscal agent and who are not employees of an agency that otherwise provides services to waiver 
clients.

Caregiver



F-00180B Page 2
(a) The names and addresses of all vendors of drugs, medical supplies or transportation, or other providers in which 

it has a controlling interest or ownership;
(b) The names and addresses of all persons who have a controlling interest in the provider;
(c) Whether any of the persons named in compliance with (a) and (b) above are related to any owner or to a person 

with a controlling interest as spouse, parent, child or sibling;
(d) The names and addresses of any subcontractors who have had business transactions with the provider; 
(e) The identity of any person named in compliance with (a) and (b) above, who has been convicted of a criminal 

offense related to that person’s involvement in any program under Medicare, Medicaid or Title XIX services 
programs since the inception of those programs.

Pursuant to 42 CFR § 447.10(e), I hereby voluntarily reassign my right to direct payment from the State to each local
waiver administrative agency that has authorized me to provide waiver services to an individual waiver participant.   

If you check yes, it means that you will receive payment from the local waiver administrative agency that is responsible 
for the participants to whom you are authorized to provide waiver services rather than directly from the State Medicaid 
Agency. 

Yes  No

MODIFICATIONS TO THIS AGREEMENT CANNOT AND WILL NOT BE AGREED TO. THIS AGREEMENT IS 
NOT TRANSFERABLE OR ASSIGNABLE.

NAME – Provider (Typed or Printed)

SIGNATURE – Provider Date Signed

SIGNATURE – Waiver Agency Representative Date Signed

Print Name – Waiver Agency Representative

SIGNATURE – Provider

SIGNATURE – Waiver Agency Representative

Caregiver

Caregiver signs

You sign

You



DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-01246 (06/2014)

STATE OF WISCONSIN
Wisconsin Statutes

§ 48.685 and 50.065
Administrative Rule

DHS 12.05(4)

BACKGROUND INFORMATION DISCLOSURE ADDENDUM—IRIS
INSTRUCTIONS: Completion of this form is required under the provisions of Chapters 48.685 and 50.065 Wis. Stats. Failure to 

comply may result in a denial or termination of your employment.

Personally identifiable information on this form is collected to verify your identity and that the form is complete.
SECTION I – APPLICANT INFORMATION
Name – (Last, First, MI) Date of Birth

     

Please list all the cities and states in which you have lived in the past three years, and the name by which you were known (if different 
from your name now). Please indicate the number of years you lived there.
Address – (Address, City, State, Zip Code) Years at 

Residence
Any Other Names By Which You Have Been Known 
(Including Maiden Name)

SECTION II – ADDITIONAL APPLICANT INFORMATION
Completion of this section is only required for applicants who have lived outside the state of Wisconsin in the past three years. 
Current Address City State Zip Code County

Previous Address City
     

State
     

Zip Code
     

County
     

Previous Address City
     

State
     

Zip Code
     

County
     

Previous Address City
     

State
     

Zip Code
     

County
     

Mother’s Maiden Name Mother’s Current Name – (Last, First, MI)
     

Father’s Name – (Last, First, MI)

I acknowledge that the information on this form is accurate to the best of my knowledge. By signing below, I agree to have a 
background check run.

I further acknowledge that an out-of-state background check may increase processing time, if applicable. 

SIGNATURE – Applicant Date SignedSIGNATURE – Applicant

Caregiver

Caregiver signs



DEPARTMENT OF HEALTH SERVICES 
Division of Enterprise Services 
F-82064  (02/2014)

STATE OF WISCONSIN 
Chapters 48.685 and 50.065, Wis. Stats. 

DHS 12.05(4), Wis. Admin. Code 

BACKGROUND INFORMATION DISCLOSURE (BID) 
For Instructions, see F-82064A. 
Completion of this form is required under the provisions of Chapters 48.685 and 50.065, Wis. Stats. Failure to comply may result in a denial or 
revocation of your license, certification, or registration; or denial or termination of your employment or contract. Refer to the instructions 
(F-82064A) on page 1 for additional information. Providing your social security number is voluntary; however, your social security number is 
one of the unique identifiers used to prevent incorrect matches. 

PLEASE PRINT OR TYPE YOUR ANSWERS. 

Check the box that applies to you. 
 Employee / Contractor (including new applicant) 
 Applicant for a license or certification or registration (including 

continuation or renewal) 

 Household member / lives on premises – but not a client 
 Other – Specify:    

NOTE: If you are an owner, operator, board member, or non-client resident of a Division of Quality Assurance (DQA) facility, complete the 
BID, F-82064, and the Appendix, F-82069, and submit both forms to the address noted in the Appendix Instructions. 
Name – (First and Middle) Name – (Last) Position Title (Complete only if you are a prospective employee 

or contractor, or a current employee or contractor.) 

Any Other Names By Which You Have Been Known (Including Maiden Name) Birth Date Gender (M / F) 

Race 
 American Indian or Alaskan Native  Black  Unknown 
 Asian or Pacific Islander  White 

Social Security Number(s) 

Home Address City State Zip Code 

Business Name and Address – Employer or Care Provider (Entity) 

SECTION A – ACTS, CRIMES, AND OFFENSES THAT MAY ACT AS A BAR OR RESTRICTION YES NO 

1. Do you have any criminal charges pending against you or were you ever convicted of any crime anywhere, including in
federal, state, local, military, and tribal courts?
¾ If Yes, list each crime, when it occurred or the date of the conviction, and the city and state where the court is

located. You may be asked to supply additional information including a certified copy of the judgment of conviction,
a copy of the criminal complaint, or any other relevant court or police documents.

2. Were you ever found to be (adjudicated) delinquent by a court of law on or after your 10th birthday for a crime or
offense? (NOTE: A response to this question is only required for group and family day care centers for children and day
camps for children.)
¾ If Yes, list each crime, when and where it happened, and the location of the court (city and state). You may be

asked to supply additional information including a certified copy of the delinquency petition, the delinquency
adjudication, or any other relevant court or police documents.

3. Has any government or regulatory agency (other than the police) ever found that you committed child abuse or neglect?
A response is required if the box below is checked:

� (Only employers and regulatory agencies entitled to obtain this information per sec. 48.981(7) are authorized to,
and should, check this box.)

¾ If Yes, explain, including when and where it happened.

4. Has any government or regulatory agency (other than the police) ever found that you abused or neglected any person or
client?
¾ If Yes, explain, including when and where it happened.

5. Has any government or regulatory agency (other than the police) ever found that you misappropriated (improperly took
or used) the property of a person or client?
¾ If Yes, explain, including when and where it happened.

3DUWLFLSDQW�KLUHG�:RUNHU

Caregiver

You

Caregiver



F-82064 Page 2 of 2 
 
Last Name –       
 

SECTION A – ACTS, CRIMES, AND OFFENSES THAT MAY ACT AS A BAR OR RESTRICTION YES NO 

6. Has any government or regulatory agency (other than the police) ever found that you abused an elderly person? 
¾ If Yes, explain, including when and where it happened. 
      

  

7. Do you have a government issued credential that is not current or is limited so as to restrict you from providing care to 
clients? 
¾ If Yes, explain, including credential name, limitations or restrictions, and time period. 
      

  

 

SECTION B – OTHER REQUIRED INFORMATION YES NO 

1. Has any government or regulatory agency ever limited, denied, or revoked your license, certification, or registration to 
provide care, treatment, or educational services? 
¾  If Yes, explain, including when and where it happened. 
      

2. Has any government or regulatory agency ever denied you permission or restricted your ability to live on the premises of 
a care providing facility? 
¾  If Yes, explain, including when and where it happened and the reason. 
      

  

3. Have you been discharged from a branch of the US Armed Forces, including any reserve component? 
¾ If yes, indicate the year of discharge:       
¾ Attach a copy of your DD214 if you were discharged within the last 3 years. 

  

4. Have you resided outside of Wisconsin in the last 3 years? 
¾ If Yes, list each state and the dates you lived there. 
      

  

5. Have you had a caregiver background check done within the last 4 years? 
¾ If Yes, list the date of each check, and the name, address, and phone number of the person, facility, or government 

agency that conducted each check.   

6. Have you ever requested a rehabilitation review with the Wisconsin Department of Health Services, a county 
department, a private child placing agency, school board, or DHS designated tribe? 
¾ If Yes, list the review date and the review result. You may be asked to provide a copy of the review decision. 
      

  

A “NO” answer to all questions does not guarantee employment, residency, a contract, or regulatory approval.

I understand, under penalty of law, that the information provided above is truthful and accurate to the best of my knowledge and that 
knowingly providing false information or omitting information may result in a forfeiture of up to $1,000.00 and other sanctions as provided in 
DHS 12.05 (4), Wis. Adm. Code. 

SIGNATURE 

      
Date Signed 

      
 

SIGNATURE

Caregiver

Caregiver signs



DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-01201C (01/2015) 

STATE OF WISCONSIN

IRIS PARTICIPANT EMPLOYER / PARTICIPANT- HIRED WORKER AGREEMENT
INSTRUCTIONS: Completion of this form is not required through Wisconsin State Statute; however, completion of this form is an 

IRIS Program requirement. Both the participant-hired worker and the participant employer must sign and date 
the bottom in order to be considered complete. Participant-hired worker may not begin working for participant
employer until they have received a mailed start date letter.

Personally identifiable information on this form is collected to verify that the application is complete, and will be 
used only for this purpose.

Completed forms should be submitted to the participant’s Fiscal Employer Agent.
Name – Participant-Hired Worker (Last, First)
     

Name – Participant Employer (Last, First)
     

Date of Birth – Participant-Hired Worker
     
The participant employer requires the following tasks and duties to be performed by the participant-hired worker:
     

The participant employer agrees to provide/arrange for worker training as described below:
     

Participant-Hired Worker Schedule – Indicate Day(s) of the Week Participant-Hired Worker Will Provide Service(s)

Service Sunday Monday Tuesday Wednesday Thursday Friday Saturday
Supportive Home 
Care (SHC)
Self-Directed 
Personal Care 
(SDPC)
Respite Care (R)
Other
Mileage
If “Other”, please explain: 

Participant-Hired Worker Services – Indicate Which Service(s), Pay Rate(s), Unit Type(s) and Units Per Week the 
Participant-Hired Worker will Provide

Service Pay Rate Unit Type (per hour, per day, etc.) Units/Week
Supportive Home 
Care (SHC)                
Self-Directed 
Personal Care 
(SDPC)

               

Respite Care (R)
Other

Mileage
Indicate the rate and the number of miles per month the participant-hired worker is authorized to provide.

If “Other”, please explain: 

  

Caregiver

You

Caregiver

You. You don’t have to go into too much detail. Just give a general idea of what cares you will need the worker to perform

List all cares described on the previous line.

You

You

Can fill out more than one row



F-01201C Page 2

BY SIGNING BELOW:

I (We) understand that the services are provided under Medicaid regulations and that I (we) may not charge in excess of the amount 
authorized on the participant employer’s plan. After the participant-hired worker has performed the service(s) per this agreement, 
time reports are due to the participant’s Fiscal Employer Agent.

Both signers agree to only submit time reports within the hours authorized. Without prior approval, excess hours claimed above the 
authorization may be rejected for payment.
SIGNATURE – Participant-Hired Worker Date Signed

SIGNATURE – Participant Employer Date Signed

SIGNATURE – Participant-Hired Worker

SIGNATURE – Participant Employer

Caregiver signs

You sign



(12/2016)  

P.O. Box 91760 | Milwaukee, WI 53209 | Phone: 1-888-800-5599 | Fax: 1-414-937-2034 

Email: IRIS.Employment@iLIFEfms.com | Website: iLIFEfms.com  

Participant-hired Worker Payment Election Form 

Instructions: 1. Participant-hired worker completes all information and signs at the bottom. 
2. Attach required documents and return form to iLIFE.
NOTE: To be effective for the pay date, submit at least five business days before the pay date.

Participant-hired Worker Name: _________________________________________________________________  

Participant-hired Worker Number: _____________      Last four digits of PHW Social Security number: __ __ __ __ 

Participant Employer Name: ____________________________________________________________________ 

  iLIFE Pay Card 
No additional documentation required. iLIFE is not responsible for lost or stolen cards or funds. By choosing 
this option, you agree that you have read and accept the terms of this card, which may be found at 
http://www.ilifefinancialmanagement.com/iLife/Pay-Cards/terms-and-conditions-flyer.pdf 

Street Address: _____________________________________________________________________________ 

City: ________________________________________________ State: _____________   ZIP: ______________ 

NOTE: iLIFE pay cards cannot be mailed to P.O. boxes.  

OR 

 Direct Deposit 

  Checking Account 
Attach either a voided check or a typed letter from the  
bank (on bank letterhead) that has the routing  
and account numbers. Starter checks may not be used. 

  Savings Account 
Attach a typed letter from the bank (on bank 
letterhead) that has the routing and account 
numbers. 

Name of Financial Institution: _________________________________________________________________  

Routing Number: _____________________________    Account Number:______________________________ 

I hereby authorize iLIFE to initiate credit entries, debit entries and adjustments to the financial institution account 
type or pay card option noted above. 

This authorization is to remain in full force and effect until iLIFE receives written notice from me of its termination, 
in such time and manner as to allow iLIFE and the financial institution a reasonable opportunity to act on it.  

Participant-hired Worker Signature: ______________________________________________ Date: ___________ 

Direct deposit form. Optional

Caregiver

You

Caregiver

Caregiver signs

Caregiver must attach a void check if this option is chosen



DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-01201B (01/2015)

STATE OF WISCONSIN

IRIS SUPPORTIVE HOME CARE / SELF-DIRECTED PERSONAL CARE / RESPITE CARE 
TRAINING VERIFICATION

INSTRUCTIONS: Completion of this form is not required through Wisconsin State Statute; however, completion of this form is an 
IRIS Program requirement. Both the participant-hired worker and the participant employer must sign and date the 
bottom in order to be considered complete. Participant-hired worker may not begin working for participant employer 
until they have received a mailed start date letter.

Please fill out the appropriate section(s) based on services that will be provided.

Completed forms should be submitted to the participant’s Fiscal Employer Agent.
SECTION I – PARTICIPANT-HIRED WORKER DEMOGRAPHICS (all fields must be filled)
Name – Participant-Hired Worker (Last, First) Name – Participant Employer (Last, First)

Date of Birth – Participant-Hired Worker Anticipated Employment Start Date

SECTION II – SUPPORTIVE HOME CARE REQUIRED TRAINING

Employee is oriented to participant’s place of care.
Employee safely performs cares and duties.
Employee knows what to do in an emergency situation*.
Employee works effectively with participants and respects their 
choices.
Employee is familiar with homemaking/household services.
Employee uses gloves as appropriate while assisting with 
participant’s cares.
Employee understands participant’s disability, diagnosis and 
related needs.
Employee is familiar with participant’s daily schedule, needs, 
and duties.
Employee is aware of the participant’s back-up plan.

Required training completed on:
     

SECTION III – SELF-DIRECTED PERSONAL CARE REQUIRED TRAINING

Employee is oriented to participant’s place of care.
Employee safely performs cares and duties.
Employee knows what to do in an emergency situation*.
Employee works effectively with participants and respects their 
choices.
Employee uses gloves as appropriate while assisting with 
participant’s cares.
Employee understands participant’s disability, diagnosis and 
related needs.
Employee is familiar with participant’s daily schedule, needs, 
and duties.
Employee is aware of the participant’s back-up plan.

Required training completed on:
     

SECTION IV – RESPITE CARE REQUIRED TRAINING

Employee is oriented to participant’s place of care.
Employee safely performs cares and duties.
Employee knows what to do in an emergency situation*.
Employee works effectively with participants and respects their 
choices.
Employee uses gloves as appropriate while assisting with 
participant’s cares.
Employee understands participant’s disability, diagnosis and 
related needs.
Employee is familiar with participant’s daily schedule, needs, 
and duties.
Employee is aware of the participant’s back-up plan.

Required training completed on:
     

*Emergency Response: employee knows how to evacuate the participant in an emergency, and knows how to respond to 
emergencies related to the participant’s health and safety.

Caregiver

Caregiver

You

Simply put the date that the training occurred. If unsure, you can put the start date.

You
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By signing below, you agree the information on this form is accurate. Both signers also acknowledge that no hours worked prior to a 
passed background check will be authorized.

SIGNATURE – Employee Date Signed

SIGNATURE – Participant Date Signed

SIGNATURE – Employee

SIGNATURE – Participant

Caregiver signs

You sign


