
Wisconsin’s Self-Directed Supports Program

Example F-00180: Wisconsin Medicaid Program Provider Agreement and 
Acknowledgement of Terms of Participation 

Instructions 
 
On page 1 of Form 
F-00180, enter the 
following information: 
 

Enter the Provider’s 
contact information. 

 
Continued on Page 2 
 



Form F-00180 Page 2 

Instructions 
 
On page 2 of Form 
F-00180, enter the 
following information: 
 

Select the “Yes” 
checkbox; 
Enter the name of the 
Provider Agency Head 
and their position 
title; 
Provider Agency Head 
signs and dates the 
forms; 
Participant (Employer) 
signs and dates the 
form; 
Enter the name of the 
Participant 
(Employer). 


