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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:

e Enter the Provider’s

contact information.

Continued on Page 2

DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
Covimon of Long Term Cane 42 CFR 431107
F-LO1ED

WISCUNSIN MEDICAID PRUGRAM PRUVILER AGREEMENT AND
ACKNOWILEDGEMENT OF TERMS OF PARTICIPATION
FOR V/AIVER SERVICE PROVIDER ENTITIES'

Comgaleton of thia form is required under Federal Law by the Centers for Medicare & Medicaid Services, Departrment of Health and
Human Sarvices, under the Coda of Federal Regulstions 42 TFR 4371107

MName of Frovider (Typed o Printed) Telephone Mumber
Provider Name Hitf-fHHH -
Address — Street City (W anly) £ip Coce
Provider Street Address City, WI Hiii

The above-referenced provider of home and community -based waiver services under Wisconsin's Medicaid program.
hereinaller refemed lo as the provider, hersby aprees and acknowledges as Tollows:

. The provider acknowledges it s subject to certain federal and state laws, regulations and polweies, mehuding those
relating to Title XIX of the Social Security Act those pertinent 1o Wisconsin®s Medicasd program, offteial writlen
pelicy as transmitted to the provider in the Wisconsin Medicaid program handbooks and bulletins, the standards for
the specific Medicaid waiver service the provider will deliver and other requirements as defined in the Medicaid
Home & Community-Based Warvers Manual. The provider acknowledges that it 1s responsible for knowing the
provisions of federal and stale Laws, regulations, the Medicaid Warver Manual and policies that apply to it and for
complying with applicable federal and state law as a condition of its participation as a provider of home and
community-based services under Wisconsin's Medicaid program.
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The provider shall elaim remmbursement only for covered services to individual waiver participants that are authorized
by the local waiver administrative apency in the indmvidual warver participant’s indrvidual servies plan.

3. Inaccordance with 42 CFR § 431.107 of the federal Medicaid regulations, the provider agrees to keep any records
neecssary lo document the extent of serviess provided to recipients for a period of 7 years and upon request, to
furnish to the Department, the federal Department of Health and Hurnan Services, or the state Medicaid Frand Control
Unil, amy information regardmg services provided and pavments claimed by the provider [or fomishing services
mider the Wisconsin Medicaid Waiver program. Froo tate policy related to record retention ses DES 106,02, Wis
Administrative Code or the DLTC numbersd memo addressing record retention available at
hittp /il hs wisconsin, gowids] infoNumbered hemoes TSLACY 20 L S enno 20 107 hitm

4. The provider agrees lo comply with the diselosure requirements of 42 CFR Part 453, Subpart B, as now in effect or as
may be amended. To meet those reguirements, anc address real or p-t]ltnl'lal condlict of mterest that may miluence
serviee provision, the provider shall furnish to the warver agency e upon request, to the Department in writing:

(a) The names and addresses of all vendors of drugs, medical supplics or frans portation, or other providers in which it
has a contrelling interest or cwnership:

(b} The names and addresses of all persons who own or have a controlling intersst in the provider;

e} Whether any of the perscms named in compliance with (a) and (b) above arc related to any owner or to 2 porson
with a controlling inferest as spouse, parent, child or sibling;

(d} The namece and addreszcs of any subcontractors who have had busingss transactions with the provider;

(e) The identity of any persan, named m compliance with (ah and (b) above, who has been convicted of a criminal
offense related to that person’s invelvement in any program wnder Medicars, Medieaid or Title XIX services
programs smee the meeption of those programs.

3. The provider hereby affirms that it and each person employed by or under contract with it for the purpose of
provviding scviess holds all licenses and/or similar catitlements or moets the qual ifications specified in the Modicad

Heme & Community-Based Waivers Manual. or as required by federal or state statute. regulation. or rule for the
provision of the service,

! Entities here means Medicaid-centified providers (pharmacies, clinics, therapists, etc.) or Medicaid waiver service providers
including, but not limited to, subsiitule care providers, persoral care agencies, supportive home care providers, transportation service
prowiders and ather entities that bive een specifically identiled as covered serviee providers in the Medicad Wamvers Mamal
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6. The provider consents 1o the use of statistical sampling and extrapolation as the means to determine the amounts
owed by the provider to the Medicad program as a result of an investigation or augit conducted by the Department,
the Department of Justice Medcaid Fraud Contral Unit, the federal Department of Health and Human Senvices, the
Federal Burcau of Tnvesti gation, or an authorized agent of any of these.

7. Unless carlier torminated as provided i paragraph 8 below, this agroement shall remain i full foree and effect fora
maximum of one year. [n the absence of a notice of termination by either party. the agreement shall autematically be
renewed amd exlendsd for a peniod of one yvear, Automatic annwal extengions may not contmue for mors than four
vears or extend this agreement beyend the due date of the nest provider standards certifi eation.”

B, This agreement may be termmaled as follows:

{a) By the provider as provided at 5. DHS 106,03, Wisconsin Administrative Code.
(1) By the Department upon grounds sct forth ot s. BHS 106,06, Wisconsin Admmistrative Code or pursuant to
terms sef forth in the Madicaid Waivers holannal.

9. The provider agrees lo provide the Wisconsin Medicad program or any warver agency with any information it
requests to enable it to cortify providers and to authonze payment for Medicaid-covered services provided to eligible
recipients and o assess the health and salety of any watver panticipant served by the provider. Failure lo supply the
information requested by the Wisconsin Medicaid program may result in denial of Medicaid payment or sanctions
related to the provider’s continued participation in the program.

10, The provider acknowledges that any statement made in this document or the provider application process, constitutes
a statement or representation of a material fact made in an application for a benelit or pavinent, or made for use in
determining rights to such bencfit or payment, that is knowingly and willfully made or caused to be made by
Provider, within the meaning of Wis. Stat § 49,49 (1¥a) 1 and 2, which imposes criminal penaltics for fraud
commitied in connection with a Medical Assistance Frogram,

Tursuant to 42 CFR § 447.100e), Therehy vohuntarily reassign my right te dircet payment from the State to cach local
waiver adiministrative ageney that has authorized me to provide waiver serviess Lo an individual waiver parlicipant.

If vou cheekl ves, it means that you will receive payment from the local waiver asdministrative ageney that i respensible
for the participants to whom you are suthorized b provide warver services rother than divecily rom the State Madicad

Ageney.
EZ"m I Ne

MODIFICATIONS TO THIS AGREFEMENT CANNOT AND WILL WOT BE AGREED TO. THIS AGREEMENT 15
NOT TEANSFERABLE DR ASSIGNABLE.

Mame — Pravider fgenay Head (Typed or Printad) Tille — Agenoy Head

Provider Name Position Title

BIGNATURE - Provider Agency Head Cate Signed
Provider Signature mm/dd/yyyy
SIGNATURE —WWaiver Agency Represantatve Cate Signed
Participant Signature mm/dd/yyyy

“FrAnt Name — Wan et Sgency Repesentatve
Participant Name

! Provider sandards certification is a locnl agency function, wharaby avery four vears the agency must assess and ansure that the
wWalver service provider cortirmes to meet all applcable waiver seevice stondards

Instructions

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

e Select the “Yes”
checkbox;

e Enter the name of the
Provider Agency Head
and their position
title;

e Provider Agency Head
signs and dates the
forms;

e Participant (Employer)
signs and dates the
form;

e Enter the name of the
Participant
(Employer).




