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Wisconsin Statutes

§ 46.287(2)(c)

	request for a state fair hearing
Aging and Disability Resource Center (ADRC)

	Completion of this form is voluntary. The personally identifiable information collected on this form is used to identify case and process your request. It will only be used for that purpose.

	Name – Customer
     
	Telephone Number

     
	Medicaid ID Number

     

	Mailing Address

     

	City

     
	Zip Code

     
	Name of ADRC 
     

	Today’s Date

     
	Effective Date of Action

     

	Appeal Related To

	 FORMCHECKBOX 
 Eligibility

	Briefly Describe Reason for Hearing Request

	     

	You have a right to free copies of your records including but not limited to medical records relevant to your grievance or appeal. To request copies contact the ADRC.

If you need this form in another language, Braille, or large print, please call the ADRC. Interpreter and translation services are available free of charge.

	
	
	
	
	

	
	SIGNATURE – Customer
	
	Date Signed
	

	
	
	
	
	

	Mail or fax this form AND a copy of the Notice of Action or decision letter to:

Request for Fair Hearing

c/o Division of Hearings and Appeals

PO Box 7875

Madison, WI  53707-7875

Fax: 608-264-9885


