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[bookmark: _Hlk202347290][bookmark: _Hlk204610842]Background Information Disclosure Addendum – IRIS

Instructions: Completion of this form is required under the provisions of Chapters 48.685 and 50.065 Wis. Stats. 
Personally identifiable information on this form is collected to verify your identity and verify that the form is complete and will be used for these purposes. 

Section I: Applicant information

[bookmark: _Hlk202334429]Name (Last, First, MI): Name	

Date of birth: Click or tap to enter a date.	

Please list all the cities and states in which you have lived in the past three years, and the name(s) by which you were known (if different from your name now). Please indicate the number of years you have lived there.

	Address – (Address, city, state, ZIP code)
	Years at residence
	Any other names by which you have been known (including maiden name)
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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: Name		
Mother’s current name (Last, First, MI): Name	
Father’s name (Last, First, MI): Name	
Section III: Applicant Rehabilitation Review disclosure

Have you ever applied for a Wisconsin Rehabilitation Review for a caregiver misconduct finding that was issued to you including abuse, neglect, and/or misappropriation of client’s property? (Check one.)
☐ Yes     ☐ No

If yes, provide the name of the caregiver misconduct finding, the date that the caregiver misconduct finding was issued to you, the Rehabilitation Review panel’s decision, the date of the decision, and any conditional requirements included in the Rehabilitation Review panel’s decision. You may be asked to submit a copy of the Rehabilitation Review panel’s written decision.
Click or tap here to enter text.





Section IV: Acknowledgements and signature

Applicant must check all boxes, sign, and date. 
☐ I affirm that the information I have provided on this form is complete and accurate to the best of my knowledge.
☐ I authorize DHS IRIS partner agencies to conduct a background check now and to automatically conduct future background checks—without notice—every 4 years and ad hoc for as long as I provide IRIS services that are paid by Medicaid. 
☐ I understand that an out-of-state or out-of-country background check may increase processing time.
Signature — Applicant: 	

Name — Applicant (printed): 	 Date signed: 	
