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TREATMENT NEEDS QUESTION 
INSTRUCTIONS 
Answer the following question “Yes” or “No.” BadgerCare Plus applicants or members age 19 to 64 with no dependent 
children living in their home must answer this question to get health care benefits. Whether you answer “Yes” or “No” to 
this question will not impact your eligibility for health care benefits. 
 
If you are an authorized representative, financial power of attorney, legal guardian over the estate, or someone authorized 
by the applicant or member, you can answer the question on behalf of another adult member, even if they are not in your 
home. 
 
Your answer to this question may be shared with your BadgerCare Plus health maintenance organization (HMO) or 
managed care organization (MCO) for care coordination. 
 
Note: You can also answer this question by using the MyACCESS mobile app or the ACCESS website at 
access.wisconsin.gov or by calling your agency. You can find your agency’s phone number at 
www.dhs.wisconsin.gov/forwardhealth/imagency/index.htm.     
 

SUBMISSION INSTRUCTIONS 
If you live in Milwaukee County, do one of the following: 
• Fax the form to 888-409-1979. 
• Mail the form to: 

MDPU 
PO Box 05676 
Milwaukee, WI 53205 

If you do not live in Milwaukee County, do one of the 
following: 
• Fax the form to 855-293-1822. 
• Mail the form to: 

CDPU 
PO Box 5234 
Janesville, WI 53547 

 

During the last 12 months, have you used drugs in ways that cause problems for you or those around you, and are you 
open to getting help?   
 
Drugs include cannabis (for example, marijuana or hashish), narcotics/opioids (for example, oxycodone or heroin), 
stimulants (for example, cocaine or methamphetamine), hallucinogens (for example, LSD), solvents (for example, paint 
thinner), tranquilizers/benzodiazepines (for example, valium), or barbiturates. This includes the use of prescribed or over-
the-counter drugs well in excess of the directions. Drugs in this case do not include alcohol, tobacco, or the appropriate 
medical use of drugs. 
 
☐ Yes  ☐ No 

First Name, Middle Initial, and Last Name – Applicant or Member 

Date of Birth – Applicant or Member Case Number (if known) – Applicant or Member 

First Name, Middle Initial, and Last Name – Person Who Completed the Form If Not the Applicant or Member 
 
 
  

https://access.wisconsin.gov/
https://www.dhs.wisconsin.gov/forwardhealth/imagency/index.htm


Nondiscrimination Notice: Discrimination is Against the Law – Health Care-Related Programs 
The Wisconsin Department of Health Services complies with applicable Federal civil rights laws and does not discriminate on the basis 
of race, color, national origin, age, disability, or sex. The Department of Health Services does not exclude people or treat them 
differently because of race, color, national origin, age, disability, or sex. 

The Department of Health Services: 
• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

o Qualified sign language interpreters. 
o Written information in other formats (large print, audio, accessible electronic formats, other formats). 

• Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters. 
o Information written in other languages. 

If you need these services, contact the Department of Health Services civil rights coordinator at 844-201-6870. 

If you believe that the Department of Health Services has failed to provide these services or discriminated in another way on the basis 
of race, color, national origin, age, disability, or sex, you can file a grievance with: Department of Health Services, Attn: Civil Rights 
Coordinator, 1 West Wilson Street, Room 651, PO Box 7850, Madison, WI 53707-7850, 844-201-6870, TTY: 711, fax: 608-267-1434, 
or email to dhscrc@dhs.wisconsin.gov. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, 
the Department of Health Services civil rights coordinator is available to help you. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically 
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201  
800-368-1019, 800-537-7697 (TDD) 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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